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In  478  cases  of  anorectal  surgery  — fissures,  hemorrhoids  and  fistulas  — 
OXYCEL  proved  an  outstandingly  effective  hemostatic  agent.  Not  a 
single  instance  of  postoperative  hemorrhage  occurred  and  secondary 


hemorrhage  due  to  removal  of  gauze  or  rubber  drains  was  eliminated. 


Healing  progressed  satisfactorily  and  patients  experienced  a more  com- 
fortable postoperative  course. 


Absorbable  and  promptly  hemostatic,  OXYCEL  is  convenient  to  use  since 
it  is  applied  directly  from  the  container  to  bleeding  surfaces.  To  aid  the 
surgeon  in  stopping  bleeding  not  controllable  by  clamp  or  ligature, 
OXYCEL  is  available  in  forms  adaptable  to  many  uses. 


OXYCEL  STRIPS 

.. 

(Gauze  Type)  Sterile 
18"  x 2"  four-ply  strips, 
pleated  in  accordion  fashion, 


PACKAGE  INFORMATION: 

OXYCEL  is  supplied  in  individual  screw-capped  bottles. 


OXYCEL  PADS 

(Gauze  Type)  Sterile 
3"  x 3"  eight-ply  pads. 


OXYCEL  PLEDGETS 

(Cotton  Type)  Sterile 
2!i"  x 1"  x 1"  portions. 


OXYCEL  FOLEY  COXES 

Sterile  four-ply  gauze-type 
discs  of  5"  or  7"  diameter 
folded  in  radially  fluted  form, 
used  in  prostatectomy. 
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The  Seal  of  Acceptance  denotes  that 
the  nutritional  statements  made  in 
this  advertisement  are  acceptable  to 
the  Council  on  Foods  and  Nutrition 
of  the  American  Medical  Association. 


The  established  relationship  between  sound  dietary  planning 
and  a state  of  maintained  good  health  emphasizes  the  nutri- 
tional importance  of  meat,  man’s  favorite  protein  food. 

Not  only  does  meat  taste  good,  but  of  greater  significance, 
it  provides  a host  of  nutritional  benefits.  Developments  in  the 
field  of  nutrition*  have  proved  that  complete  protein— the 
kind  that  meat  supplies  in  abundance— aids  in  building  and 
maintaining  immunity,  hastens  recovery  after  acute  infectious 
diseases  and  following  injury  and  burns,  promotes  health 
during  pregnancy,  aids  in  the  growth  and  development  of 
husky  children,  and  is  needed  to  maintain  everyone  in  top 
physical  condition. 

No  matter  from  what  walk  of  life  your  patients  come,  and 
whether  their  pocketbooks  demand  economy  or  permit  satis- 
faction of  that  urge  for  the  fanciest  cuts,  meat  gives  them  full 
value  for  their  money. 

*McLester,  J.  S.:  Protein  Comes  Into  Its  Own,  J.A.M.A.  139:89 7 (April  2)  1949. 


American  Meat  Institute 

Main  Office,  Chicago...Members  Throughout  the  United  States 
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ARIZONA  MEDICAL  ASSOCIATION 
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OFFICERS  AND  COUNCIL 

Robert  S.  Flinn  . President 

15  E.  Monroe,  Phoenix 
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Meade  Clyne.  Tucson;  Dr.  H.  D.  Ketcherside,  Phoenix. 
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H Dysterheft,  McNary;  Dr.  H.  H.  Brainard,  Tucson;  Dr.  Paul 
W.  McCracken.  Phoenix. 
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OFFICERS  OF  THE  AUXILIARY  TO  THE 
ARIZONA  MEDICAL  ASSOCIATION 
1949-1950 
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COMMITTEE  CHAIRMEN 

Bulletin Mrs.  Joseph  C.  Ehrlich 

310  W.  Granada  Road,  Phoenix 

Finance Mrs.  R.  Lee  Foster 

2215  N.  Eleventh  Avenue,  Phoenix 

Health  Mrs.  Joseph  M.  Kinkade 

335  South  Country  Club  Road,  Tucson 

Historian  Mrs.  George  Irvine 

1100  Mill  Avenue,  Tempe 

Hygeia Mrs.  George  S.  Enfield 

335  W.  Cambridge  Avenue,  Phoenix 

Legislation Mrs.  Alvin  Kirmse 

Whipple 

National  Representative Mrs.  Jesse  D.  Hamer 

1819  North  Eleventh  Avenue,  Phoenix 

Organization  Mrs.  Karl  S.  Harris 

16  East  Catalina,  Phoenix 

Parliamentarian  .Mrs.  C.  E.  Patterson 

3 Paseo  Redondo,  Tucson 

Program  Mrs.  Otto  Utzinger 

Riay 

Publicity  ...Mrs.  Donald  E.  Schell 

105  Calle  De  Jardin,  Tucson 

Public  Relations  Mrs.  Louis  Hirsch 

Rt.  6.  Box  710,  Tucson 

Revisions . Mrs.  Harold  Kohl 

100  E.  Sierra  Vista  Drive.  Tucson 


COUNTY  AUXILIARY  OFFICERS  FOR 
1949-1950 

GILA  COUNTY 


President  Mrs.  Cyril  M.  Cron 

304  Live  Oak  Street,  Miami 

Vice-President Mrs.  A.  J.  Bosse 

135  N.  Sixth  Street,  Globe 

Secretary-Treasurer  Mrs.  William  E.  Bishop 

605  S.  Third  Street,  Globe 


MARICOPA  COUNTY 


SPENCER 

WDMDMUY 
DESIGNED 

SUPPORTS 

are  prescribed  by 
thousands  of  doc* 
tors  for  back  de- 
rangements; fol- 
lowing spinal, 
abdominal,  o r 
breast  operations; 
displaced  internal 
organs;  movable 
kidney;  certain 
hernia  cases;  and  other  dis- 
abilities. 


SPENCER  SUPPORT  SHOP 

W.  B.  and  MAUDE  KEEN  - Dealers 

Phone:  Phoenix,  Arizona  706  N.  First 

3-4623  Street 


ACCIDENT  - HOSPITAL  - SICKNESS 


President  Mrs.  Carlos  C.  Craig 

727  Encanto  Drive,  S.  E.,  Phoenix 

President-Elect -Mrs.  Karl  S.  Harris 

16  East  Catalina  Avenue,  Phoenix 

1st  Vice-President -Mrs.  Thomas  W.  Woodman 

3203  W.  Manor  Drive,  Phoenix 

2nd  Vice-President Mrs.  Clarence  B.  Warrenburg 

313  Lewis  Avenue,  Phoenix 

Recording  Secretary  Mrs.  L.  L.  Tuveson 

3318  N.  17th  Place  W„  Phoenix 

Treasurer  Mrs.  Harry  J.  French 

840  E.  Windsor  Avenue,  Phoenix 

Corresponding  Secretary  Mrs.  Dwight  Porter 

70  West  Moreland,  Phoenix 


PIMA  COUNTY 


President Mrs.  Donald  B.  Lewis 

2548  E.  4th  Street,  Tucson 

President-Elect  Mrs.  Roy  Hewitt 

15  Calle  Corta,  Tucson 

1st  Vice-President Mrs.  Joseph  M.  Kinkade 

335  S.  Country  Club  Road,  Tucson 

2nd  Vice-President  Mrs.  Louis  Hirsch 

4745  Camino  Real,  Tucson 

Recording  Secretary  Mrs.  Delbert  L.  Secrist 

2527  E.  3rd  Street,  Tucson 

Treasurer Mrs.  Hollis  H.  Brainard 

330  N.  Vine  Avenue,  Tucson 

Corresponding  Secretary Mrs.  John  W.  Stacey 

2737  E.  21st  Street,  Tucson 


YAVAPAI  COUNTY 

President Mrs.  Ernest  A.  Born 

Hassayampa  Country  Club,  Prescott 

Vice-President  Mrs.  James  H.  Allen 

829  Country  Club  Drive,  Prescott 

Secretary  Mrs.  Alvin  Kirmse 

Whipple 

Treasurer  Mrs.  Joseph  P.  McNally 

208  Grove  Street,  Prescott 


INSURANCE 

FOB  PHYSICIANS,  SURGEONS,  DENTISTS  EXCLUSIVELY 


$5,000.00  accidental  death  $8.00 

$25.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$10,000.00  accidental  death  $16.00 

$50.00  uieeklu  indemnity,  accident  and  sickness  Quarterly 

$15,000.00  accidental  death  $24.00 

$75.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$20,000.00  accidental  death  $32.00 

$100.00  weekly  indemnity,  accident  and  sickness  Quarterly 

Cost  has  never  exceeded  amounts  shown. 

ALSO  HOSPITAL  EXPENSE  FOR  MEMBERS, 
WIVES  AND  CHILDREN 


85c  out  of  each  $1.00  gross  income 
used  for  members’  benefit 


$3,700,000.00  $ 1 5,700,000.00 

I N VESTED  ASSETS  P A I D F O R C LA I M S 

$200,000  deposited  with  State  of  Nebraska  for  protection  of  our  members. 

Disability  need  not  be  incurred  in  line  of  duty  — benefits 
from  the  beginning  day  of  disability. 

PHYSICIANS  CASUALTY  ASSOCIATION 
PHYSICIANS  HEALTH  ASSOCIATION 

47  years  under  the  same  management 
400  First  National  Bank  Building  Omaha  2,  Nebraska 
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Throat  Specialists  report  on  30-day  test  of  Camel  smokers: 


Yes,  these  were  the  findings  of 
throat  specialists  after  a total  of 
2,470  weekly  examinations  of  the 
throats  of  hundreds  of  men  and 
women  who  smoked  Camels — and  only 
Camels  — for  30  consecutive  days. 


R.  J.  Reynolds  Tobacco  Co. . Winston-Salem.  N.  C. 


MY  DOCTOR'S  > 
REPORT  WAS  NO  SURPRISE 
TO  ME_CAMELS  AGREED 
WITH  MY  THROAT  * 
RIGHT  FROM  THE  START! 

AND  CAMELS  MAKE 
' SMOKING  SUCH  ^ 
WONDERFUL  FUN1. 


Long  Island  housewife 
Edna  Wright,  one  of  the 
hundreds  of  people  from 
coast  to  coast  who  made 
the  30-day  Camel  mild- 
ness test  under  the  ob- 
servation of  throat 
specialists. 


Not  one  single  case  of 
throat  irritation  due  to 
smoking  Camels ! 


Yes,  doctors  smoke  for  pleasure,  too  ! In  a nationwide  survey,  three  independent  research  organi- 
zations asked  113,597  doctors  what  cigarette  they  smoked.  The  brand  named  most  was  Camel ! 
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WHY  MANY  LEADING 
NOSE  AND  THROAT 
SPECIALISTS  SUGGEST 

to  PH'UP 


Where  smoking  is  a factor  in  a throat  condition, 
the  physician  may  advise  "Don't  Smoke." 
But  where  the  patient  persists,  many  eminent 
specialists  suggest  "Change  to  Philip  Morris".  . . 
the  one  cigarette  proved  definitely  less  irritating.* ** 
Perhaps  you  too  will  find  it  advantageous 
to  suggest  to  your  throat  patients 
"Change  to  Philip  Morris."  For  your 
own  smoking  as  well.  Doctor,  in  fact  for  all 
smokers,  Philip  Morris  is  by  far  the  wisest  choice. 

PHILIP  MORRIS 

Philip  Morris  & Co.,  Ltd.,  Inc. 
119  Fifth  Avenue,  N.  Y. 


IF  YOU  SMOKE  A PIPE  ...  We  suggest  an 
unusually  fine  new  blend— Country  Doctor  Pipe 
Mixture.  Made  by  the  same  process  as  used  in 
the  manufacture  of  Philip  Morris  Cigarettes. 

*Co mpletely  documented  evidence  on  file. 

** Reprints  on  Request: 

Laryngoscope,  Feb.  1935,  Vo/.  XLV,  No.  2,  149-154;  Laryngo- 
scope, Jon.  1937,  Vo  I.  XLVII,  No.  I,  58-60;  Broc.  Soc.  Exp. 
Biol,  and  Med.,  1934,  32,241;  N.  V.  State  Joum.  Med.,  Vo I. 
35,  6-1-25,  No.  II,  590-592. 
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more  physicians  are  satisfied 

The  development  of  the  new  improved  Biolac  supplies  a long-sought  need  in  infant 
nutrition.  To  accomplish  this.  Borden  scientists  surveyed  our  present  nutritional  knowledge. 
They  then  tested  more  than  500  formulations.  Having  decided  on  the  formula  that 
would  best  supply  the  normal  infant's  nutritional  requirements  in  their  most  assimilable 
form,  a modern  plant  was  constructed  in  1949  so  that  the  new  formula  could 
also  benefit  from  the  most  up-to-date  techniques  and  control  in  processing  equipment. 

A Biolac  formula  that  is  both  new  and  improved  is  thus  made  available. 


For  up-to-date,  complete 
infant  nutrition,  prescribe 


Biolac 


a development  of 

The  Prescription  Products  Division 
he  Borden  Company 


Biolac  is  intended  for  prescription  by  every  physician  with  infants  among  his  patients. 
It  satisfies  the  physician's  demand  for  a complete 
food  to  which  only  vitamin  C need  be  added. 

That  means  it  is  simplicity  itself  to  prepare 
and  provides  the  maximum  in  formula  / 

safety  for  the  infant. 

And  yet,  for  all  these  advantages,  <?■■?,  ’ --  * - ' -/-A 

Biolac  costs  no  more.  f'dl'"  - - ; ' - 


Ingredients:  nonfat  dry  milk 
solids,  dextrins-maltose- 
dextrose,  lactose,  coconut  oil, 
destearinated  bfcef  fat.  lecithin, 
sodium  alginate,  disodium  phosphate, 
ferric  citrate,  vitamin  Bi, 
concentrate  of  vitamin  A atid  D 
from  fish  liver  oils,  and  water. 

Homogenized  and  sterilized. 

Dilution:  one  fluid  ounce  to  one  and  a half 
ounces  of  boiled  water  for  each 
pound  of  body  weight. 


Biolac  is  available  in  13  fluid  ounce  tins. 

The  Borden  Company,  Prescription  Products  Division 

350  Madison  Avenue,  New  York  17 
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in  the  Pneumonias 

Aureomycin  possesses  a broad  spectrum  of  effectiveness 
that  indicates  its  use  in  pneumococcal,  streptococcal, 
staphylococcal  and  so-called  “virus”  pneumonias.  It  has 
also  been  shown  to  be  highly  effective  against  Hemophilus 
influenzae  and  is  indicated  in  infections  caused  by  that 
organism. 

Aureomycin  is  useful  for  the  control  of  bacteroides 
septicemia,  brucellosis,  Gram-negative  infections — in- 
cluding those  caused  by  the  coli-aerogenes  group,  Gram- 
positive infections — including  those  caused  by  streptococ- 
ci, staphylococci  and  pneumococci,  granuloma  inguinale, 
lymphogranuloma  venereum,  psittacosis,  Q,  fever,  rick- 
ettsialpox, Rocky  Mountain  spotted  fever,  subacute 
bacterial  endocarditis  resistant  to  penicillin,  tularemia, 
typhus,  viral-like  and  bacterial  infections  of  the  eye. 

Capsules:  Bottles  of  25,  50  mg.  each  capsuie.  Bottles  of  16,  250  mg.  each 
capsule.  Ophthalmic:  Vials  of  25  mg.  with  dropper;  solution  prepared  by 
adding  5 cc.  of  distilled  water. 


LEDERLE  LABORATORIES  DIVISION 

AMERICAN  Gjtuuunid COMPANY 
30  Rockefeller  Plaza,  New  York  20,  N.  Y. 
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To  provide  the  flexibility  needed  to  adjust  dosage 
to  the  individual  patient’s  requirements,  Purodigin 
is  supplied  in  three  strengths:  Tablets  of  0.1  mg., 
0.15  mg.  and  0.2  mg.  You  can  rely  on  Purodigin  to 
produce  a constant  response.  The  pure,  crystalline, 
orally  active  glycoside— not  a mixture  . . . 

PURODIGIN 

Pure  Crystalline  Digitoxin  Wyeth 


The 

heart 

of 

the 

matter 


Incorporated  • Philadelphia  3,  Pa. 


Yol.  7,  No.  1 
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SNOOZER  PETE 

a ’lea/cflah  / % ^Aeat 


Skip  the  morning  repast?  Not  Pete.  If  he  snoozes 
until  8:02,  he  can  still  make  the  8:24  by  a flying 
reap — with  a few  minutes  at  the  other  end  for 
gulped  coffee  and  a cigarette.  Scanty  breakfast? 
He’ll  make  it  up  at  lunch — if  he  has  time. 

Pete  doesn’t  think  he’s  a meal-cheater.  Neither 
does  the  food  faddist,  the  worrier,  the  reducing 
"expert”  nor  any  of  their  kin  likewise  committed  to 
dietary  sin.  Thus  do  they  become  prey  to  all  the 
associated  evils  of  subclinical  vitamin  deficiency. 

When  you  examine  the  habit  patterns  of  these 


patients,  it’s  obvious  that  overnight  dietary  reform 
won’t  come  easy.  So  isn’t  it  wise  to  make  use  of 
the  aid  provided  by  vitamin  supplementation? 

Wise  also  to  specify  Abbott.  You  know  there’s 
a dependable  Abbott  vitamin  product  to  serve 
nearly  every  vitamin  need — for  supplementary  or 
therapeutic  levels  of  dosage,  for  oral  or  parenteral 
administration.  Your  pharmacist  can  always  sup- 
ply fresh  and  potent  Abbott  vitamin  products  in  a 
wide  variety  of  attractive  forms  and  package  sizes. 
Abbott  Laboratories,  North  Chicago,  III. 


ABBOTT  VITAMIN  PRODUCTS 
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worth  consideration 


YOUR  FUTURE  WITH  THE  ARMY 


OR  THE  AIR  FORCE  MEDICAL  CORPS 


Advanced  medical  and  surgical  practice  with  latest  and 
most  modern  equipment  and  techniques. 

Applied  or  pure  research  in  many  areas  of  medical 
science.  Facilities  of  military  and  civilian  medical  cen- 
ters— use  of  civilian  consultant  program. 

Charted  advancement  in  your  selected  career  field 
with  less  administrative  burden,  more  opportunity  to 
practice. 

Important  personal  rewards  through  extra  profes- 
sional pay  on  top  of  base  pay,  food  and  quarters  allow- 
ances, other  extras.  Free  retirement  at  comparatively 
early  age. 

Increased  professional  standing  through  contribution 
to  a progressive,  highly-specialized  field  of  modern 
medicine.  The  military  doctor-and-officer  enjoys  a 
two-fold  responsibility  and  authority  . . . contributes 
doubly  to  national  welfare! 


U.  S.  ARMY 

MEDICAL  DEPARTMENT 


Your  skills  are  vitally  important  to  the  national 
security  effort.  Write  the  Surgeon  General,  U.  S. 
Army,  or  the  Surgeon  General,  U.  S.  Air  Force, 
Washington  25,  D.  C.,  for  full  details  about 
Reserve  Commissions  and  active  duty! 


U.  S.  AIR  FORCE 

MEDICAL  SERVICE 


Vol.  7,  No.  1 
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: the 

KELLEY- KOETT 

MULTICRON  3 0 0 M A 
GENERATOR 


new  possibilities 
for  the  radiologist 


SOUTHWESTERN  SURGICAL 
SUPPLY  COMPANY 


BRANCH  OFFICES 
143  N.  First  St.,  Phoenix,  Arix. 


T HE  Kelley-Koett  Multicron  300  MA  is  a heavy 
duty  X-ray  generator  with  capacity  and  operating 
features  surpassing  any  previous  diagnostic  unit 
yet  available  in  its  range. 

The  therapy  rating  is  140  KVP  at  10  milliamperes 
for  four  hours  of  continuous  operation.  Diagnostic 
rating  provides  120  KVP  at  300  milliamperes  in 
intermittent  operation.  Fixed  milliamperage  con- 
trol and  a unique  electronic-mechanical  timer 
make  operation  outstandingly  simple  . . . results 
extremely  accurate  in  every  technic. 

These  and  other  features  of  interest  to  the  radiolo- 
gist are  detailed  in  descriptive  literature  available 
on  request. 


Write  or  phone  for  complete  details 
and  literature. 


Instantly  accessible,  integral  units 
make  the  Multicron  300  MA  unit 
easy  to  adjust  and  service. 


EL  PASO,  TEXAS  202  N.  Stone  St.,  Tucson,  Arix, 


414  Mills  St. 
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Gentle,  Effective  Action 

Phospho-Soda  (Fleet)'s*  action  is  prompt  and  thorough,  free 
from  any  disturbing  side  effects.  That's  why  so  many  modern 
authoritative  clinicians  endorse  it... why  so  many  thousands 
of  physicians  rely  on  it  for  effective,  yet  judicious  relief  of  con- 
stipation. Liberal  samples  will  be  supplied  on  request. 

* Phospho-Soda  (Fleet)  is  a solution  containing  in  each  100  cc.  sodium  biphosphate  48  Gm.  and  sodium 
phosphate  18  Gm.  Both  'Phospho-Soda'  and  'Fleet'  are  registered  trade  marks  of  C.  B.  Fleet  Company,  Inc. 

C.  B.  FLEET  CO.,  INC.  • Lynchburg,  Virginia 


H0SPH0-S0DA  FLEET 


ACCEPTED  FOR  ADVERTISING  BY  THE  JOURNAL  OF  THE  AMERICAN  MEDICAL  ASSOCIATION 


Vol.  7 , Xo.  1 
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. .Your  help  now  may  spell  the  difference  between  unprovided-for  old  age 
and  economic  security. 

Women  in  business  who  are  nervous,  emotionally  unstable  and  generally 
distressed  by  symptoms  of  the  climacteric  almost  inevitably  experience 
a reduction  in  efficiency  as  well  as  earning  power. 

" Premarin " offers  a solution.  Many  thousand  physicians  prescribe  this 
naturally-occurring,  oral  estrogen  because... 


1 .  Prompt  symptomatic  improvement  usually  follows  therapy. 

2.  Untoward  side-effects  are  seldom  noted. 

3.  The  sense  of  well-being  so  frequently  reported  tends  to 

quickly  restore  the  patient's  confidence  and  normal  efficiency. 

4.  This  "Plus”  (the  sense  of  well-being  enjoyed  by  the  patient) 
is  conducive  to  a highly  satisfactory  patient-doctor 
relationship. 

5.  Four  potencies  provide  flexibility  of  dosage.-  2.5  mg., 
f .25  mg.,  0.625  mg.  and  0,3  mg.  tablets,-  also  in  liquid 
form,  0.625  mg.  in  each  4 cc’.  fl  teaspoonful). 


While  sodium  estrone  sullate  is  the  principal  estrogen 
in  "Premarin,"  other  equine  estrogens ...  estradiol, 
equilin,  eq uilenin,  hippulin  . . . are  prcbcbly  also  pres- 
ent in  varying  amounts  as  water-soluble  conjugates. 


ESTROGENIC  SUBSTANCES  (WATER-SOLUBLE) 
also  known  as  CONJUGATED  ESTROGENS  (equine) 


Ayerst,  McKenna  & Harrison  Limited  22  East  40th  Street,  New  York  16,  New  York 
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LIVERMORE  SANITARIUM 


• The  Hydropathic  Department 
devoted  to  the  treatment  of  gen- 
eral diseases,  excluding  surgical 
and  acute  infectious  cases.  Special 
attention  given  functional  and  or- 
ganic nervous  diseases.  A well 
equipped  clinical  laboratory  and 
modern  X-ray  Department  are  in 
use  for  diagnosis. 


• The  Cottage  Department  (for 
mental  patients)  has  its  own  fa- 
cilities for  hydropathic  and  other 
treatments.  It  consists  of  small 
cottages  with  homelike  surround- 
ings, permitting  the  segregation  of 
patients  in  accordance  with  the 
type  of  psychosis.  Also  bungalows 
for  individual  patients,  offering 
the  highest  class  of  accommoda- 
tions with  privacy  and  comfort. 


GENERAL  FEATURES 

1.  Climatic  advantages  not  excelled  in  United  States.  Beautiful  grounds  and  attractive  surrounding  country. 

2.  Indoor  and  outdoor  gymnastics  under  the  charge  of  an  athletic  director.  An  excellent  Occupational  Department. 

3.  A resident  medical  staff.  A large  and  well-trained  nursing  staff  so  that  each  patient  is  given  careful  individual  attention. 

Information  and  circulars  upon  request.  CITY  OFFICES' 

Address:  O.  B.  JENSEN,  M.D. 

Superintendent  and  Medical  Director  San  Francisco  Oakland 

Livermore,  California  450  Sutter  Street  1624  Franklin  Street 

Telephone  313  GArfield  1-5040  GLencourt  1-5988 


‘W'to'FtW 


A FORMULA,  a couple  of  machines  and  a label? 

. . . That’s  about  it — for  just  any  ampoule. 


But  the  careful  physician  won’t  settle  for  just 
any  product — ampoule  or  otherwise. 

When  he  prescribes,  he  wants  the  label  to 

signify — beyond  the  shadow  of  a doubt— 
a clean  manufacturing  record,  preferably 

one  stretching  back  a generation  or  more; 
unfailing  adherence  to  controls; 

a research  program  with  adequate  staff 
and  facilities;  and  for  final  confirmation,  a 

place  on  the  roster  of  Council  accepted  products. 


You  need  settle  for  nothing  less  when 
you  specify  medication  labeled 


THE  SMITH-DORSEY  COMPANY 
LINCOLN,  NEBRASKA 
BRANCHES  AT  LOS  ANGELES  AND  DALLAS 

• 

MANUFACTURERS  OF  FINE 
PHARMACEUTICALS  SINCE  1908 


rol.  7 , No.  1 
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c J)vO  Occq 


lived  Hakeem,  the  Wise  One, 


and  many  people  went  to  him  for  counsel,  which  he  gave  freely  to  all,  asking  nothing  in  return. 


There  came  to  him  a young  man,  who  had  spent  much  but  got  little,  and  said:  “Tell 
me,  Wise  One,  what  shall  I do  to  receive  the  most  for  that  which  I spend?  ” 

Hakeem  answered:  “A  thing  that  is  bought  or  sold  has  no  value  unless  it  contains  that  which 
cannot  be  bought  or  sold.  Look  for  the  Priceless  Ingredient.” 


“But  what  is  this  Priceless  Ingredient?”  asked  the  young  man. 


Spoke  then  the  Wise  One: "My  son,  the  Priceless  Ingredient  of  every  product  in  the  market- 
place is  the  Honor  and  Integrity  of  him  who  makes  it.  Consider  his  name  before  you  buy  ." 


Copyright,  1922,  1945,  E.  R.  Squibb  & Sons 

E’R*  Squibb  & Sons 


MANUFACTURING  CHEMISTS  TO  THE  MEDICAL  PROFESSION  SINCE  I8S8 
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LACTOGEN 


CLOSELY  APPROXIMATES 
BREAST  MILK 


Advertised  to 

the  Medical  Profession  only 


mm;  mi, 


LACTOGEN  + WATER 

] level  tablespoon  2 f).  ozs. 


FORMULA 


2 fl.  ozs. 

(20  Cals,  per  fl.  oz.) 


1 level  tablespoon 
(40  Cals.) 


PREMIER  HOTEL  OF  THE  SOUTHWEST 


HOTEL  WESTWARD  HO 


For  a relaxing  resort  at- 
mosphere with  every  met- 
ropolitan convenience. 


Atop  The  Patio  Suites: 

Our  new  MASSAGE  PARLOR 
Offers  the  very  finest 
in  modern  equipment, 
service  and  skill. 


AIR  CONDITIONING 
IN  EVERY  ROOM 


IN  DOWNTOWN  PHOENIX  • JOHN  B.  MILLS,  President  6-  General  Mgr. 


Vol.  7,  No.  1 
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SALT 


without 


When  cardiac  failure,  hypertension,  arteriosclerosis, 
or  pregnancy  complications  call  for  a sodium  free  diet, 

you  can  let  your  patients  have 
salt  without  sodium:  Neocurtasal , 
the  completely  sodium  free  seasoning  agent.  Neocurtasal 
looks  and  is  used  like  regular  table  salt. 
Constituents:  Potassium  chloride,  ammonium  chloride, 
potassium  formate,  calcium  formate, 
magnesium  citrate  and  starch.  Potassium  content  36%; 
chloride  39.3%;  calcium  0.3%;  magnesium  0.2%. 
Available  in  convenient 
2 oz.  shakers  and  8 oz.  bottles. 


NEOCURTASAL, 
trademark  reg. 

U.  S.  & Canada 


NEOCURTASAL, 
trademark  reg.  U.  S.  & Canada 
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Pure,  Crystalline  Anti- Anemia  F actor 


IMPORTANT  PRICE  REDUCTION 

Economical  — the  new,  low  price  of 
Cobione*  makes  this  highly  potent 
therapeutic  substance  a most  eco- 
nomical preparation. 

Weight  for  Weight,  the  Most  Potent  Thera- 
peutic Substance  Known 

Minimum  Dosage  — Maximum  Therapeutic 
Activity 

Nontoxic — Stable — Nonsensitizing 

Effective  and  well  tolerated  in  patients  sensi- 
tive to  liver  or  concentrates 

RAPID  THERAPEUTIC  EFFECT 

Because  Cobione  is  virtually  nonirritating  on 
injection,  large  doses  capable  in  many  instances 
of  producing  rapid  relief  of  neurologic  manifesta- 
tions in  pernicious  anemia  may  be  administered 
with  this  pure,  crystalline  anti-anemia  factor. 

P-R-O-L-O-N-G-E-D  ACTION 

Large  doses  of  Cobione  also  may  be  given  with- 
out tissue  irritation  or  induration  to  obtain  a 
more  prolonged  therapeutic  effect. 


The  U.S.P.  Anti-anemia  Preparations  Advisory  Board  has  recently  advised 
that — with  the  exception  of  preparations  of  Crystalline  Vitamin  B12 — it  is 
considered  to  be  contrary  to  the  best  interests  of  patients  and  of  the  medical 
and  pharmaceutical  professions  for  the  result  of  unofficial  assay  procedures 
for  Vitamin  Bi2  to  be  stated  on  the  labels  of  U.S.P.  Anti-anemia  Preparations. 


♦COBIONE  is  the  registered  trade-mark  of  Merck 
& Co.,  Inc.  for  its  brand  ol  Crystalline  Vitamin  B12 


MERCK  & CO.,  Inc. 
M anufacturing  Cl  lemists 
KAHW  AY,  N.  J. 


Cobione 

Crystalline  Vitamin  B12  Merck 
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BRUCELLOSIS 

(Synonyms:  Undulant  Fever,  Malta  Fever,  Mediterranean  Fever,  Texas  Fever,  Rio  Grande 

Fever,  Neapolitan  Fever,  Brncelliasis.) 

A.  G.  BOWER,  M.  D„ 


Pasadena, 

'"T"fHIS  disease  is  unique  in  its  history  in  that 
its  presence  on  the  island  of  Malta  first 
attracted  attention  and  led  to  it  being'  named 
“Malta  Fever”,  though  undoubtedly  it  had  ex- 
isted for  many  years  previously  along  the  shores 
of  the  Mediterranean.  However,  in  1913  the 
section  on  tropical  medicine  of  the  International 
Congress  of  Medicine  at  their  London  meeting 
recommended  that  the  name  be  changed  offi- 
cially to  undulant  fever,  a name  first  suggested 
by  Hughes  in  1896.  Through  usage,  brucellosis 
is  the  appellation  most  commonly  applied  today. 

It  has  only  been  during  the  past  30  years 
that  we  have  come  to  recognize  the  increasing 
clinical  and  economic  importance  of  this  disease, 
though  in  the  Mediterranean  area  the  disease 
has  probably  existed  for  ages;  and  it  has  now 
become  widely  disseminated  in  this  country. 

Ten  to  twenty  per  cent  of  the  population 
will  react  in  some  degree  to  skin  testing  with 
the  various  antigens  used  in  the  United  States, 
depending  upon  the  geographical  location  in 
which  the  tests  are  run.  By  no  means  are  these 
positive  skin  tests  to  be  interpreted  as  indicat- 
ing the  presence  of  active  disease. 

Brucella  organisms  are  widely  distributed  in 
nature.  Tlfey  are  also  highly  infectious  from  in- 
timate contact,  if  one  may  judge  from  the  num- 
ber of  laboratory  workers  accidentally  infected 
from  year  to  year  while  investigating  the  disease, 
and  the  large  number  of  packing  house  employ- 
ees coming  down  with  it.  Nevertheless,  relative- 
ly few  people,  who  are  not  handling  infected  an- 
imals, in  the  population  at  large  have  ever  had 

Read  before  the  Third  Annual  Lectures  in  Medical  Science, 
Lois  Grunow  Memorial  Clinic,  Phoenix,  Arizona,  February,  1949. 


California 

clinical  evidences  of  the  disease.  This  indicates 
puzzling  gaps  in  our  knowledge  of  the  epidemiol- 
ogy and  other  factors  directly  relating  to  infec- 
tion with  brucellosis.  In  my  opinion,  many  data 
published  as  establshed  facts  concerning  brucel- 
losis, will  in  the  future  prove  to  be  untrue.  A 
great  portion  of  our  knowledge  of  this  disease 
is  relative,  not  absolute,  but  actual  knowledge  is 
gradually  increasing,  and  new  facts  are  being 
established  from  time  to  time. 

HISTORY 

It  is  stated  that  an  infectious  fever  occurring 
in  Thasus  in  ancient  times  was  so  accurately 
described  by  Hippocrates  that  undulant  fever  is 
clearly  delineated  as  the  clinical  picture.  The 
modern  history  dates  from  1861,  when  Marston 
described  the  illness  in  his  own  person,  which 
he  contracted  two  years  earlier  along  the  shores 
of  the  Mediterranean.  Soon  thereafter,  Veale 
was  diagnosing  and  reporting  upon  the  signs 
and  symptoms  of  a specific  disease  seen  in  peo- 
ple from  Malta,  Cypress  and  Gibraltar,  and  who 
returned  to  England  because  of  it. 

Bruce  succeeded  a few  years  later  in  isolating 
the  causative  organism  from  the  spleen  of  a case. 
He  fulfilled  Koch’s  laws  with  this  organism  and 
in  1893  named  it  Micrococcus  melitensis. 

In  classic  monograph  four  years  later,  Hughes 
named  the  disease  undulant  fever. 

In  1906,  Zammitt,  a member  of  the  British 
Mediterranean  Fever  Commission,  appointed 
two  years  earlier,  reported  that  M.  melitensis 
was  present  in  the  milk  of  the  goats  on  Malta, 
that  it.  survived  for  long  periods  outside  of  the 
body,  and  that  it  was  excreted  in  human  urine. 
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In  1897,  Bang  met  the  requirements  of  Koch’s 
laws  in  cattle  with  an  organism  he  had  recov- 
ered from  a cow  suffering  from  contagious  abor- 
tion. In  1914,  Traum  did  the  same  thing  in 
the  contagious  abortion  in  hogs.  Later,  Alice 
Evans  in  this  country  proved  that  M.  melitensis 
and  the  Bacillus  abortus  of  Bang  were  closely 
allied  variants  of  the  same  organism.  Meyer 
and  Shaw  confirmed  this  in  1920  and  suggested 
the  generic  name  Brucella  for  the  entire  group. 

In  1924,  Keefer  reported  the  first  case  of  bru- 
cellosis proven  to  be  due  to  organisms  other 
than  M.  melitensis.  Alice  Evans  first  identified 
the  germ  isolated  from  this  patient  as  B.  abor- 
tus, but  Huddleson  later  established  it  to  be 
B.  suis.  Investigators  were  on  the  lookout  for 
such  cases  since  Schrader  and  Cotton  in  1911, 
and  Smith  and  Fabian  a year  later,  after  recov- 
ering Bang’s  bacillus  of  contagious  abortion 
from  the  udders  of  cows  with  no  apparent  in- 
flammatory or  other  disease,  had  pointed  out 
the  probability  that  human  cases  would  prob- 
ably occur  from  drinking  raw  milk. 

In  1899,  Cox  and  Sader  first  used  the  agglutin- 
ation test  in  the  diagnosis  of  human  brucellosis. 
They  found  it  positive  in  a soldier  returning 
from  Puerto  Rico.  This  was  followed  by  a series 
of  positive  cases  seen  in  soldiers  returning  from 
the  Philippines  during  the  next  six  years,  dur- 
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ing  which  time  Craig  also  reported  the  first 
endemic  case,  which  occurred  in  Washington, 
1).  C.  Next  Gentry  and  Ferenbaugh  recognized 
cases  in  Texas,  and  in  1913  Yount  and  Looney 
in  Arizona.  However,  the  report  of  an  outbreak 
in  Phoenix  in  1922  by  Watkins  and  Lake,  for- 
cibly focused  attention  on  this  disease  within 
the  United  States  and  established  it  as  a clini- 
cal entity  in  this  country.  As  a result,  brucello- 
sis became  recognized  as  a common  and  wide- 
spread disease  throughout  the  nation,  presum- 
ably due  to  B.  abortus. 

The  Organism.  Three  generally  recognized 
species  of  the  genus  Brucella  are  accepted : the 
caprine  or  goat  strain,  Brucella  melitensis,  also 
known  as  Alcaligines  melitensis ; the  porcine 
strain,  Brucella  suis,  also  described  as  B.  meli- 
tensis var.  suis;  the  bovine  strain,  Brucella 
abortus,  otherwise  known  as  Bang’s  bacillus, 
Alcaligenes  abortus,  or  B.  melitensis  var.  abortus 

While  described  as  rod-shaped,  coccal,  cocco- 
bacillary,  or  bacillary  forms  occur  in  single  cul- 
tures of  any  of  the  three  species : these  charac- 
teristics vary  with  age  and  different  cultural 
conditions,  but  one  type  usually  predominates 
in  any  given  culture  at  one  particular  time. 

They  are  Gram  negative,  nonmotile,  nonspore 
forming,  bacteria  that  are  miero-aerophilie  up- 
on initial  isolation  from  the  host,  growing  best 
in  an  atmosphere  containing  20  to  25  per  cent 
CO2  in  primary  cultures.  These  organisms  pre- 
fer mesenchymal  structures  within  the  animal 
body  and  they  are  strictly  parasitic. 

Due  to  the  well-known  proclivity  of  brucellae 
to  produce  disease  in  laboratory  workers  investi- 
gating suspected  material,  commercial  labora- 
tories are  none  too  fond  of  attempting  to  isolate 
the  species.  The  result  is  that,  in  practice  as  a 
rule,  only  occasional  cultures  are  obtained,  but 
in  the  hands  of  those  especially  interested  and 
technically  proficient,  their  cultivation  has  not 
been  too  difficult,  even  during  afebrile  periods, 
a fact  not  too  well  known  to  Avorkers  outside 
the  field.  Cultures  should  not  be  discarded  as 
negative  for  four  Aveeks.  Once  the  organisms 
haAre  become  adapted  to  subculture  they  groAV 
readily. 

Further  comment  anent  their  physical  char- 
acteristics Avill  be  limited  to  two  statements: 
(1)  lactic  acid  fermentation  of  contaminated 
milk  destroys  the  organism  during  cheese  mak- 
ing Avithin  a few  days  in  most  instances,  though 
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cases  are  cited  in  which  two  colonels  ate  goat 
cheese  on  Malta  and  came  down  with  Melitensis 
infection  in  London  a few  weeks  later;  (2)  or- 
ganisms outside  the  body  contained  within  feces 
or  other  organic  material  may  survive  for  many 
weeks. 

Definition. — Brucellosis  is  an  acute,  subacute, 
protracted  or  chronic  disease  caused  by  one  of 
the  brucella  organisms,  primarily  occurring  in 
goats,  hogs,  cows,  or  sheep,  and  incidentally  in 
man  or  other  animals. 

Pathogenesis. — The  commonest  accepted  atria 
of  infection  are  through  abrasions  or  cuts  in 
the  skin,  through  the  intestinal  tract,  or  through 
the  respiratory  system.  The  highest  morbidity 
is  in  persons  who  directly  handle  animals  or 
their  secretions,  particularly  slaughterhouse 
workers.  Water-borne  epidemics,  though  rare, 
have  occurred.  Raw  milk  has  long  been  accepted 
as  probably  the  commonest  source  of  the  infec- 
tion in  people  not  handling  host  animals.  The 
evidence  as  to  when,  how,  and  why  this  happens 
is  confusing.  In  the  hands  of  various  investigat- 
ors, experimental  feedings  of  Brucella  abortus- 
infected  raw  milk  have  failed  repeatedly  to  in- 
duce the  infection  in  man.  Furthermore,  it  is 
difficult  to  reconcile  the  increasing  incidence  of 
brucellosis  occurring  in  our  population  with  the 
increasing  pasteurization  of  milk  supplies  and 
the  continuing  improvement  of  the  nation’s 
dairy  herds  by  the  constant  weeding  out  of  in- 
fected animals. 

Until  the  present,  insufficient  steps  have  been 
taken  to  differentiate  the  specific  causative  or- 
ganism in  the  reported  cases  of  brucellosis,  as 
to  bovine,  porcine  or  caprine  strains.  The  appli- 
cation of  more  uniform  and  better  standarized 
procedures  to  this  problem  is  urgently  needed. 
There  is  probably  no  other  common  disease  in 
this  country  concerning  which  the  profession  is 
in  such  hearty  agreement  in  their  belief  that  the 
diagnosis  must  be  established  finally  through 
laboratory  methods.  Yet  if  aliquot  portions  of 
blood  from  the  same  patient  be  submitted  to 
various  good  laboratories  for  the  same  diagnos- 
tic procedure  relative  to  brucellosis,  e.  g.  an  ag- 
glutination test,  the  widely  different  results  re- 
ported will  be  astounding. 

Brucella  abortus  has  been  isolated  from  a num- 
ber of  different  animals,  domestic  and  wild, 
including  fowl. 

Brucella  suis,  primarily  a disease  of  hogs,  is 
also  found  in  man,  cattle,  horses,  dogs,  and  fowl. 


Brucella  melitensis,  ordinarily  a disease  of 
goats,  occurs  as  well  in  sheep,  cattle,  swine,  wild 
guinea  pigs,  and  man.  It  is  much  the  most  viru-* 
lent  organism  of  the  three  for  man,  producing 
serious  lesions  particularly  osteomyelitis,  and  is 
much  dreaded  in  Argentina,  where  it  is  com- 
mon. 

The  cow,  complacent  animal,  is  not  averse  to 
picking  up  and  passing  on,  virtually  unchanged, 
each  one  of  the  three  species  of  Brucella. 

Minute  quantities  of  infected  inocula  of  any 
of  the  strains  produce  growth  quickly  in  nine 
to  11  day  chick  embryos,  and  this  is  being  used 
more  and  more  in  establishing  the  diagnosis. 

Brucellae  entering  the  blood  stream  are  rapid- 
ly removed  by  the  fixed  tissue  phagocytes  of  the 
liver  and  spleen.  They  disappear  very  rapidly 
from  the  liver  and  bloodstream  in  any  quantity, 
but  hiay  be  recovered  relatively  easily  for  days 
or  weeks  from  the  spleen,  lymph  glands,  or  bone 
marrow.  This  is  likewise  said  to  be  true  of  the 
urine,  but  our  experience  has  been  otherwise. 
The  growth  within,  and  release  from,  the  cyto- 
plasm of  the  reticular  endothelial  cell,  either 
continuously  or  in  showers,  accounts  for  the  pro- 
longed and  variable  febrile  course  of  the  disease. 

Pathology. — Three  types  come  to  autopsy: 
1.  the  acute  localized  type,  particularly  ulcera- 
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TOTAL  Male  57 

TOTAL  Female  68 
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tive  endocarditis;  2.  the  acute  septicemic  or 
typhoidal  type  ; 3.  the  chronic  prolonged,  lymph- 
ogranulomatous  type.  There  are  no  mortality 
figures  worth  quoting  but  the  death  rate  in  this 
country  is  probably  very  low;  all  cases  consid- 
ered, probably  well  under  one  per  cent,  but  the 
entire  concept  is  inaccurate  and  conjectural. 

The  organism  has  frequently  been  recovered 
from  the  tonsil.  Pneumonia  of  a severe  lobar 
type  occurs.  Epididymitis,  orchitis,  arthritis, 
myositis,  salpingitis,  oteomyelitis,  spondylitis, 
meningitis,  encephalitis  and  many  more  have 
been  seen.  Essentially  the  pathologic  changes 
are  those  of  an  infectious  granuloma  with  pro- 
liferation of  the  large  mononuclear  reticulo- 
endothelial cells,  with  focal  necrosis,  fibrinous 
exudate,  and  occasional  hemorrhages  occurring. 

Incubation  period.  — While  it  is  true  that 
this  has  been  relatively  short  for  workers  acci- 
dentally infected  in  the  laboratory,  usually  five 
to  seven  days,  it  lias  gradually  become  apparent 
that  most  clinical  cases  have  a much  longer  in- 
cubation period  than  has  generally  been  believed. 
Hardy  carefully  studied  52  cases  with  regard 
to  the  incubation  period  and  found  it  varied 
from  one  to  16  weeks,  but  only  in  four  was  it 
over  two  months,  and  only  in  one  was  it  less 
than  one  month.  It  is  usually  about  six  weeks. 

Etiology. — World-wide  in  distribution,  brucel- 
losis is  found  wherever  contagious  abortion 
occurs  in  cattle  or  hogs. 

BRUCELLOSIS  CASES  REPORTED 
By  Occupation 
1944  - 1947 
Los  Angeles  City 


Source:  L.  A.  City  Health  Department,  Statistics  Division. 
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It  is  largely  a disease  of  middle  life  though 
it  may  occur  at  any  age,  about  10  per  cent  being 
in  children. 

In  those  engaged  in  animal  husbandry  males 
are  three  times  more  likely  than  females  to  con- 
tact the  disease,  but  this  is  not  true  of  people 
who  do  not  come  into  direct  contact  with  infected 
animals,  in  which  event  the  incidence  is  the 
same  in  both  sexes. 

More  cases  occur  in  farming  districts  and 
small  towns  than  in  cities,  and  the  highest  mor- 
bidity is  in  packing  house  workers  and  veteri- 
narians, followed  less  closely  by  dairymen  and 
farmers. 

The  greatest  number  of  original  infections  oc- 
cur in  the  spring  when  animals  give  birth  to 
their  young,  and  when  they  provide  the  greatest 
milk  supply.  It  is  noteworthy  that  people  who 
habitually  drink  raw  milk  from  infected  herds 
rarely  seem  to  suffer  ill  effect,  whereas  one 
drink  of  the  stuff  by  a newcomer  may  be  fol- 
lowed by  an  attack  of  brucellosis.  McBryde, 
Daniel  and  Poston  studied  an  orphanage  in 
which  210  children  were  drinking  milk  infected 
with  B.  suis.  Ordinarily  this  strain  is  presumed 
to  provide  a higher  attack  rate  and  a more  se- 
vere disease  than  B.  abortus.  However,  only  two 
children  developed  clinical  disease ; seven  devel  - 
oped agglutination  titers  varying  from  1 :20  to 
1 :640 ; and  13  showed  positive  skin  tests.  Two 
months  after  substituting  pateurized  milk,  the 
positive  agglutination  reactions  in  all  seven  had 
become  negative. 

Dooley  in  1934  also  studied  263  boys  known 
to  be  drinking  raw  milk  from  an  infected  herd. 
Only  two  clinical  cases  developed.  Vet  agglutin- 
ation titers  ranging  from  1 :40  to  1 :1200  devel- 
oped in  41  per  cent  of  the  boys,  and  over  a 
prolonged  period  of  observation  15  of  them  main- 
tained titers  of  1:320  or  higher  with  no  evidence 
whatever  of  clinical  symptoms. 

While  agglutination  titers  may  either  drop 
to  low  figures  or  else  disappear  rapidly  after 
recovery  from  the  disease,  or  after  infected  prod- 
ucts are  removed  from  the  diet,  subsequent  in- 
fections with  virulent  streptococci  or  other  or- 
ganisms have  produced,  anamnestic  reactions, 
raising  the  titers  again  to  high  levels,  as  high  as 
1:1280  having  been  notetd  under  such  circum- 
stances. 

Huddlesou,  on  the  other  hand,  reported  the 
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agglutination  test  negative  in  29  per  cent  of  100 
bacteriologically  proven  cases. 

There  are  many  reasons  for  such  variations, 
among  which  are  isoagglutinating  or  otherwise 
unsuitable  antigens,  as  well  as  blocking  anti- 
bodies which  prevent  the  reaction  from  occur- 
ring, similar  to  those  described  in  the  Rh  factor 
work.  Weiner  and  Race,  using  identical  technics 
in  their  original  work,  showed  the  effect  of  heat 
in  potentiating  agglutinins  in  freshly  drawn 
serum,  as  well  as  the  enhancement  of  agglutina- 
tion reactions  by  substituting  albumin  for  saline 
solution  in  all  suspensions  of  antigen. 

Classification. — None  of  the  protracted  fever's 
occurring  in  the  temperate  zone  is  more  bizarre 
and  protean  in  its  manifestations  than  brucel- 
losis. Over  150  various  clinical  signs  and  symp- 
toms have  been  described,  and  these  Avide  varia- 
tions in  different  cases  have,  at  times,  destroyed 
their  value  as  diagnostic  criteria.  Because  of 
this,  Eyre  prefers  to  classify  brucellosis  cases 
as  acute,  subacute  and  chronic.  Acute  cases  are 
arbitrarily  limited  to  the  three  month  period 
immediately  following  initial  infection : subacute 
from  three  months  to  one  year ; chronic  over  one 
year.  However,  to  any  such  classification  must 
be  added  the  great  number  listed  under  the 
heading  of  subclinical  infection,  such  as  those 
cited  above  in  the  studies  of  Dooley,  McBryde 
et  al. 

While  chronic  brucellosis  may  merely  be  an 
attenuated,  changed,  and  prolonged  form  of  the 
subacute,  this  is  not  usually  the  case.  More  com- 
monly it  is  a disease  of  insidious  onset  and  pro- 
longed course,  of  such  vague  and  shifting  symp- 
toms as  to  tax  the  patience,  diagnostic  ability, 
and  therapeutic  approach  of  the  most  conscien- 
tious clinician.  Indeed,  proven  cases  often  have 
so  many  complaints  that  it  is  hard  to  evaluate 
and  separate  the  psychosomatic,  the  neuras- 
thenic, and  the  hypochondriacal  from  the  real. 
As  these  are  the  same  symptoms  complained  of 
purely  on  a psychosomatic  bases  by  the  true 
neurotic;  and  since  there  is  nothing  to  prevent 
these  neurotic  types  of  people  from  contracting 
chronic,  low-grade  brucellosis  in  the  same  man- 
ner as  those  who  Avere  previously  emotionally 
stable ; the  picture  becomes  a most  confusing 
one.  Therefore,  the  presumptive  diagnosis  of 
brucellosis,  (when  not  substantiated  by  actual 
isolation  and  identification  of  brucellae,  but 
made  by  any  or  all  of  the  other  means 
at  our  disposal)  must  frequently  be  Avrong. 


In  these  cases  of  chronic  brucellosis,  com- 
mon complaints  are  those  of  Aveakness,  excess 
fatigability,  prostration,  anorexia,  loss  of  weight, 
headache,  rachialgia,  myalgia,  palpitation,  low- 
grade  fever,  night  sweats,  insomnia,  severe  de- 
pression, and  many  others. 

We  still  prefer  the  classification  of  Giordano 
and  Sensenic  as  giving  us  something  more  defi- 
nite to  Avork  from  in  the  cases  we  see,  viz.,  gland- 
ular, visceral  or  typhoidal,  septic,  arthritic,  and 
neurologic.  I think  it  is  clear  from  what  has 
already  been  said  that  there  must  be  much  over- 
lapping systemically  in  any  such  classification, 
but  it  is  equally  true  that  the  undulant  fever 
type  is  not  very  common  in  this  country ; an 
abrupt  onset  and  a continuous  course  is  far 
commoner. 

Signs  and  Symptoms. — The  acute  type  is  fre- 
quent in  this  country.  While  the  onset  is  a good 
deal  the  same  in  all  types  classified  by  systems, 
the  symptoms  referable  to  those  body  structures 
most  involved  usually  soon  clearly  dominate 
the  picture. 

The  onset  is  as  variable  as  the  subsequent  clin- 
ical course.  It  usually  is  with  headache,  insom- 
nia, mental  depression,  muscular  aching,  excess 
fatigability,  shifting  joint  pains,  and  a rising 
daily  septic  temperature  with  morning  remis- 
sions. A relatively  sIoav  pulse  is  the  rule. 
Meningism  is  common.  Once  the  fever  is  Avell 
established,  sensations  varying  from  chilliness 
to  true  rigors,  followed  by  drenching  foul-smell- 
ing sweats,  are  characteristic  and  quite  con- 
sistent. Sudamina  and  a fine  desquamation  often 
result.  Many  run  a septic  febrile  course  from 
two  Aveeks  to  10  months  with  morning  remis- 
sions, but  Avith  no  true  afebrile  periods.  Symp- 
tom cycles  in  the  undulant  fever  type  usually 
last  10  to  12  days  with  a few  days  intermission, 
the  intermissions  gradually  becoming  longer. 

The  tongue  is  furred  with  moist  margins ; the 
patient  appears  sick  and  apprehensive ; a con- 
gested sore  throat,  husky  voice  and  slight  cough 
are  common ; periarticular  pain  and  arthritis 
may  dominate  the  picture ; asthenia,  distention, 
indigestion  and  constipation  occur,  accompanied 
by  increasing  anorexia  and  Aveight  loss ; spongy 
bleeding  gums  are  common ; SAvollen  parotids 
are  seen ; the  enlarging  spleen  may  get  painful ; 
progressive  anemia  sets  in ; only  good  nursing 
will  prevent  the  deA’elopment  of  sordes  or  bed 
sores. 

The  erythrocyte  count  drops  20  to  40  per  cent. 
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In  acute  or  complicated  cases  the  leukocyte  count 
is  elevated  as  a rule,  though  malignant  leuko- 
penia has  been  seen ; otherwise  normal  counts 
with  40  to  50  per  cent  lymphocytes  are  the  rule. 

Complications  and  sequelae  are  many  and 
variable,  hut  among  more  serious  and  distress- 
ing ones  may  be  mentioned  subacute  bacterial 
endocarditis,  acute  congestive  failure,  lobar  or 
broncho  pneumonia,  atypical  pneumonia,  severe 
chronic  bronchitis,  meningitis,  encephalitis,  mas- 
titis, epididymitis,  orchitis,  salpingitis,  habitual 
or  occasional  abortion,  and  commonly  with  the 
caprine  strain,  severe  osteomyelitis,  often  seen  in 
cases  in  the  Argentine. 

In  most  instances  differential  diagnosis  may 
only  be  made  with  accuracy  with  the  assistance 
of  laboratory  methods.  Among  entities  in  this 
area  commonly  requiring  differentiation,  may 
be  mentioned : typhoid  or  paratyphoid,  miliary 
tuberculosis,  endemic  typhus,  Q fever,  pul- 
monary or  systemic  coccidiodomycosis,  subacute 
bacterial  endocarditis  of  other  origin,  atrophic 
or  rheumatoid  arthritis,  rheumatic  fever,  infec- 
tious mononucleosis,  Hodgkin's  disease,  Boeck’s 
sarcoid,  tertiary  lues,  and  other  rarer  condi- 
tions. Its  presence  must  be  suspected  and  ruled 
out  in  all  obscure  or  continuous  fevers  of  un- 
proven etiology. 

Skin  testing. — Reliance  upon  this  procedure 
alone  as  being  diagnostic  of  existing  active 
brucellosis  is  erroneous  and  dangei  ous.  Neither 
the  antigens  used,  nor  the  methods  employed, 
have  been  universally  standardized  or  their  in- 
terpretation agreed  upon.  Tremendous  num- 
bers of  people  entirely  without  manifestation  of 
any  clinical  disease  have  positive  skin  tests ; 
bacteriologically  proven  eases  with  negative  skin 
tests  have  been  reported  frequently.  When  skin 
testing  is  routinely  done,  the  danger  of  slough- 
ing and  of  severe  systemic  reaction  ever  must 
be  kept  in  mind  whenever  large  doses  or  too 
strong  material  are  used.  While  a few  continue 
to  use  intradermal  testing  with  Brucella  abortus 
vaccine,  most  have  abandoned  the  method  in  fa- 
vor of  Huddleson’s  antigen.  Known  as  brucel- 
lergin,  it  is  described  as  a “suspensoid  of  nu- 
clear protein.”  A tiny  intradermal  wheal  is 
made  and  read  at  24  and  48  hours.  Its  reactions 
are  not  severe  and  it  does  not  produce  skin 
sensitivity.  Repeated  skin  testing  with  vaccines 
commonly  employed,  often,  but  not  invariably, 
increases  the  agglutinins  in  the  blood  of  that 
patient.  Thus  the  effect  produced  either  through 


skin  testing,  or  by  using  vaccine  therapy,  may 
invalidate  aid  needed  from  the  laboratory  at  a 
later  date.  It  would  appear  to  me  that  intra- 
dermal testing  and  indiscriminate  vaccine  ther- 
apy, as  at  p resent  widely  used,  lead  to  erroneous 
interpretations  of  both  diagnosis  and  therapeu- 
tic efficacy.  It  has  yet  to  be  shown  that  a posi- 
tive skin  test  in  brucellosis  is  of  any  greater 
significance  relative  to  this  disease  than  a posi- 
tive tuberculin  reaction  is  in  relation  to  tuber- 
culosis. The  method  has  caused  so  many  incor- 
rect diagnoses,  and  has  led  to  so  much  mental 
and  economic  misery,  that  we  rarely  employ  the 
method  any  more. 

Similarly  the  opsonocyopliagic  index  and  the 
complement  fixation  tests  have  been  weighed  and 
found  wanting.  Neither  proves  the  presence  or 
absence  of  active  disease,  but  merely  that  either 
a non-infected  susceptible  status  presumably  is 
present,  or  that  operative  immunity  appears  to 
he  in  action : patients  with  proven  B.  melitensis 
infection  have  presented  the  picture  of  immune 
subjects;  tularemia  causes  increased  phagocyto- 
sis ; neither  test  proves  brucellosis  present  or 
absent. 

Those  receiving  cholera  vaccination  develop 
high  agglutination  titers  against  brucella  anti- 
gens. The  duration  of  this  phenomenon  is  un- 
known, nor  whether  it  may  reappear  as  an  an- 
amnestic reaction. 

In  our  opinion  it  becomes  apparent  from  the 
above  discussion  that  the  diagnosis  and  differ- 
ential diagnosis  of  brucellosis  must  depend  upon  : 

1.  Evaluation  of  epidemiological  data  when 
available. 

2.  A critical  analysis  of  clinical  signs  and 
symptoms. 

3.  Laboratory  procedures  considered  in  rela- 
tionship to  each  other  and  to  the  clinical 
picture,  preferably  universally  standard- 
ized, technically  dependable,  competently 
done,  differentially  eliminative,  and  com- 
prehensive in  scope.  A great  deal  of  this 
is  in  the  future  and,  for  our  peace  of  mind, 
is  not  necessary  in  many  cases. 

Prognosis. — The  death  rate  has  rarely  exceed- 
ed 2 per  cent.  It  has  been  higher  in  a few  epi- 
demics, but  sporadic  endemic  cases  probably  are 
lower  than  this  figure.  The  prognosis  must  al- 
ways be  guarded  in  the  malignant  types.  Low 
agglutination  titers  in  critically  ill  patients,  as 
well  as  a severe  neutropenia  with  a falling  white 
count  are  grave  prognostic  omens. 
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Treatment. — The  most  important  step  in  the 
prevention  of  brucellosis  is  the  pasteurization 
of  all  milk  products.  San  Francisco  County  (fig. 
■ one)  has  done  this  for  years  and  its  remarkably 
low  rate  in  contrast  with  Los  Angeles,  one  might 
think  would  influence  the  latter  city  and  coun- 
ty to  mend  its  ways,  especially  inasmuch  as  tu- 
berculosis and  Q fever,  as  well  as  other  diseases 
are  spread  through  raw  milk.  Unfortunately  to 
date,  they  have  not  seen  the  light.  It  is  cus- 
tomary to  remove  all  positive  reactors  from  certi- 
fied dairy  herds  as  soon  as  they  are  determined, 
but  the  milk  is  drunk  unpasteurized  before  and 
after  this  occurs. 

The  next  step  in  prophylaxis. is  to  get  rid  of 
all  infected  animals.  Such  a concept  at  present 
appears  utopian  in  this  country.  In  fact  sheep 
are  believed  to  have  become  infected  only  since 
1930  in  this  country.  However,  dairy  herds  are 
being  improved  in  ever  increasing  numbers,  and 
in  North  Carolina  the  rate  of  infection  has  been 
reduced  to  less  than  one  per  cent.  Swine  are 
heavily  infected  in  the  Midwest  and  the  goats 
along  the  border  in  the  Southwest  and  in  Mex- 
ico, in  which  sections  the  disease  has  been  known 
under  different  names  for  years. 

Vaccine  Therapy. — There  is  great- difference 
of  opinion  among  members  of  the  profession 
as  to  the  kind  of  antigenic  material  and  type 
of  reaction  from  it  that  are  desirable  in  treating 
brucellosis,  as  well  as  to  the  type  of  case  suit- 
able for  treatment,  or  whether  such  therapy  has 
any  place  at  all  in  our  armamentarium.  Cer- 
tainly it  is  the  consensus  that  acute  brucellosis 
should  not  be  so  treated,  nor  skin  tested.  It  ap- 
pears best  reserved  for  treatment  of  chronic 
cases.  A preliminary  skin  test  with  1 :10,000 
brucellin,  giving  0.1  c.c.,  or  enough  to  produce 
a visible  wheal  intradermally,  is  a safe  initial 
test.  Patients  without  agglutinins  in  their  blood 
do  not  respond  to  vaccine  therapi/,  nor  will 
such  therapy  produce  agglutinins  in  their  sera 
as  a rule.  Huddleson’s  brucellin  in  strength  in- 
dicated by  the  sensitivity  test  is  preferred  by 
most.  It  should  not  be  used  in  such  amounts  or 
strength  as  to  produce  systemic  or  severe  local 
reactions.  Intervals  should  not  be  less  than  four 
nor  more  than  nine  days  between  injections. 
While  Huddleson  and  others  have  used  vaccine 
or  other  antigenic  material  intravenously  to 
produce  shock  therapy,  there  would  seem  little 
need  for  this  radical  procedure  today.  It  is  not 
free  from  danger.  As  we  observe  it  in  civil  prac- 


tice, probably  most  of  the  cases  receiving  vaccine 
today  do  not  have  clinical  brucellosis  in  any 
form. 

Supportive  therapy  is  that  of  any  continuous 
fever  and  is  symptomatic  in  nature. 

Active  Therapy.- — When  no  contraindication 
exists,  and  when  the  patient  has  never  been  treat- 
ed previously  with  any  of  the  sulfonamide  drugs, 
treatment  with  sulfonamides  has  never  failed  to 
effect  a cure  in  our  clinic.  Conversely,  when 
patients  have  been  given  sulfonamide  drugs 
at  some  time  before  we  have  seen  them,  without 
having  been  cured,  in  no  single  instance  have 
we  ever  subsequently  cured  a case  with  these 
drugs. 

The  secret  lies  in  maintaining  accurately  ti- 
trated high  blood  levels  of  sulfadiazine  or  sul- 
fanilamide constantly  present  for  a period  of 
two  vreeks.  This  is  a hospital  procedure : the 
patient  must  be  carefully  watched  and  all  nec- 
essary laboratory  safeguards  applied.  The  level 
is  usually  maintained  at  15  mg.  per  cent  or 
higher,  and  in  those  patients  not  making  prog- 
ress after  several  days  of  continued  observation, 
fluids  are  carefully  restricted  for  a day  or  two 
to  increase  the  sulfa-levels  in  the  blood.  The  kid- 
neys must  be  carefully  watched  and  so  must  the 
blood  for  signs  of  developing  anemia  or  leuko- 
penia. Transfusions  are  frequently  in  order. 
Keep  the  Ph  of  the  urine  at  7.5.  We  have  cases 
remaining  cured  by  this  method  for  every  year 
from  1939  to.  date.  The  reason  these  drugs  fell 
into  disrepute  in  the  treatment  of  this  disease 
was  because  doses  were  inadequate,  blood  levels 
were  not  ascertained  and  controlled,  the  patients 
were  not  hospitalized,  and  the  treatment  wras 
not  continued  long  enough.  If  you  are  not  suc- 
cessful in  the  first  attempt,  or  if  treatment  has 
to  be  interdicted,  it  is  useless  ever  to  try  it  again. 

In  the  combined  treatment  with  sulfadiazine 
and  streptomycin,  we  limit  it  to  those  patients 
who  have  been  unsuccessfully  handled  with  in- 
adequate sulfonamide  therapy.  A\Te  prefer  to 
use  equal  parts  of  sulfadiazine  and  sulfamera- 
zine,  though  we  have  used  sulfadiazine  alone, 
and  maintain  the  sulfa  blood  level  around  15 
mg.  per  cent.  One-half  gram  of  streptomycin  is 
given  intramuscularly  every  six  hours,  osten- 
sibly for  two  weeks,  but  at  any  complaint  of 
tingling  of  the  hands  or  feet  or  of  dizziness  or 
vertigo,  one  or  two  doses  are  withheld  and  the 
dose  changed  to  one-fourth  gram  every  six  hours 
for  the  balance  of  the  two  weeks.  Results  have 
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been  good,  and  so  far  there  lias  not  been  a re- 
lapse. 

We  have  treated  10  eases  with  aureomycin, 
duomycin  brand,  with  a total  dosage  of  50  mg. 
per  kg.  of  the  patient's  body  weight  in  each  24 
hours,  giving  one  dose  every  four  hours  for  the 
first  two  days  and  every  six  hours  thereafter 
until  the  end  of  the  fourteenth  day.  There  have 
been  two  relapses.  One  was  again  treated  by  the 
same  method  and  is  still  free  from  symptoms  so 
far.  The  other  is  undergoing  treatment  with 
streptomycin  and  sulfonamides  at  present. 
Aureomycin  is  not  effective  against  the  brucella 
organism  in  vitro,  yet  seems  to  work  well  clini- 
cally. It  has  the  advantage  of  being  efficacious 
when  given  by  mouth,  and  of  low  toxicity.  Occa- 
sionally it  causes  nausea  and  vomiting,  but  this 
can  be  stopped  by  preceding  each  dose  for  a time 
with  five  or  10  grains  of  chloretone,  and  giving 
smaller  doses  more  often  to  make  the  same  24 
hour  quantity.  We  intend  to  try  combining  this 
drug  with  sulfadiazine. 

Artificial  fever  therapy  in  the  hyperthemia 
cabinet,  and  based  upon  the  thermal  death  point 
of  brucellae,  maintaining  the  body  temperature 
of  the  patient  at  106  F.  for  five  to  six  hours,  and 
repeated  three  or  four  times,  has  given  good  re- 
sults. Only  those  with  good  cardiac  reserve 
should  submit  to  it,  and  it  is  questionable  wheth- 
er any  patient  over  35  years  of  age  should  take 
it.  We  saw  one  apparently  husky  truck  driver 
of  36  succumb  quickly  to  pulmonary  edema  after 
the  third  hour  of  treatment.  Most  brucella  or- 
ganisms are  inhibited  or  die  after  a few  hours 
of  temperature  over  105  F. 

In  chronic  brucellosis  of  low  grade  types,  Ave 
have  lately  been  using  Aralen  (Winthrop).  It 
comes  in  250  mg.  tablets  and  the  dosage  is  two 
tablets  twice  daily  for  four  days,  followed  by  2 
tablets  every  four  days  for  six  weeks.  The  end 
result  of  such  treatment  is  still  to  be  determined, 
but  temporarily,  during  the  six  months  Ave  have 
used  it,  patients  have  been  very  pleased  with  ap- 
parent improvement  and  the  euphoria  shoAvn. 

SUMMARY 

1.  At  times  the  disease  is  one  of  the  most 
difficult  of  all  infectious  diseases  to  diagnose. 

2.  It  exists  in  acute,  subacute,  chronic,  sub- 
clinical,  and  latent  forms. 

3.  The  diagnosis  rests  with  the  laboratory  to 
a degree  that  is  uncommon  Avitli  most  diseases. 

4.  Active  proven  disease  exists  in  Avhich  none 


of  the  usual  laboratory  tests  is  of  assistance  in 
diagnosis,  other  than  positive  culture. 

5.  It  is  amenable  to  sulfonamide  therapy  with 
high  blood  levels,  provided  it  has  not  been  pre- 
viously unsuccessfully  treated  Avitli  inadequate 
levels  or  else  for  too  short  a time. 

6.  It  may  also  be  treated  successfully  in  its 
severer  forms  with  a combination  of  sulfadia- 
zine or  other  sulfonamides  and  streptomycin;  it 
also  responds  to  treatment  with  aureomycin. 

7.  The  low-grade  form  appears  to  respond 
to  aralen. 

8.  Vaccine  therapy  should  only  be  employed 
as  a last  resort  in  definitely  proven  chronic  cases. 

0.  The  skin  test  cannot  be  accepted  as  an 
index  of  active  disease. 

10.  Agglutination  tests  may  be  inhibited 
through  the  presence  of  blocking  substances  pres- 
ent. This  is  capable  of  being  overcome. 

1 1 . The  one  sure  diagnostic  test  is  a positive 
culture  obtained  from  the  patient.  This  is  not 
easily  obtainable  in  most  instances. 
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BRUCELLA  INFECTION  OF  BONES  AND  JOINTS 

CHARLES  N.  PLOUSSAED,  B.  S.,  M.D., 

F.A.C.S. 

Phoenix,  Arizona 


JDRUCELLOSrS  is  a general  infection  caused 
by  one  of  the  sub-species  of  Brucella  meli- 
tensis. The  natural  habitat  of  these  organisms 
is  in  the  domestic  animals.  This  disease  is  char- 
acterized in  the  cow  by  repeated  abortions,  fol- 
lowed often  by  a carrier  state  through  chronic 
infection  of  the  udder,  and  excretion  of  the  bac- 
teria in  the  milk. 

For  man  the  principle  contact  sources  are  cat- 
tle, goats,  sheep,  and  swine.  Undulant  fever  in 
man  and  the  epidemic  infectious  abortions  in 
animals  were  unrelated  until  Evans,  in  1918, 
called  our  attention  to  the  relationship  existing 
between  the  organisms  causing  the  two  diseases. 
The  causative  organism  was  discovered  in  1895 
by  Bang,  and  Von  Stribolt.  MacNealy  and  Heri 
isolated  the  specific  organisms  from  cattle  in 
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1910.  The  first  of  undulant  fever  reported  in 
man  was  by  Craig  in  1905.  The  diagnosis  and 
treatment  of  this  condition  has,  in  the  past, 
been  indefinite  and  debatable.  The  condition 
lias  often  been  overlooked  because  of  longstand- 
ing symptoms  of  aching,  fatigue,  and  depres- 
sion. Many  patients  have  been  branded  as  neu- 
rasthenics, because  of  the  indefinite  symptom- 
atology. The  diagnosis  and  treatment  of  the  dis- 
ease is  chiefly  the  concern  of  the  internist  and 
the  general  practitioner.  However,  a review  of 
the  literature  will  show  that  brucellosis  demands 
the  attention  of  the  orthopedist  almost  as  often 
as  it  does  any  other  medical  specialty. 

An  early  symptom  of  special  interest  in  this 
disease  is  low  back  pain.  The  orthopedist  should 
always  be  on  the  look-out  for  this  disease  in 
his  “hard  to  account  for  symptoms  patient.” 
The  symptoms  which  usually  bring  the  patient 
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to  the  doctor  are  caused  by  the  chronic  stage  of 
the  disease.  The  term  “Chronic  Undulant  Fe- 
ver” is  rather  misleading,  particularly  the  ward 
“fever”,  as  in  the  chronic  state,  there  is  often 
very  little  elevation  of  the  temperature.  More 
confusion  results  from  the  various  manifesta- 
tions of  the  disease  that  make  it  resemble  both 
tuberculosis  and  syphilis.  Typhoid,  para-ty- 
phoid, rheumatic  fever,  influenza  and  some 
other  diseases,  must  also  receive  careful  consid- 
eration in  the  differential  diagnosis.  Brucellosis 
attacks  the  vertebrae  more  often  than  any  other 
bones  in  the  body.  The  most  common  location, 
in  the  vertebrae,  is  in  the  lumbar  spine.  It  is 
most  often  dry,  although  abscess  formations  have 
occurred  which  have  necessitated  incision  and 
drainage. 

Hardy  reports  375  cases  occurring  in  Iowa  in 
which  32  per  cent  involved  the  joints.  Simpson 
reports  175  cases  in  Ohio,  32  per  cent  involving 
joints.  Steindler  refers  to  polyarthritic  dissem- 
ination of  the  serous  type  and  states  that  joint 
manifestations  in  undulant  fever  occur  eight  to 
twelve  weeks  after  the  acute  onset  of  the  dis- 
ease, which  helps  to  differentiate  this  disease 
from  progenic  arthritis  or  osteomyelitis.  This 
joint  is  illustrated  by  the  case  which  I will  pre- 
sent. Many  cases  of  myotendonitis  will  be  found 
after  careful  study  by  the  internist  and  ortho- 
pedist to  be  caused  by  brucellosis.  In  these  cases 
there  is  usually  a very  confusing  history  with 
symptoms  of  generalized  weakness,  headaches. 


Fig.  I 

X-ray  appearance  of  left  hip  joint  area  approxi- 
mately three  months  after  injury,  showing  septic 
necrosis  of  hip  joint  in  anteroposterior  view, 


eye  aches,  pain,  tightness  in  the  neck,  and  in- 
ability to  concentrate.  These  indefinite  symp- 
toms cause  many  to  be  called  neurasthenic  and 
some  of  them  have  been  to  many  doctors.  The 
location  of  this  myotendonitis  is  usually  in  the 
hips,  glutei  muscles  or  shoulders  where  it  ap- 
pears as  a subacromial  bursitis,  either  chronic 
or  acute. 


Much  more  work  needs  to  be  done  before  bru- 
cellosis can  be  properly  evaluated.  We  must 
have  more  standardized  laboratory  procedures, 
more  clinical  observation,  and  more  study  of  its 
treatment.  It  is  estimated  that  30,000  to  40,000 
new  victims  are  added  each  year  to  the  thous- 
ands already  suffering  from  undulant  fever  in 
this  country.  Various  treatments  have  been  used 
such  as  the  vaccine,  supportive  treatment,  the 
sulfonamides,  streptomycin,  and  penicillin,  and 
some  years  ago  intravenous  antiseptics  such  as 
metaphen  and  mercurochrome  were  widely  used. 


It  was  recently  stated  that  a streptomycin- 
sulfadiazine  combination  effected  a cure  in  nine 
cases.  This  was  reported  in  The  Arizona  Repub- 
lic in  the  article,  “Your  Health  and  Mine.” 
This  has  not  been  confirmed  by  other  authorita- 
tive medical  information. 


I will  now  present  a case  of  undulant  fever 
involving  the  hip  joint.  I have  found  seven  sim- 
ilar cases  reported.  O’Donoghue  reports  a case 
of  septic  arthritis  of  the  right  hip  joint  in  a girl 


Fig.  II 


X-ray  appearance  of  left  hip  joint  area  approxi- 
mately three  months  after  injury,  showing  septic 
necrosis  of  hip  joint  in  lateral  view. 
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12  years  of  age  in  which  an  operation  was  done 
because  of  the  probable  bulging  of  the  joint 
capsule.  The  pus  obtained  contained  brucella 
melitensis.  The  end  result  in  this  case  was 
ankylosis  of  the  hip. 

REPORT  OF  CASE 

G.  R.,  aged  37,  was  admitted  to  the  hospital 
October  23,  1941.  He  had  wrenched  the  left  hip 
while  moving  heavy  machinery  on  October  15, 
1941.  He  hobbled  along  on  this  leg  for  two  days 
until  the  pain  became  unbearable,  then  he  spent 
a week  in  bed  at  home.  During  this  time  he 
lost  twenty  pounds  of  weight.  Following  his 
stay  at  home  he  sought  medical  attention  and 
was  admitted  to  the  hospital.  An  x-ray  was 
taken  on  admission  to  the  hospital,  which  re- 
vealed a flexion  deformity  of  the  left  hip  and 
two  minute  chips  from  the  left  acetabulum.  The 
leukocyte  count  was  14,000  per  cubic  milimeter. 
Traction  was  applied  to  the  leg  and  sedatives 
were  given,  which  gave  very  little  relief.  His 
temperature  ranged  from  98.6  to  99.6.  He  was 
dismissed  six  days  after  the  admission. 

He  was  readmitted  to  the  hospital  on  Febru- 
ary 4,  1942,  approximately  three  months  after 
his  injury,  because  his  pain,  discomfort  and  dis- 
ability was  gradually  increasing.  The  agglutina- 
tion reactions  on  the  blood  at  that  time  were 
negative  with  the  exception  of  that  for  brucella 
abortus.  These  agglutination  tests  were  positive 
in  all  dilutions.  The  purified  protein  derivative, 
strength  No.  1,  was  negative;  and  strength  No. 
2 was  very  mildly  positive.  X-ray  of  his  chest 
taken  at  this  time  was  normal  and  an  x-ray  on 
his  left  hip,  taken  also  at  this  time,  revealed 
what  the  roentgenologist  reported  as  septic 
arthritis  of  the  left  hip  of  brucella  origin, 
(Fig.  1)  showing  the  anteroposterior  view  of 
the  left  hip  area  and  (Fig.  2)  showing  the  lat- 
eral view  of  the  left  hip  area. 

This  patient  continued  to  improve  and  roent- 
genogram (Fig.  3)  of  the  left  hip  in  the  antero- 
posterior view  approximately  one  year  later 
shows  complete  healing  of  the  infectious  process 
with  no  residual  disability.  However,  the  ag- 
glutination reactions  for  brucella  abortus  were 
still  positive  when  patient  was  dismissed  from 
the  hospital. 

On  April  7,  1945,  a recheck  of  this  patient’s 
blood  still  showed  positive  agglutination  of  un- 
dulant  fever  but  there  was  absence  of  clinical 
or  roentgenological  evidence  of  the  disease. 

SUMMARY 

It  has  been  the  purpose  of  this  brief  paper  to 
present  a case  of  brucellosis  involving  the  hip 
joint  and  to  discuss,  briefly,  the  occurrence,  di- 


agnosis, and  the  treatment  of  brucellosis  infec- 
tion of  the  bones  and  joints. 

BIBLIOGRAPHY 

Julowski,  J.:  Undulant  (Malta)  fever,  osteomyelitis  and 
arthritis.  S.  G.  O.  62:759,  1936. 

O'Donoghue,  A.  F.:  Septic  arthritis  in  the  hip  caused  by  Bru- 
cella melitensis.  J.  Bone  & Joint  Surgery  15:506,  April  1933. 

Chuinard.  E.  G. : Orthopedic  aspects  of  brucellosis.  Northwest 
Med.  43:279,  October  1944. 

Steindler,  A.:  Orthopedic  complications  of  brucellosis.  J. 
Iowa  M.  Soc.  30:  257,  June  1940. 

Dobelle,  M.:  Brucella  Spondylitis.  Am.  J.  Surg.  60:130,  1943. 

X-ray  Report 

Films  taken  January  17,  1942,  of  left  femur 
in  anteroposterior  and  lateral  views,  show  defi- 
nite changes  in  the  bone  structure  of  the  head  of 
femur.  On  these  films  there  is  a localized  area 
of  bone  absorption  or  destruction  in  the  head 
of  the  femur,  which  subsequent  investigation 
demonstrated  to  be  due  to  abortus  infection. 
Re-study  of  the  films  at  this  time  would  suggest 
that  the  lesion  is  quite  characteristic  of  undulant 
infection. 

X-Ray  Report 

Films  taken  January  30,  1943.  The  examina- 
tion of  this  patient’s  stereoroentgenogram  shows 
both  hip  joints  so  that  they  might  be  compared. 
At  present  time  there  is  very  little  difference 
between  the  appearance  in  the  bone  structure  in 
these  two  hip  joints.  Apparently  repair  has 
reached  a complete  and  stationary  stage. 


Fig.  Ill 


Anteroposterior  view  of  hip  approximately  one 
year  later,  showing  complete  healing  with  no  dis- 
ability. 
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THE  EARLY  DIAGNOSIS  AND  TREATMENT  OF  PERTUSSIS 

BRODA  O.  BARNES,  M.  I).,  and 
PAT  MASON 


Kingman, 

HOOPING  cough  has  become  the  most 
feared  disease  of  infancy.  Any  improve- 
ment in  either  early  diagnosis  or  treatment 
would  be  welcomed  by  both  the  parent  and  the 
doctor.  If  the  experience  with  a virulent  strain 
of  pertussis  during  an  epidemic  in  a small  town 
can  be  confirmed,  it  would  appear  that  we  are 
approaching  both  goals. 

The  virulence  of  the  strain  may  be  judged  by 
the  fact  that  many  youngsters  previously  im- 
munized in  a routine  accepted  manner  from 
one  to  ten  years  previously  developed  the  dis- 
ease. In  fact,  the  first  two  cases  recognized  were 
in  children  ten  and  eleven  years  old,  respective- 
ly, and  whooping  cough  was  not  suspected  in 
them  until  the  differential  blood  smear  revealed 
the  high  percentage  of  lymphocytes.  Three 
babies  died  suddenly  in  the  local  hospital  undi- 
agnosed, hut  a postmortem  blood  smear  on  the 
third  revealed  a leucocyte  count  over  50,000  with 
95%  lymphocytes.  Subsequent  events  left  little 
doubt  in  the  author’s  mind  that  the  two  pre- 
vious deaths,  likewise,  were  due  to  pertussis. 

For  many  years  authors  have  agreed  that 
there  is  a leucocytosis  and  a relative  lympho- 
cytosis during  the  course  of  pertussis.  Only 
one  publication,  and  that  in  the  foreign  litera- 
ture, could  be  found  indicating  that  this  lympho- 
cytic shift  occurred  early  and  could  be  used  for 
diagnosis.  Garfinkel1  stated  that  the  blood  count 
was  as  reliable  as  the  cough  plate  method.  Bac- 
teriological facilities  were  not  available  here,  but 
our  experience  with  the  present  epidemic  indi- 
cates that  the  number  of  lymphocytes  increases 
with  the  onset  of  symptoms  and  this  increase  is 
quite  definite  long  before  coughing  begins. 
Daily  blood  and  differential  counts  show  an 
unproportioned  rise  in  lymphocytes. 

This  observation  is  illustrated  by  the  case  of 
a six-weeks-old  girl  who  was  first  seen  on  March 
30,  1948  with  a history  of  restlessness,  vomiting, 
and  a low  grade  fever  for  24  hours.  There  were 
no  physical  findings  to  account  for  the  illness. 
The  leucocyte  count  was  8,700,  of  which  60% 
were  lymphocytes,  16%  polys,  10%  stabs,  4% 
juveniles,  4%  basophiles,  and  6%  monocytes.  A 
small  dose  of  aspirin  compound  was  adminis- 
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tered  every  four  hours.  The  following  day  the 
clinical  condition  was  worse  with  more  fever  and 
persistent  vomiting.  The  white  count  was  14,550 
with  68%  lymphocytes,  8%  polys,  8%  stabs,  6% 
monocytes,  5%  eosinophiles,  and  5%  juveniles. 
Although  one  might  suspect  that  hemoconcen- 
t ration  contributed  to  the  elevated  white  count, 
almost  all  of  the  increase  was  due  to  lymphocytes. 
A similar  rapid  rise  in  lymphocytes  was  also 
demonstrated  in  other  cases  where  daily  or  fre- 
quent blood  counts  could  be  obtained. 

Garfinkel  stated  that  a lymphocyte  count 
higher  than  55%  was  indicative  of  whooping- 
cough  since  this  was  the  maximum  seen  in  a 
normal  infant  10  days  old.  He  found  that  the 
number  of  lymphocytes  gradually  decreased 
until  at  the  age  of  four  years  the  normal  value 
was  approximately  40%.  Although  our  own 
control  cases  are  few.  several  youngsters  who 
had  a cough,  which  was  thought  to  be  due  to 
bronchitis,  were  checked  and  in  none  of  them 
was  the  number  of  lymphocytes  over  55%.  On 
the  other  hand,  33  cases  of  pertussis  were  studied 
during  the  epidemic,  and  the  lymphocytosis 
ranged  from  57%  to  94%.  The  lowest  value  was 
seen  in  a five-vear-old  child.  This  patient 
whooped,  leaving  no  doubt  of  the  diagnosis.  The 
highest  value  (94%)  was  in  a ten-months-old 
baby  who  was  first  seen  in  the  fourth  week  of 
the  disease.  For  the  33  cases  in  this  series,  the 
average  was  73.8%  lymphocytes. 

Early  in  the  course  of  the  epidemic  Rabbit 
Anti-Pertussis  Serum  (Wyeth)  became  avail- 
able.* Twenty-three  patients  received  one  or 
two  injections  of  20,000  anti-endotoxin  units. 
The  results  can  best  be  observed  by  separating 
the  cases  into  two  groups,  the  first  of  which  in- 
cludes twelve  patients  who  had  not  been  immun- 
ized against  pertussis. 

The  twelve  patients  who  had  not  been  im- 
munized included  four  over  one  year  of  age,  one 
ten  months  old,  and  seven  under  six  months  of 
age.  It  is  in  this  last  group  that  babies  are  so 
susceptible  to  pertussis. 

Serving  as  controls  for  the  treated  group  are 
four  patients  seen  early  in  the  epidemic  who  re- 

* The  serum  was  furnished  by  Wyeth  Inc.,  through  the  cour- 
tesy of  E.  F.  Bauer,  E.  V.  Scott,  and  Dr.  E.  F.  Roberts. 
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ceivecl  only  symptomatic  treatment.  Three  of 
the  four  died,  giving  a mortality  of  75%.  The 
one  who  recovered  was  ten  months  old  and  was 
not  seen  until  the  fourth  week  of  the  disease. 
However,  the  infant  lost  considerable  weight 
and  the  cough  persisted  for  many  weeks.  Of  the 
three  patients  who  died,  in  only  one  Avas  Avhoop- 
ing  cough  diagnosed  before  death,  as  pointed 
out  above. 

There  was  only  one  death  in  the  twelve  cases 
receiving  anti-serum.  To  be  comparable  to  the 
control  group,  however,  only  eight  of  these  were 
under  one  year  of  age,  a mortality  of  12.5%. 
The  patient  who  died  was  a baby  one  month  old 
who  was  not  seen  until  the  eighth  day  of  the 
disease,  and  had  a leucocyte  count  of  78,400  at 
that  time.  Administration  of  tAvo  doses  of  20,000 
units  of  anti-endotoxic  units  48  hours  apart  did 
not  alter  the  course  of  the  disease,  and  he  died 
on  the  seventeenth  day  of  illness. 

The  impression  is  gained  from  this  small  series 
that  the  anti-serum  is  highly  efficacious  if  given 
during  the  prodromal  stage  of  the  disease.  Dur- 
ing the  course  of  the  epidemic,  babies  presenting 
the  symptoms  of  unexplained  fever  and  vomiting 
Avere  checked  daily  or  on  alternate  days  with  a 
leucocyte  and  differential  count.  If  no  apparent 
infection  could  be  found,  and  if  the  leucocyte 
count  Avas  increasing  with  a disproportionate 
number  of  lymphocytes,  the  child  was  suspect- 
ed of  having  pertussis.  After  tAvo  or  three  days 
of  palliative  treatment,  the  youngster  Avas  given 
2 c.c.  of  anti-pertussis  serum  in  the  gluteal  mus- 
cles. Within  36  hours  marked  clinical  improve- 
ment appeared.  V omiting  ceased  usually  within 
24  hours,  and  the  fever  Avas  either  entirely  gone 
or  receding  by  the  folloAving  day.  The  diagnosis 
might  be  questioned  in  some  of  the  cases,  but 
the  majority  of  the  babies  had  been  exposed  to 
pertussis  by  older  children  in  the  family. 

There  were  no  deaths  among  the  ten  patients 
over  one  year  of  age  who  had  not  been  im- 
munized. Four  of  these  received  anti-pertussis 
serum,  and  had  prompt  amelioration  of  symp- 
toms similar  to  the  infants.  It  is  impossible, 
however,  in  these  older  youngsters  to  be  sure  of 
the  efficacy  of  the  serum  on  mortality.  The  same 
is  true  in  the  eleven  patients  who  had  been  im- 
munized and  received  serum.  It  is  known  that 
previous  immunization  may  not  protect  the 
child  from  the  disease,  but  the  severity  is  modi- 
fied. However,  the  clinical  impression  Avas  ob- 


tained that  the  serum  was  effective  in  eliminat- 
ing the  symptoms  Avithin  36  hours  in  the  major- 
ity of  these  cases.  Patients  not  receiving  the 
serum  continued  to  cough  several  weeks,  while  in 
only  one  of  the  twenty-three  receiving  anti- 
pertussis serum  was  there  any  lingering  cough 
which  is  so  characteristic  of  pertussis.  This 
three-months-old  infant  did  not  receive  the 
serum  until  the  coughing  stage  had  been  reached. 

Certainly  in  the  present  epidemic  of  Avhooping 
cough,  an  early  rise  in  the  leucocyte  count  with  a 
disproportionate  increase  in  lymphocytes  was 
present  without  exception.  Further  research  is 
necessary  to  see  if  this  confirmation  of  Garfin- 
kel’s  work  is  the  usual  course  of  events,  or  if  it 
is  peculiar  to  certain  strains  of  pertussis.  The 
impression  has  been  gained  that  if  diagnosis 
can  be  made  early  in  the  disease,  anti-pertussis 
serum  may  have  a definite  role  in  therapy.  Fur- 
ther research  is  needed  to  test  the  universal  ap- 
plication of  this  preparation,  but  there  is  no 
doubt  about  its  efficacy  during  the  epidemic 
herein  reported. 

SUMMARY 

Blood  smears  in  thirty-three  cases  of  pertussis 
revealed  that  there  Avas  an  early  leucocytosis, 
and  a disproportionate  rise  in  lymphocytes.  This 
lymphocytosis  was  useful  in  diagnosing  pertus- 
sis long  before  other  characteristic  signs  ap- 
peared. Twenty-three  patients  received  anti- 
pertussis  serum  (Wyeth).  The  impression  Avas 
gained  that  prompt  clinical  improvement  Avas 
obtained  if  the  serum  Avas  given  early  in  the 
course  of  the  disease. 
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PALLIATIVE  THERAPY  OF  BENIGN  HYPERTENSION  WITH 
CALCIUM  BROMINE  GALACTOGLUCONATE*— 
PRELIMINARY  CLINICAL  NOTE 

ARNOLD  L.  LIEBERMAN,  Ph.  D.,  M.  I). 

Tucson,  Arizona 


J TYPE  INTENSION  from  all  the  statistics 
available  is  said  to  be  the  most  common 
cause  of  death  in  the  United  States.  Stieglitz1 
stated  that  hypertension  is  one  of  the  greatest 
factors  in  causing  disability  in  those  between 
the  ages  of  25  and  64  year.  Much  research  has 
been  and  is  being  done  in  an  effort  to  determine 
the  etiology  of  hypertension,  but  no  one  single 
factor  appears  decisive.  No  effort  will  be  made 
in  this  brief  report  to  discuss  or  to  review  the 
numerous  contributions  made,  dealing  with  the 
mechanism  of  hypertension,  because  this  has 
been  adequately  done  by  many  competent  ob- 
servers. 

Some  comment  might  be  made  regarding  the 
importance  of  the  emotional  factor  which  evi- 
dently plays  a vital  role  in  essential  hyperten- 
sion. Page2,  speaking  of  the  psychogenesis, 
states  that  mental  disturbance  might  produce 
hypertension  by  acting  as  a primary  cause  or 
by  acting  as  a trigger  mechanism.  Psychother- 
apy was  suggested,  and  in  many  instances  has 
proven  of  great  value,  either  alone  or  as  an  ad- 
junct of  medical  therapy. 

Bromide  salts  have  been  employed  for  years 
as  a sedative,  but  their  use  is  frequently  limited 
due  to  untoward  effects  which  are  well  known. 
A drug  which  would  allay  the  nervous  mani- 
festations would  help  symptomatically,  in  keep- 
ing blood  pressure  within  normal  limits. 

Calcibronat,  calcium-bromine  galactogl  neon- 
ate, has  all  of  the  advantages  of  the  usual  bro- 
mide salts  with  few,  if  any  of  their  toxic  prop- 
erties, and  the  presence  of  the  calcium  ion  en- 
hances the  therapeutic  properties  of  this  prep- 
aration. Calcibronat  has  the  formula  of 
( C 12  Him  012)2  Ca  ('a  Bi'26  H2O,  it  is  readily 
soluble  in  water,  palatable,  has  a calcium  ion 
content  of  7.54  per  cent,  and  a bromine  ion  con- 
tent of  15.5  per  cent.  Calcium  has  an  antispas- 
modic3  and  a vasodilating  effect4.  The  bromine 
ion  acts  on  all  portions  of  the  nervous  system, 
but  the  higher  centers  seem  to  lie  influenced  to 
a greater  extent.  The  motor  area  of  cerebral 


•Known  as  Calcibronat,  and  furnished  by  Sandoz  Pharma- 
ceuticals. Division  of  Sandoz  Chemical  Works,  Inc. 


cortex  shows  lessened  irritability  in  the  response 
to  stimuli  under  the  influence  of  bromine. 

I11  view  of  the  multiple  therapeutic  measures 
recently  advanced  including  Etamon,  Priscol, 
Dibenamine  and  other  cholinergic  drugs  as  well 
as  surgical  procedures,  including  nerve  block 
and  denervation,  etc.,  it  occurred  to  me  to  an- 
alyze results  of  an  innocuous  simple  office  pro- 
cedure which  1 have  employed  for  many  years 
in  the  symptomatic  treatment  of  benign  hyper- 
tension. 

Tandowskv5  reported  favorably  his  observa- 
tions with  Calcibronat  (Calcium-bromine  galac- 
togluconate)  in  32  patients  as  a palliative  meas- 
ure in  the  treatment  of  essential  hypertension. 
May6  published  his  experience  with  Calcibronat 
in  nine  eases. 

Procedure  Employed:  The  systolic  and  di- 
astolic blood  pressures  were  recorded  on  all  pa- 
tients every  week  for  a period  of  three  or  four 
weeks,  in  the  prone  and  upright  position,  before 
Calcibronat  therapy  was  instituted.  The  patients 
were  first  selected  on  the  basis  of  presence  of 
benign  hypertension  only  and  were  first  put  on 
ordinary  sedation  including  the  use  of  oral  Cal- 
cibronat which  was  found  palatable  in  doses  of 
one  tablespoon  twice  daily,  rest  and  psycho- 
therapy, the  latter  when  indicated.  In  many 
cases,  this  regime  was  sufficient  to  bring  both 
the  systolic  and  dastolic  pressure  below  the  dan- 
ger levels.  A control  group  of  25  cases  was 
placed  on  the  same  regime  excluding  the  use  of 
Calcibronat,  but  the  results  were  not  nearly  as 
significant  as  those  patients  who  were  on  Cal- 
cibronat therapy.  In  cases  of  persistent  hyper- 
tension, an  intravenous  injection  of  10  c.c.  Calci- 
bronat was  given  slowly  early  in  the  morning 
when  practical.  After  the  flushing  would 
subside,  the  blood  pressure  almost  invariably 
showed  an  immediate  drop  of  10  to  50  points. 
Even  a single  injection  would  cause  this  drop 
to  persist  for  several  hours.  If  the  blood  pres- 
sure rose  again  markedly  late  in  the  afternoon, 
a second  injection  was  given.  By  the  end  of  10 
days  to  two  weeks,  intravenous  injections  were 
reduced  to  alternating  days,  and  then  twice 
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weekly.  At  tlie  end  of  a month,  a weekly  in- 
travenous injection  was  given  which  in  some 
eases  was  continued  over  months  and  years  with- 
out any  evidence  of  bromism  or  other  toxic 
manifestations.  This  report  includes  25  cases 
with  15  excellent  results ; 6 good,  and  4 failures. 
By  excellent,  is  meant  maintenance  of  levels  of 
no  more  than  160/100;  good  190/100;  and  fail- 
ures those  cases  in  which  the  hypertension  was 
either  not  altered  or  those  in  which  the  original 
level  returned  in  spite  of  therapy.  Those  patients 
with  excellent  results  also  had  a complete  dis- 
appearance of  clinical  syndrome. 

CASE  HISTORIES 

Case  1.  White  male,  aged  60  years,  who  had 
intermittent  claudication  and  frontal  headaches. 
The  blood  pressure  was  260/160 ; the  only  ab- 
normal findings  were  pyorrhea  and  mild  arteri- 
osclerosis. He  was  given  dental  care  and  seda- 
tion such  as  triple  bromides  and  the  blood  pres- 
sure leveled  off  at  200/120.  Calcibronat  was 
given  orally  and  intravenously,  and  the  blood 
pressure  was  eventually  reduced  to  140/80.  He 
received  weekly  injections  of  Calcibronat  for 
one  year  without  toxic  effects.  He  was  able  to 
walk  six  blocks  without  pain.  Excellent  results 
were  obtained. 

Case  2.  White  male,  aged  45  years,  who  was 
an  executive  in  a large  Eastern  firm.  He  had 
been  advised  to  have  either  sympathectomy  or 
to  go  to  Arizona.  The  blood  pressure  was 
280/140.  He  was  an  alcoholic  and  very  depressed 
mentally.  While  taking  triple  bromides  and 
thiocyanates,  the  blood  pressure  reduced  to 
220/130.  He  was  placed  on  parenteral  and 
oral  Calcibronat  therapy  and  within  two  weeks 
the  blood  pressure  came  down  to  130/80.  Has 
refused  further  medication,  and  for  at  least  two 
months  the  blood  pressure  was  normal.  This 
can  be  considered  as  an  excellent  result. 


Case  3.  White  male,  aged  55  years,  who  had 
pulmonary  emphysema,  hypertension,  and  obes- 
ity. He  had  retired  from  a law  practice.  The 
blood  pressure  was  well  over  200  systolic  when 
first  seen,  with  the  diastolic  over  100  which  per- 
sisted during  treatment  with  the  usual  sedation. 
During  two  years’  observation  while  being  given 
oral  and  parenteral  Calcibronat  therapy,  the 
blood  pressure  fluctuated  around  130/80,  but 
would  become  elevated  during  severe  emotional 
crises  to  220/110.  Good  result. 

Case  4.  White  female,  aged  70  years,  whose 
blood  pressure  was  260/140.  There  were  no  find- 
ings to  substantiate  a diagnosis  of  malignant  hy- 
pertension. While  on  Calcibronat  oral  therapy, 
the  blood  pressure  came  down  to  160/110  but 
the  patient  refused  to  cooperate  further.  Signs 
of  bromism  developed.  She  was  given  intrave- 
nous injections  of  Calcibronat  for  two  weeks 
with  little  change  in  the  blood  pressure.  The 
blood  pressure  returned  to  the  original  levels. 
Poor  result. 

CONCLUSIONS 

1 . Calcium-bromine  galactogluconate  is  an 
effective  agent  in  the  symptomatic  treatment  of 
benign  hypertension,  either  alone  or  as  adjunct 
to  other  therapy. 

2.  It  appears  to  be  more  effective  and  less 
toxic  than  the  usual  bromides  or  barbiturates. 
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EFFECTIVENESS  OF  TREATMENT  OF  ALLERGIC 

DERMATOSES 

REDFORD  A.  WILSON,  M.  DA 
Tucson,  Arizona 


D ISCUSSION  of  this  subject  before  a group 
such  as  this  one  seems  to  presuppose  illus- 
trious success  in  the  treatment  of  these  disor- 
ders. I am  allotted  ten  minutes  and  if  I stick 
strictly  to  these  “illustrious  successes”  in  my 
own  practice,  I have  been  allotted  far  too  much 
time.  T have  the  impression  I am  not  alone  in 
the  difficulties  caring  for  these  patients  but  T 

Read  before  the  Southwest  Allergy  Forum,  April,  1949.  El  Paso. 
Texas. 

’-Thomas-Davis  Clinic. 


might  be  alone  in  publicly  admitting  it  so  frank- 
ly. There  are  probably  very  few  here  who  would 
care  to  boast  of  their  lack  of  failures. 

The  very  difficulty  of  the  problem  makes  it 
all  the  more  imperative  for  us  to  discuss  it 
frankly,  to  admit  the  inadequacy  of  our  current 
treatment  and  to  try  to  improve  our  procedures. 
I shall  not  make  this  a review  of  literature;  by 
and  large,  we  all  read  the  same  literature.  T 
shall,  however,  lean  heavily  on  a very  delightful 
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and  enlightening  article  by  Rostenberg  of  Chi- 
cago. 

Allergic  dermatoses  can  include:  eczematous 
reactions  of  the  contact  type,  atopic  or  flexural 
eczemas,  urticaria,  drug  eruptions,  dermatophy- 
tids,  and  others. 

Our  study  today  should  first  be  more  con- 
cerned with  the  atopic  type  of  sensitivity.  I 
shall  use  Dr.  Rostenberg’s  definition — “Atopy 
is  the  genetic  predisposition  toward  the  develop- 
ment of  certain  allergic  states,  characterized  by 
the  immediate  wheal  type  of  reaction  and  medi- 
ated by  a particular  antibody  known  as  the 
Prausnitz-Kustner  antibody.”  Very  frequent  la- 
this condition  begins  with  the  familiar  picture 
of  infantile  eczema,  which  persists  with  varying 
degrees  of  intensity  until  the  child  is  about  two 
years  of  age.  At  that  time  there  is  often  ameli- 
oration, sometimes  complete  and  without  any 
reeurrence — but  not  always.  The  eruption  con- 
tinues, or  it  may  recur  intermittently  later  in 
life,  as  a drier,  more  lichenified  lesion.  Simul- 
taneously with  the  exacerbation  of  skin  lesions, 
there  may  occur  other  atopic  illnesses — asthma 
and/or  hay  fever. 

In  the  infantile  type  of  eczema  there  often  can 
be  found  offending  allergens  in  the  form  of  con- 
tactants,  inhalants  or  foods — any  one  or  all  may 
be  operative  in  any  case.  Occasionally,  the 
parents  can  correctly  identify  the  offender,  such 
as  exacerbation  caused  by  a certain  food  or  gar- 
ment. Unfortunately,  it  is  usually  not  so  easy 
and  it  will  tax  the  ingenuity  of  the  best  of  us 
to  determine  and  eliminate  the  cause.  Skin  tests 
may  be  of  value  and  certainly  are  worthy  of  trial. 
Passive  transfer  tests  are  often  more  enlighten- 
ing and  accurate  than  direct  skin  tests;  positive 
reactions  obtained  by  this  method  are  usually 
more  dependable  and  reliable  than  the  direct. 

Our  responsibility  does  not  end  with  the  find- 
ing of  one  or  many  positive  skin  reactions.  As 
in  all  other  allergic  management,  we  must  fol- 
low the  patient  to  know  if  these  positive  reac- 
tions represent  the  actual  offender,  a routine 
too  familiar  to  all  of  you  to  go  into. 

The  topical  treatment  of  these  infants  requires 
continuous  and  diligent  care.  The  dermatologist 
is  far  better  trained  in  its  use  than  the  allergist, 
and  much  more  capable  of  using  it  than  we  are. 
The  prevention  of  scratching  by  loose-fitting 
garments,  curtailing  the  use  of  the  hands  by 
card-board  immobilization  of  the  elbows  and. 


rarely,  active  restriction  of  the  hands  is  a funda- 
mental part  of  the  management. 

Soothing  wet  dressings  prove  valuable  when 
the  lesions  are  exudative ; pastes  and  ointments 
when  they  are  drier. 

Cleansing  is  best  accomplished  by  the  use  of 
simple  vegetable  or  mineral  oils.  Soaps  are  inter- 
dicted. Soapless  detergents  may  be  tried.  They 
must  be  tried  cautiously,  however,  since  they 
may  be  sensitizers,  and  are  too  drying  if  the 
cleansing  process  lasts  too  long. 

The  infant  frequently  overcomes  the  condition 
at  the  age  of  about  two  years.  If  there  is  a re- 
currence, the  condition  is  likely  to  be  drier,  with 
lichenification.  The  patient  is  now  treated  the 
same  as  an  adult.  Again  we  make  every  effort 
to  identify  the  offending  allergens.  Foods  are 
a particular  suspect  and  every  effort  is  made  to 
locate  the  offenders.  Skin  tests,  trial  diets, 
Rowe’s  elimination  diets  and  food  diaries  may 
be  necessary  before  one  is  able  to  identify  the 
offender.  Ingested  drugs  must  always  be  kept 
iu  mind  as  a possible  factor  in  the  etiology  of 
this  condition. 

Here  we  often  encounter  the  case  in  which  we 
eliminate  all  the  identifiable  allergens,  use  ade- 
quate hyposensitization  to  those  factors  which 
cannot  be  eliminated  but  the  “malady  lingers 
on.  " Of  course,  it  can  be  said  all  the  offending 
material  has  not  been  identified  and  this  is  prob- 
ably the  explanation,  but  many  patients  do  ap- 
parently fail  to  respond  to  what  we  believe  is 
good  allergic  management,  and  it  is  this  fact 
that  makes  us  feel  discouraged  about  allergic 
treatment  of  this  condition.  I quote  Rostenberg 
again — “individuals  with  this  disorder  in  a high 
percentage  of  cases  (50-60)  give  multiple  im- 
mediate wheal  reactions.  Occasionally,  but  ap- 
parently quite  rarely,  individuals  with  this  dis- 
order improve  on  elimination  of  or  desensitiza- 
tion to  the  substances  which  yield  immediate 
wheal  reactions.” 

This  point  is,  of  course,  crucial.  He  says,  re- 
ferring to  Sulzberger,  “despite  the  fact  that  he 
(Sulzberger)  champions  the  atopic  position  of 
this  dermatitis,  he  states  that  in  general  he  has 
not  been  able  to  verify  the  patient’s  statement 
with  regard  to  the  actual  role  played  by  sus- 
pected factors.  He  has  never  seen  and  knows 
of  no  successful  production  of  the  dermatitis  by 
exposure  to  these  same  substances  during  derma- 
titis free  periods.”  He  goes  on  to  state,  “it  has 
been  impossible  regularly  to  effect  a cure  by  the 
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removal  of  .suspected  substances.”  Cooke,  iu  a 
study  of  hospital  cases,  found  that  the  feeding 
of  foods  to  which  the  patients  were  skin  reactive 
never  had  the  slightest  influence  on  the  atopic 
dermatitis  itself.  The  patients  who  were  fed  the 
foods  to  which  they  were  wheal  reactive  might 
develop  asthma,  urticaria,  or  gastro-intestinal 
upsets,  but  never  the  dermatitis.  It  would  ap- 
pear then  that  the  substances  to  which  these  pa- 
tients give  immediate  wheal  reactions  are  not 
of  etiologic  import  for  the  skin  eruption. 

The  experiences  of  the  foregoing  authors  are 
in  accord  with  my  personal  experiences  in  the 
case  of  atopic  dermatosis.  By  far  the  majority 
of  my  patients  have  shown  multiple  whealing 
responses  to  cutaneous  and  intracutaneous  test- 
ing,  but  I can  recall  not  a single  one  whom  I 
was  able  to  relieve  by  the  application  of  allergic 
management  based  on  the  results  of  these  skin 
tests.  Benefit  is  sometimes  derived  from  this 
type  of  management,  but  this  benefit  is  not  ade- 
quate to  control  the  disease  of  the  skin  satis- 
factorily. 

During  the  active  course  of  the  disease  flare- 
ups  may  be  induced  by  exposure  to  the  antigen, 
and  improvement  may  be  accomplished  by  the 
elimination  of  the  antigen,  but  not  relief,  satisfac- 
tory to  the  patient  or  to  me.  Because  of  this  fact 
and  of  the  experience  of  others  cited  above,  I 
take  a very  pessimistic  view  of  the  effectiveness 
of  the  allergic  management  of  atopic  derma- 
toses. Judicious  use  of  topical  medications  and 
x-ray  therapy  is  required  to  effect  adequate  re- 
lief, and  all  too  often  the  application  of  all 
three  methods  leaves  much  to  be  desired. 

It  is  certainly  questionable  whether  the  eczema- 
tous lesions  of  contact  dermatitis  represent  the 
same  immunological  factors  operative  in  the  so- 
called  atopic  dermatitis.  The  clinical  course, 
the  appearance,  the  sites  of  predilection  are  dif- 
ferent. There  is  a high  incidence  of  familial 
and  personal  history  of  atopic  dermatitis  but 
this  is  usually  not  true  of  the  conditions  in  the 
patients  with  eczematous  contact  type. 

The  contact,  type  merits  more  mention.  Patch 
tests  are  often  positive  and  give  information 
that  is  useful  in  the  care  of  these  patients.  When 
we  are  able  to  identify  the  offending  agent  by 
history  and  patch  tests,  removal  of  this  material 
from  the  environment  of  the  patient  usually 
brings  about  a marked  improvement  in  the  le- 
sion, and  re-exposure  frequently  will  cause  an 
exacerbation  of  the  condition. 


After  finding  the  offending  substance,  the 
treatment  of  this  condition  requires  avoidance 
of  this  material  and  appropriate  topical  treat- 
ment. Little  is  accomplished  by  treatment  by 
immunological  methods. 

Before  leaving  the  subject  of  contact  derma- 
titis and  atopic  dermatitis,  a word  should  be 
said  about  anti-histaminic  drugs.  When  these 
drugs  were  released  on  the  market,  much  was 
anticipated  with  regard  to  the  treatment  of 
these  two  conditions.  It  did  not  take  long,  how- 
ever, to  learn  of  the  disappointment  that  was  in 
store.  The  drugs  seemed  to  influence  very  little 
the  course  of  the  disease.  They  were  said  to 
alleviate  the  itching  considerably ; even  this  hope 
was  not  founded.  There  may  be  some  allevia- 
tion of  the  pruritus  but  it  is  not  adequate.  Some 
of  them  have  a very  considerable  sedative  ac- 
tion and  through  this  action  they  do  their  great- 
est good.  The  sedative  action  plus  whatever 
anti-pruritic  effect  they  may  have,  and  plus  the 
fact  that  they  are  less  likely  to  be  allergenic  than 
some  other  sedative,  often  make  them  the  seda- 
tive of  choice,  especially  in  children. 

Under  the  subject  of  allergic  dermatoses  we 
must  include  urticaria,  acute  and  chronic.  The 
readiness  with  which  the  acute  types  disappear 
spontaneously  makes  them  a much  simpler  prob- 
lem than  the  chronic  type.  Very  often  the  cause 
and  effect  of  the  offending  agent  is  so  obvious 
that  no  concerted  search  is  necessary.  It  is  in 
urticaria  that  the  anti-histaminic  drugs  have 
their  greatest  usefulness.  They  usually  will 
greatly  shorten  the  course  of  the  acute  type,  and 
make  it  very  much  more  easily  tolerated  by  tin1 
patient.  Often  they  will  hold  the  chronic  type 
under  control,  but  it  is  well  known  that  they 
are  not  curative. 

In  chronic  urticaria  we  should  strive  to  find 
the  allergen  that  is  responsible,  assuming  there 
is  one.  And  we  must  assume  there  is  one  until 
we  have  exhausted  every  means  of  finding  it. 
It  is  well  known  that  the  skin  tests  which  react 
by  whealing,  notwithstanding  the  fact  that  the 
lesion  of  urticaria  is  the  wheal,  rarely  lead  to 
the  discovery  of  the  offending  allergen  in  this 
disease.  Too  frequently  the  reactions  are  not 
positive,  or  even  when  they  are,  are  not  signifi- 
cant in  the  etiology  of  the  urticaria.  AVe  must 
go  on  in  search  of  focal  infections,  ingestion  of 
drugs,  and  most  certainly  for  some  psychogenic 
cause  for  the  condition. 

This  discussion  should  not  be  closed  without 
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a brief  mention  of  drug  reactions.  They  are  too 
many  to  enumerate,  but  the  one  that  occupies 
us  mostly  of  recent  years  is  the  reaction  to  peni- 
cillin and  other  antibiotics.  They,  like  other 
drugs,  can  manifest  themselves  in  a variety  of 
conditions,  but  those  which  interest  us  most  as 
allergists  are  the  urticarial  reaction  and  the 
more  severe  serum  sickness  type  of  reaction 
with  its  many  and  varied  symptoms  and  mani- 
festations. 

The  treatment  for  this  kind  of  reaction,  I 
believe,  is  first  and  foremost  the  use  of  anti- 
histaminic  drugs.  They  do  not  always  control 
the  condition  but  do  represent  the  best  single 
agent  at  our  disposal.  When  these  drugs  do 
not  control  the  reaction,  we  fall  back  on  the 


numerous  other  methods  of  treatment  that  have 
been  used  with  good  results  often,  viz : nicotinic 
acid,  Vitamin  K,  intravenous  alcohol,  intrave- 
nous procaine  (which  I think  is  distinctly  dan- 
gerous) and  the  others  with  which  you  are 
familiar. 

Finally,  in  summary,  I am  sure  I have  added 
nothing  new  to  our  ideas  of  the  efficacy  of  the 
treatment  of  allergic  dermatoses.  From  the 
standpoint  of  allergic  treatment  1 am  frankly 
discouraged  and  pessimistic,  and  feel  that  our 
best  approach  is  concerted  effort  by  the  aller- 
gist and  dermatologist  with  the  emphasis  placed 
on  the  dermatologist. 

REFERENCES 

Rostenberg.  Adolph,  Jr.:  "Cutaneous  Allergic  Disorders.”  M. 
Clin.  North  America,  Vol.  : p . (Jan.)  1949. 


Dear  Doctor: 


• Read  the  advertising  pages 


• • Manifest  your  interest  by 

correspondence  and  patronage 


Support  those  firms  who 
advertise  in  your  state  Journal 


Vol.  7,  No.  1 


Arizona  Medicine 


41 


Arizona  Medicine 

Journal  of 

ARIZONA  MEDICAL  ASSOCIATION 


Vol.  7 January,  1950  No.  1 


EDITORIAL  BOARD 

Frank  J.  Milloy,  M.  D._ —.Editor-in-Chief.  Phoenix 

Harold  W.  Kohl.  M.  D..  Assistant  Editor Tucson 

ASSOCIATE  EDITORS 

Leslie  B Smith,  M.  D Phoenix 

R.  Lee  Foster.  M.  D Phoenix 

Wm.  H.  Cleveland.  M.  D Phoenix 

Arie  C.  Van  Ravenswaay,  M.  D Tucson 

H.  D.  Cogswell,  M.  D - Tucson 

W.  H.  Oatway,  Jr.,  M.  D Tucson 

Louis  G.  Jekel,  M.  D Phoenix 

COMMITTEE  ON  EDITING  AND  PUBLISHING 

Walter  Brazie,  M.  D Kingman 

R.  Lee  Foster,  M.  D Phoenix 

D.  E.  Nelson,  M.  D _ Safford 

ADVERTISING  AND  SUBSCRIPTION  OFFICES 
J.  N.  McMEEKIN,  Business  Manager,  401  Heard  Building 
Phoenix,  Arizona 
Eastern  Representative 
Cooperative  Medical  Advertising  Bureau 
535  N.  Dearborn  St..  Chicago 


Cditorial £ 


“We  Guarantee ” 

The  medical  profession  is  invested  with  the 
duty  and  privilege  of  furnishing  adequate  physi- 
cian service  to  every  member  of  the  public  at 
a price  that  the  individual  can  afford  to  pay. 

The  expression  “adequate  physician  service” 
is  employed  here  instead  of  “adequate  medical 
care”  because  the  latter  involves  in  addition  to 
the  services  of  physicians,  nursing  service,  hos- 
pitalization, medication  (drugs),  proper  housing 
(including  modern  sanitation)  suitable  clothing, 
and  adequate  nourishment.  Supplying  and  dis- 
tributing these  goods  and  services  is,  obviously, 
the  obligation,  not  only  of  the  doctors,  but  of 
all  persons  employed  in  these  fields  of  endeavor, 
and  indirectly,  of  all  public-spirited  citizens. 

Few  if  any  doctors  will  disagree  with  the  pre- 
cept stated  above,  and  therefore,  all  or  nearly 
all  will  be  interested  in  programs  which  have 
been  placed  in  operation  in  several  parts  of  the 
country  by  recognized  medical  organizations, 
programs  which  are  designed  to  provide  the  type 
of  service  to  which  the  public  is  entitled. 

The  Colorado  Plan  (the  rules  of  which  are 
printed  elsewhere  in  this  number  of  Arizona 
Medicine)  provides  a method  by  which  the  pub- 
lic may  obtain  satisfaction  in  its  dealings  with 


members  of  the  medical  profession  when  such 
satisfaction  has  not  been  readily  forthcoming. 

The  Alameda  (California)  County  Plan  is 
more  ambitious,  and  aims  to  accomplish  the  fol- 
lowing things : Furnish  emergency  physician 

service  at  all  hours ; enable  the  patient  to  budget 
his  income  and  amortize  his  debts  for  physician 
services ; help  to  prevent  and  settle  malpractice 
claims;  help  the  doctor  collect  his  bills;  and,  in 
general,  improve  public  relations. 

In  the  final  analysis  both  plans  aim  to  assure 
the  public  of  adequate  and  proper  physician 
service  at  a reasonable  cost  to  the  patient.  The 
Alameda  Plan,  it  seems,  is  better  in  that  it  at- 
tempts to  insure  these  aims  in  advance  and  avoid 
unpleasant  relations  between  the  public  and  the 
medical  profession,  whereas  the  Colorado  Plan 
merely  attempts  to  straighten  out  unhappy  situa- 
tions after  they  have  been  created.  Both  plans 
offer  the  public  something  it  has  not  always 
had — good  physician  service ; and  both  plans 
offer  the  medical  profession  something  it  has 
not  always  had — good  public  relations. 

Other  plans  have  appeared ; still  others  will 
appear.  One  may  read  about  the  Colorado  Plan 
in  this  journal,  and  about  the  Alameda  Plan  in 
the  December,  1949,  issue  of  the  Woman’s  Home 
Companion.  Every  member  of  organized  medi- 
cine should  consider  this  matter  thoroughly  and 
be  prepared  to  cooperate  to  help  improve  the 
standard  of  physician  service  in  Arizona. 

Some  day  then,  the  medical  organizations  of 
this  state  may  be  able  to  state  freely  in  public 
announcements : 

“WE  GUARANTEE  TO  DELIVER  TO 
EVERYONE  THE  PHYSICIAN  SERVICE 
HE  NEEDS  WHEN  HE  NEEDS  IT,  AT  A 
PRICE  HE  CAN  AFFORD  TO  PAY.” 


Annual  Dues  - American  Medical 
Association 

To  the  Secretaries  of  the  Constituent 
State  and  Territorial  Medical  As- 
sociations : — 

The  House  of  Delegates  of  the  American  Med- 
ical Association  at  its  meeting  in  Washington, 
D.  C.,  December  6 to  8,  1949,  adopted  amend- 
ments to  the  By-Laws  of  the  American  Medical 
Association  whereby  Division  One,  Chapter  II, 
Tenure  of  Membership,  has  been  changed  to 
read  as  follows : 
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CHAPTER  II 

Tenure  and  Obligations  of  Membership;  Dues 

Section  1. — When  the  Secretary  is  officially  in- 
formed that  a member  is  not  in  good  standing 
in  his  component  society,  he  shall  remove  the 
name  of  said  member  from  the  membership  roll. 
A member  shall  hold  his  membership  through 
the  constituent  association  in  the  jurisdiction  of 
which  he  practices.  Should  he  remove  his  prac- 
tice to  another  jurisdiction,  he  shall  apply  for 
membership  through  the  constituent  association 
in  the  jurisdiction  to  which  he  has  moved  his 
practice.  Unless  he  has  transferred  his  member- 
ship within  six  months  after  such  change  of 
practice,  the  Secretary  shall  remove  his  name 
from  the  roster  of  members. 

Sec.  2. — Annual  dues,  not  to  exceed  $25.00, 
may  be  prescribed  for  the  ensuing  calendar  year 
in  an  amount  recommended  by  the  Board  of 
Trustees  and  approved  by  the  House  of  Dele- 
gates. Each  active  member  shall  pay  said  annual 
dues  to  his  constituent  association  for  transmit- 
tal to  the  Secretary  of  the  American  Medical 
Association. 

An  active  member  who  is  delinquent  in  the 
payment  of  such  dues  for  one  year  shall  forfeit 
his  active  membership  in  the  American  Medical 
Association  if  he  fails  to  pay  the  delinquent  dues 
within  thirty  days  after  notice  of  his  delinquency 
has  been  mailed  by  the  Secretary  of  the  Ameri- 
can Medical  Association  to  his  last  known  ad- 
dress. 

Any  former  member  who  has  forfeited  his 
membership  because  of  being  delinquent  in  pay- 
ment of  tlues  may  be  re-instated  on  payment  of 
his  indebtedness. 

You  will  note  that  the  following  important 
changes  have  been  made : 

(A)  The  word  “Dues”  has  been  added  to  the 
title  of  Chapter  II. 

(B)  Chapter  II  has  been  divided  into  two  sec- 
tions. 

(C)  The  first  sentence  of  Chapter  II,  which 
read,  “Membership  in  this  Association  shall  con- 
tinue as  long  as  a physician  is  a member  of  a 
component  society  of  the  constituent  association 
through  which  he  holds  membership,”  has  been 
deleted. 

(D)  The  words  “of  the  American  Medical  As- 
sociation” have  been  added  after  the  word  “Sec- 
retary” where  clarification  is  necessary. 

(E)  The  sentence,  “An  active  member  shall 
pay  dues  or  assessments  as  may  be  prescribed 
by  the  Constitution  or  By-Laws,”  has  been  de- 
leted. 

(F)  The  words  “in  the  American  Medical  As- 
sociation” have  been  added  after  the  words 
“shall  forfeit  his  active  membership”  in  the  sec- 
ond paragraph  of  Section  2. 

(G)  The  sentence  forming  the  third  para- 
graph of  Section  2,  with  regard  to  reinstatement, 
is  a new  addition  to  Chapter  II. 


(H)  A new  paragraph,  forming  the  first  para- 
graph of  Section  2,  providing  for  annual  dues  not 
to  exceed  $25.00  has  been  added  to  Chapter  II. 

THE  HOUSE  OF  DELEGATES,  ON  REC- 
OMMENDATION OF  THE  BOARD  OF 
TRUSTEES,  SET  THE  MEMBERSHIP  DUES 
FOR  THE  YEAR  1950  AT  $25.00. 

The  full  effect  of  the  new  provisions  will  have 
to  he  studied  and  developed  during  the  next 
year.  However,  the  following  interpretations  of 
the  amended  By-Laws  are  offered  for  your  guid- 
ance at  this  time : 

(a)  Active  membership  in  the  American  Med- 
ical Association  will  continue  to  be  limited  to 
those  members  of  constituent  associations  who 

(1)  hold  the  degree  of  Doctor  of  Medicine  or 
Bachelor  of  Medicine,  and  (2)  are  entitled  to 
exercise  the  rights  of  active  membership  in  then- 
constituent  associations  as  provided  in  Article  5 
of  the  Constitution  of  the  American  Medical  As- 
sociation. 

(b)  A member  of  the  American  Medical  As- 
sociation shall  lose  his  membership  in  the  As- 
sociation when  the  Secretary  of  the  American 
Medical  Association  is  officially  informed  that 
a member  is  not  in  good  standing  in  his  com- 
ponent society  or  is  delinquent  in  the  payment 
of  the  American  Medical  Association  dues  estab- 
lished by  the  above  change  in  the  By-Laws. 

(c)  Forfeiture  of  membership  in  the  Ameri- 
can Medical  Association  due  to  failure  to  pay 
dues  will  have  no  effect  on  membership  in  the 
component  or  constituent  medical  societies  un- 
less the  component  or  constituent  societies 
amend  their  respective  constitutions  and  by- 
laws. It  is,  therefore,  possible  that  a physician 
may  be  a member  of  his  component  and  con- 
stituent societies  and  at  the  same  time  not  be 
a member  of  the  American  Medical  Association. 

(d)  The  amended  By-Laws  provide  for  the 
collection  of  the  American  Medical  Association 
membership  dues  by  the  constituent  associations 
for  transmittal  to  the  Secretary  of  the  American 
Medical  Association.  The  detailed  method  to  be 
adopted  by  each  constituent  association  will  vary 
in  each  state.  In  general,  the  method  utilized  by 
each  state  for  the  collection  of  its  own  component 
and  constituent  association  dues  should  be  fol- 
lowed. 

Some  of  the  problems  involved  in  the  collec- 
tion and  transmittal  of  dues  will  be.  considered 
in  a later  communication  to  you. 

It  is  planned  to  provide  each  member  of  the 
American  Medical  Association  a membership 
card  and  certificate  of  membership  when  his 
dues  are  paid. 

It  will  be  necessary  for  the  Secretary  of  the 
American  Medical  Association  to  notify  those 
members  who  are  delinquent  in  the  payment  of 
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their  dues,  and  this  office  will,  therefore,  require 
a complete  list  of  all  active  dues  paying  mem- 
bers. 

No  changes  have  been  made  in  the  Constitu- 
tion and  By-Laws  of  the  American  Medical  As- 
sociation with  respect  to  Fellowship.  Eligibility 
for  Fellowship  and  annual  Fellowship  dues  of 
$12.00  remain  the  same.  Under  the  present  By- 
Laws  a Fellow  will  pay  for  the  year  1950  total 
membership  and  Fellowship  dues  of  $37.00. 

The  following  members  may  be  exempted  from 
the  payment  of  the  $25.00  American  Medical 
Association  membership  dues  : retired  members  ; 
members  who  are  physically  disabled ; interns, 
and  those  members  for  whom  the  payment  of 
such  dues  would  constitute  a financial  hardship. 

No  member  should  be  exempted  from  the  pay- 
ment of  his  American  Medical  Association  dues 
who  is  not  exempted  from  his  component  and 
constituent  society  dues. 

George  F.  Lull,  M.  D. 


The  Hermosillo  Meeting' 

On  December  2 and  3 for  the  second  consecu- 
tive year  the  Medical  Society  of  Hermosillo, 
Mexico,  entertained  the  Maricopa  County  Med- 
ical Society.  The  Maricopa  County  Medical 
Society  reciprocated  last  May  and  will  return 
the  invitation  again  this  coming  spring. 

Hermosillo  is  a thriving  Mexican  city  of 
60,000  people  with  40  doctors.  It  is  one  hundred 
and  eighty  miles  south  of  the  United  States- 
Mexico  boundary  line  at  Nogales.  There  is  a 
paved  road  the  entire  distance.  The  first  sixty 
miles  of  the  road  south  of  Nogales  winds  through 
a low  mountainous  country  which  is  unusually 
picturesque.  There  are  numerous  small  culti- 
vated areas  consisting  of  citrus,  corn,  cotton, 
alfalfa  and  small  grains.  After  this  the  road 
enters  a strip  of  desert  and  is  as  straight  as  the 
eye  can  see,  with  only  an  occasional  bend,  and 
there  are  no  speed  limits.  It  is  lined  on  both 
sides  by  an  unusually  dense  desert  vegetation. 
The  last  seventy  miles  is  a continuous  forest  of 
organ-pipe  cactus.  Hermosillo  itself  is  a very 
beautiful  city  at  this  time  of  the  year  with  poin- 
settias  and  bougainvillea  in  bloom,  as  well  as 
the  many  trees  which  are  seen  in  a semi-tropi- 
cal climate.  Many  of  the  buildings  are  of  old 
Spanish  architecture,  but  there  are  numei’ous 
uew  structures  of  the  most  modern  design  and 
not  a few  very  beautiful  large  new  homes.  Being 
the  Capital  of  the  State  of  Sonora,  the  govern- 


ment buildings  are  particularly  massive  and  im- 
pressive. 

The  Medical  Society  arranged  surgical  clin- 
ics on  the  forenoons  of  both  days  and  a scientific 
meeting  the  first  evening.  Our  Mexican  neigh- 
bors excel  in  entertainment  and  hospitality. 
After  the  scientific  meeting  of  the  first  evening, 
Dr.  Ignacio  Cadena,  entertained  the  entire  group 
at  his  spacious  residence. 

A barbecue  picnic  was  held  in  one  of  the  many 
parks  on  the  afternoon  of  the  second  day  and 
on  the  last  night  the  entertainment  was  in  the 
city  casino. 

The  number  of  Maricopa  physicians  who 
availed  themselves  of  this  interesting  and  en- 
joyable trip  was  altogether  too  small. 

It  is  an  established  fact  now  that  the  only 
international  meeting  that  can  be  held  any  place 
in  the  world  today,  in  which  dissension  does  not 
prevail,  is  a medical  meeting.  This  Maricopa 
County -Hermosillo  meeting  is  an  excellent  way 
to  demonstrate  the  good  neighbor  policy  with 
our  friends  across  the  Rio  Grande.  So  let  us 
hope  that  if  this  invitation  is  repeated  next  year, 
a larger  representation  from  Maricopa  County 
will  attend. 


Mr.  Ewing's  Approach  . . . 
“An  Appeal  to  the  Pocketbook” 

There  is  ample  evidence  that  a majority  of 
physicians  believe  that  status  quo  in  medical 
practice  is  neither  possible  nor  desirable.  While 
they  are  unalterably  opjiosed  to  compulsory 
health  insurance,  they  have  supported  changes 
proposed  by  their  leaders  in  an  effort  to  make 
medical  care  more  readily  available  to  the  peo- 
ple at  a cost  within  their  means.  Some  may  not 
have  been  too  enthusiastic  about  the  proposals 
adopted,  but  at  least  they  have  done  what  was 
asked  of  them. 

By  far  the  greatest  number  of  physicians 
have  had  little  patience  with  combative  die-hards 
who  oppose  any  change.  They  resent  deeply 
those  within  their  ranks  who  stir  up  controversy 
by  appeals  to  prejudice  .They  look  with  disfavor 
upon  their  colleagues  who  resort  to  questionable 
tactics  in  opposing  a Government  system  of  med- 
ical care.  But  their  displeasure  is  equally  visit- 
ed upon  public  officials  who  resort  to  the  same 
methods. 

Oscar  R.  Ewing,  Federal  Security  Admin- 
istrator, although  vocal  on  the  subject,  has  on 
occasions  revealed  a sad  lack  of  knowledge  about 
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health  matters.  He  has  not  been  above  frankly 
appealing  to  prejudice  in  an  effort  to  gain  sup- 
port for  the  Administration’s  health  insurance 
program.  On  occasion  his  Wall  Street  back- 
ground comes  to  the  fore.  He  is  again  the  busi- 
ness man  driving  a bargain. 

An  example  of  the  latter  were  statements 
made  by  him  in  an  address  before  the  National 
Association  of  Retail  Druggists  last  September. 
As  usual,  he  had  nothing  good  to  say  for  the 
American  Medical  Association.  That  was  to  be 
expected  because  he  and  the  A.M.A.  have  been 
“feudin’  ’’  for  some  time  now.  What  surprised 
your  Observer  was  not  Mr.  Ewing’s  bid  for 
NARD  support  of  the  Administration 's  health 
insurance  scheme,  but  that  his  appeal  was  based 
on  increased  profits  for  druggists. 

Listen  to  this! 

“.  . . . the  President’s  health  program  is  not 
simply  a series  of  isolated  recommendations. 
It  is  a carefully  formulated  plan  of  operation 
for  which  all  the  constituent  elements  are  essen- 
tial if  the  plan  is  to  click.  National  health  in- 
surance and  the  distribution  of  medical  pur- 
chasing power  is  a very  important  element.  It 
is  the  animating  factor  which  gives  life  and  vital- 
ity to  the  whole  project. 

“In  all  this  I do  not  see  how  the  retail  druggist 
can  fail  to  profit  enormously.  As  to  your  own 
status  under  National  health  insurance,  there 
is  nothing  which  would  in  any  way  disturb  your 
present  method  of  doing  business.  You  are,  of 
course,  aware  that  only  the  unusually  expensive 
drugs  and  medicines — those  not  ordinarily  han- 
dled over  most  drug  counters — would  be  paid 
for  out  of  the  National  insurance  fund.  For  the 
rest,  you  would  have  exactly  the  same  cash  reg- 
ister relationship  with  your  customers  that  you 
do  now. 

“But  that  relationship,  it  seems  to  me,  should 
be  a very  happy  one.  With  literally  millions  of 
additional  patients  seeking  out  doctors  for  medi- 
cal advice,  your  volume  in  drugs  and  medicines 
should  show  a corresponding  gain.  Certainly, 
the  more  patients  there  are  seeking  medical  ad- 
vice, the  more  customers  there  will  be  handing 
their  prescriptions  across  your  counters.  And 
certainly  there  is  no  reason  to  suppose  that,  for 
their  minor  ills,  the  American  people  will  give 
up  their  well  entrenched  habits  of  relying  on 
tested  and  useful  proprietary  remedies.  My  own 
guess  is  that  in  such  an  expanded  market  you 
will  sell  more  aspirin  and  more  mineral  oil. 


“Beyond  this,  your  customers  as  a whole  will 
have  relatively  more  money  to  spend  for  drugs 
and  medicines  than  they  do  now.  And  this  is 
something  I think  most  of  you  gentlemen  may 
have  overlooked.  In  the  event  of  an  illness,  all 
doctors’  and  hospital  bills  will  be  met  out  of 
the  insurance  fund.  No  patient  will  have  to 
worry  about  these  expenses.  For  that  reason, 
the  cost  of  ordinary  drugs  and  medicines  will 
present  much  less  of  a problem  to  the  average 
pocketbook.  In  fact,  it  would  be  the  only  medi- 
cal cost  that  would  require  outright  money  in 
hand.  As  a consequence,  there  would  be  far 
less  tendency  to  economize  on  drugs  than  if  it 
represented  only  one  of  the  many  and  heavy 
expenses  of  a serious  illness.  And  for  your  pur- 
poses, gentlemen,  that  should  be  all  to  the  good.’’ 

The  druggists  were  not  taken  in  by  the  Fed- 
eral Security  Administrator’s  promises.  Mr. 
Robert  L.  Lund,  President  of  the  St.  Louis  Col- 
lege of  Pharmacy,  called  it  “an  appeal  to  the 
pocketbook  rather  than  to  principle,”  which  it 
certainly  was. 

Reprinted  from  “In  and  Out  of  Focus — Ob- 
server,” Medical  Annals  of  the  District  of 
Columbia. 
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Arizona  Medical  Problems 

CONSULTATION  AND  CASE  ANALYSIS 


ARIZONA  MEDICINE  again  presents  an 
unsolved  and  difficult  case  from  the  prac- 
tice of  Arizona  physicians,  with  the  Case- 
Analysis  and  comments  of  a specially-chosen 
and  nationally-known  Consultant. 

Any  physician  who  has  an  undiagnosed 
case  which  has  defied  other  methods  of  solu- 
tion may  send  it  for  consideration.  The  case 
should  be  completely  worked  up,  but  an  ed- 
itor will  help  compose  the  report.  When- 
ever the  need  for  an  answer  is  urgent,  the 
Consultant’s  reply  will  be  sent  direct  to  the 
submitting  physician,  before  publication. 

Please  send  communications  and  data  to 
Dr.  W.  H.  Oatway,  Jr.,  123  S.  Stone  Avenue, 
Tucson,  Arizona,  or  care  of  The  Editor,  Ari- 
zona Medicine. 


The  current  case  is,  without  auy  quibbling, 
not  only  difficult  but  tricky.  It  is  an  assignment 
in  medical  gymnastics.  It  is,  furthermore,  a 
problem  with  a solution  which  will  be  supplied, 
most  properly,  at  the  end  of  this  section. 

The  CONSULTANT  for  the  case  is  Dr.  Stan- 
ley R.  Edwards,  a physician  in  private  practice 
in  Los  Angeles,  a member  of  the  staffs  of  sev- 
eral hospitals  in  that  city,  and  an  instructor  in 
medicine  at  the  University  of  Southern  Cali- 
fornia. 

Dr.  Edwards  represents  the  type  of  physician 
who  might  see  a patient  such  as  will  be  described, 
and  who  is  perfectly  qualified  to  make  a fast, 
accurate  analysis  of  the  case.  He  received  his 
M.  D.  from  the  University  of  Wisconsin,  took  an 
interneship  at  the  Medical  College  of  Virginia 
at  Richmond,  and  then  had  a four  year  residency 
in  internal  medicine  at  the  Wisconsin  General 
Hospital.  He  has  written  medical  reports  on 
esoteric  subjects,  and  among  his  professional 
connections  is  membership  in  the  American  Col- 
lege of  Physicians. 

CASE  NUMBER  XXII 

The  patient  is  a white  woman,  32  years  of  age. 
She  was  a native  of  Texas,  has  lived  in  numerous 
states  as  the  wife  of  an  army  officer,  and  came 
to  Arizona  several  weeks  ago  because  of  the 
climate. 

The  patient  has  had  a known  bronchiectasis 
for  many  years,  and  a brother  is  said  to  have  a 
similar  condition.  About  a year  ago  the  lower 
lobe  of  her  right  lung  was  removed  at  an  eastern 
army  hospital,  and  she  recovered  slowly,  due  to 
an  infection  of  the  chest  wall.  She  is  not  sure 
if  all  of  the  diseased  tissue  was  removed  on  the 


right,  but  said  that  the  doctors  suspect  bronchi- 
ectasis of  a lesser  degree  at  the  left  base. 

She  called  a physician  for  the  first  time  in  Ari- 
zona because  of  a ‘cold’  which  had  not  cleared, 
and  a severe  headache  which  had  been  present 
for  24  hours.  She  was  in  bed,  and  appeared  quite 
ill  and  uncomfortable.  She  had  a fever  of  101 
degrees,  complained  of  abdominal  distress,  and 
had  vomited  twice  in  the  preceding  two  hours. 
There  was  an  occasional  chuckly  cough,  and  a 
pint  jar  was  half-full  of  a muco-purulent  sputum 
— her  recent  average  expectoration  for  a day. 
The  headache  was  generalized,  and  had  not  re- 
sponded to  aspirin  or  empirin  compound.  She 
had  been  given  an  enema  with  fair  results. 

At  bedside  examination,  her  color  was  pallid 
and  her  skin  was  moist.  Her  respirations  were 
24  per  minute,  and  regular,  and  the  pulse  was 
regular  at  104  per  minute.  The  special  senses 
were  normal,  the  reflexes  were  all  slightly  hyper- 
active, there  was  general  tenderness  to  light  per- 
cussion on  the  head  and  posterior  cervical  area, 
but  the  neck  was  not  stiff.  The  breath  sounds 
over  the  right  lung  were  distant  and  there  were 
no  rales;  on  the  left  side  there  were  intermittant 
coarse  moist  rales  at  the  base,  which  cleared  on 
the  raising  of  secretions.  The  abdomen  was 
slightly  tender  throughout,  and  there  were  some 
tympanites,  but  there  was  nothing  unusual  or 
suggestive  in  the  findings. 

The  patient  then  recalled  that  about  7 or  8 
weeks  previously  she  had  been  ill,  had  seen  a 
gynecologist,  and  he  had  been  puzzled  by  “a  low- 
er abdominal  condition”  (accompanied  by  malaise 
and  headache).  He  had  given  her  a “sulfa  drug”, 
and  warned  her  to  come  back;  she  took  the  pills 
for  a few  days,  felt  better,  and  did  not  return 
because  of  personal  affairs.  The  story  could  not 
be  clarified  further. 

The  impressions  included  bronchiectasis  of  the 
left  lung  base,  post-lobectomy  pleural  thickening 
on  the  right,  dehydration  and  undernutrition, 
and  an  acute  respiratory  infection.  A central 
nervous  system  lesion  could  not  be  ruled  out. 

It  was  decided  to  start  sulfa-diazine  by  mouth 
at  once,  with  alkalis  and  fluids  as  tolerated.  A 
nurse  was  obtained  to  help  and  observe  the  prog- 
ress overnight.  Codeine  and  an  ice-cap  were  used 
for  the  headache. 

At  7 A.  M.  the  next  morning  a report  was  tele- 
phoned that  the  temperature  was  102  degrees,  she 
had  failed  to  keep  most  of  the  medication  down, 
the  headache  was  unchanged,  and  she  had  be- 
come slightly  deaf  in  the  left  ear. 

The  patient  was  immediately  sent  by  ambu- 
lance to  the  hospital,  where  she  could  be  exam- 
ined and  treated  more  quickly  and  carefully. 
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QUESTIONS : 

1.  What  is  the  most  probable  diagnosis? 

2.  What  diagnostic  measures  should  be  at- 
tempted first ? 

3.  Could  you  suggest  a plan  of  therapy  ? 

4.  Is  the  episode  of  two  months  previous  of 
any  significance? 

# * * M.  D.,  Tucson. 

ANALYSIS  AND  ANSWERS:— 

1.  What  is  the  most  probable  diagnosis? 

Brain  abscess  is  the  most  likely  possibility,  in 

view  of  the  past  and  present  bronchiectasis. 

A mycotic  infection  of  the  lung,  such  as  toru- 
losis, histoplasmosis,  or  coccidiosis,  and  trans- 
mitted to  the  brain,  is  also  a possibility. 

Bronchiectasis  is  frequently  accompanied  by 
severe  sinusitis,  and  is  likely  to  flare  up  with  a 
“cold",  so  one  would  think  of  a severe  sphe- 
noidal sinusitis;  a frontal  sinusitis  with  erosion 
of  bone  should  give  more  localization  of  pain 
in  the  face  or  forehead  and  more  meningeal 
signs. 

Another  diagnosis  which  must  be  considered, 
especially  in  view  of  the  warning  that  the  ca  ( 
is  a tricky  one,  is  an  entity  not  connected  with 
her  past  ills — an  infect ional  meningitis,  sue  a 
that  caused  by  the  meningococcus  or  pneumo- 
coccus. A meningitis  caused  by  tuberculosis  or 
some  other  systemic  disease  is  not  impossible. 

2.  What  diagnostic  measures  should  be  at- 
tempted first? 

A white  blood  cell  and  differential  count  may 
be  done  to  quickly  differentiate  the  pyogenic 
from  the  non-pyogenic  infecting  agents. 

A spinal  tap  should  be  done  at  once.  Direct 
smears  may  indicate  the  causative  organism. 
Cultures  should  also  be  made,  and  the  media 
might  include  Sabouraud’s  for  the  mold-fungi 
group,  and  tryptose  broth  under  CO2  for  bru- 
cella if  the  smear  is  not  diagnostic. 

A blood  culture  would  seem  to  be  indicated  for 
diagnosis,  and  to  guide  therapy  in  case  of  a 
bacteremia. 

These  tests  could  be  completed  soon  after  the 
patient  was  admitted  to  the  hospital.  The  next 
reasonable  diagnostic  step  would  be  to  repeat 
the  questions  so  that  a better  delineation  of  the 
symptom  sequence  might  be  obtained.  Oft  times, 
by  casting  the  net  again,  the  diagnosis  may  be 
caught  up. 

3.  Could  you  suggest  a plan  of  therapy? 

Since  this  patient  seems  acutely  ill  with  a 

serious  condition  apparently  due  to  an  infec- 


tion, it  would  be  logical  to  attempt  to  combat 
the  infection  either  with  large  doses  of  one  of 
the  sulfa  drugs  or  a combination  of  anti-biotics 
in  adequate  doses  as  soon  as  the  spinal  tap  and 
blood  culture  is  obtained. 

At  the  present  time,  a combination  of  penicil- 
lin and  streptomycin  would  be  quickest  and  the 
method  of  choice.  As  we  know  more  about  them, 
Aureomycin  or  Chloromycetin  may  offer  an  ad- 
vantage. 

This  blanket  type  of  therapy  should  not  be  be- 
gun, however,  until  specimens  for  the  diagnostic 
procedures  have  been  obtained. 

The  specific  treatment  for  the  condition  will 
depend  upon  what  diagnosis  is  established.  If  it 
is  a brain  abscess,  it  will  require  the  service  of 
a neurosurgeon.  Certain  types  of  meningitis 
would  require  a shift  in  drugs  from  the  “shot- 
gun" to  the  “rifle."  Meningococcal  infections 
still  respond  well  to  the  sulfonamides. 

4.  Is  the  episode  of  two  months  previous  of 
any  significance  ? 

It  might  be.  The  previous  illness  could  have 
been  unconnected  with  the  present  episode,  or  it 
might  have  been  the  early  manifestations  of  an 
infection  which  was  temporarily  aborted.  Such 
' ‘btuation  has  been  reported,  with  as  many  as 
five  meningeal  recurrences  of  meningococcal  or 
pneumococcal  infections. 

A disease  occurring  in  a woman  who  had  been 
traveling  from  place  to  place,  which  was  char- 
acterized by  severe  malaise,  abdominal  pains, 
and  vague  abdominal  findings,  which  responded 
temporarily  to  sulfadiazine  but  recurred  in  the 
brain,  might  be  brucellosis.  And  brucellosis  be- 
comes at  least  a suspected  condition.  The  diag- 
nostic tests  and  the  early  therapy  should  de- 
termine the  point. 

Stanley  R.  Edwards,  M.  D., 

676  S.  Westlake  Avenue, 

Los  Angeles,  6,  California. 

# * # 

(The  actual  diagnosis  which  was  made  by  a 
smear,  and  later  culture,  from  the  spinal  fluid 
was  meni ngocoecic  meningitis.  It  was  coinci- 
dental to  the  patient’s  lung  disease,  which  sim- 
ply confused  the  diagnostic  view.  It  was  later 
learned  that  a neighbor  child  had  also  had  the 
disease  a week  or  so  previous,  and  that  the 
patient’s  child  had  a diplococcus  in  the  throat 
which  disappeared  after  treatment  with  sulfa- 
diazine. The  patient  recovered  in  a few  days 
after  treatment  with  intravenous  sulfadiazine.- — 
The  Editor.) 
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PHOENIX  CLINICAL  CLUB 

Massachusetts  General  Hospital 
Case  Record  No.  33221 


First  admission : A forty-two-year-old  house- 
wife entered  the  hospital  because  of  vaginal 
bleeding. 

The  patient  had  been  in  excellent  health  until 
six  months  before  entry,  when  she  had  first  no- 
ticed slight  generalized  weakness  anti  easy  fatig- 
ability. Three  months  later  an  unusually  pro- 
longed and  profuse  period  had  occurred,  and  she 
had  subsequently  had  some  intermittent  inter- 
menstrual  bleeding  associated  with  abdominal 
cramps,  gradually  increasing  in  severity.  She 
had  also  had  occasional  hot  flashes.  During  the 
next  to  the  last  period,  which  occurred  four 
weeks  before  entry,  she  used  ten  to  fifteen  nap- 
kins a day  and  passed  some  blood  clots.  Abdom- 
inal cramps  were  again  seArere,  and  she  had  one 
episode  of  “cold  sweats”  and  fainting.  Since 
then  she  bled  almost  every  other  day,  requiring 
as  many  as  ten  napkins  a day.  Six  days  before 
entry  she  began  to  bleed  constantly,  passing 
some  small  clots,  and  on  the  day  before  entry  she 
passed  a clot  the  size  of  a fist.  During  the  three 
days  before  entry  she  occasionally  had  chilly 
sensations  and  fainted  several  times.  There  had 
been  no  pain  or  headaches. 

The  patient  had  begun  to  menstruate  at  the 
age  of  sixteen  years,  and  until  the  present  illness 
the  periods  had  always  been  regular,  occurring 
every  twenty-six  to  twenty-eight  days  and  last- 
ing for  five  or  six  days.  They  had  always  been 
somewhat  profuse.  She  had  had  six  children,  the 
eldest  of  whom  was  twenty-six  years  and  the 
youngest  fourteen  years  of  age.  In  the  two 
months  before  entry  she  had  lost  about  10 
pounds.  She  had  not  had  intercourse  for  eight 
months  before  entry. 

Physical  examination  revealed  a pale,  some- 
what obese  woman.  The  heart,  lungs,  and  ab- 
domen were  normal.  There  was  a slight  cys- 
tocele  and  first-degree  procidentia.  There  was 
a bloody  discharge  from  the  cervix.  The  uterus 
was  about  twice  the  normal  size  and  in  third- 
degree  retroversion. 

The  temperature,  pulse  and  respirations  were 
normal.  The  blood  pressure  was  130  systolic,  70 
diastolic. 

Examination  of  the  blood  disclosed  a red-cell 
count  of  3,300,000  with  12.0  gm.  of  hemoglobin, 
and  a white-cell  count  of  5400  with  60  per  cent 
neutrophils.  A blood  Hinton  test  was  negative. 
The  urine  was  normal. 

On  the  third  hospital  day  a total  hysterectomy 
was  performed.  The  cervix  was  bilaterally  ulcer- 
ated and  contained  some  small  Nabothian  cysts. 
The  uterus  measured  10  by  4 by  3 cm.,  and  the 
myo-metrium  was  studded  with  firm  yellowish- 
orange  nodules,  1 or  2 mm.  in  diameter.  The 
endometrium  was  reddish  orange  and  1 mm. 


thick  except  at  the  fundus,  where  a 1.5  cm.  poly- 
poid mass  was  present.  The  pathological  diag- 
nosis was  neurofibromas  of  the  myometrium. 
The  patient  recovered  uneventfully  and  was  dis- 
charged on  the  seventeenth  hospital  day. 

Second  admission  (two  years  later)  : Follow- 
ing discharge  the  patient  continued  to  complain 
of  weakness.  She  also  had  slight  stress  inconti- 
nence, which  was  the  presenting  complaint.  The 
weight  had  increased  from  149  pounds  at  the 
time  of  the  first  admission  to  158  pounds. 

The  physical  findings  were  essentially  un- 
changed. The  hemoglobin  was  15.0  gm.,  and  the 
white-cell  count  5400.  The  urine  was  normal. 

On  the  fourth  hospital  day  an  interior  colpor- 
rhapliy  and  a perineorrhaphy  were  performed. 
The  postoperative  course  was  uneventful,  and 
the  patient  was  discharged  on  the  fifteenth  hos- 
pital day. 

Third  admission  (fourteen  months  later)  : For 
several  months  after  the  operation  the  patient 
was  well  and  continent  of  urine.  Then,  slight 
incontinence  returned.  Also,  she  continued  to 
suffer  from  weakness  and  fatigue.  Iron  pills 
prescribed  by  a physician  were  of  no  avail.  For 
ten  months  she  had  had  occasional  attacks  of 
nausea  and  cramps  in  the  “pit  of  the  stomach.” 
These  episodes  usually  came  within  thirty  min- 
utes to  an  hour  following  a meal.  She  had  no 
intolerance  to  fatty  foods.  She  also  complained 
of  increasing  constipation  and  frequent  hot 
flashes  and  jittery  spells  lasting  about  fifteen 
minutes  at  a time.  She  had  lost  about  ten  pounds 
in  weight  despite  progressive  enlargement  of 
the  abdomen  for  several  months. 

On  physical  examination  the  patient  appeared 
chronically  ill.  The  lungs  were  clear.  The  ab- 
domen was  protuberant  and  tympanitic.  Peris- 
talsis was  active.  A large,  poorly  defined,  some- 
what moveable,  hard,  slightly  tender  mass  filled 
most  of  the  right  lower  and  middle  portions  of 
the  abdomen.  It  was.  ovoid  in  shape,  with  its 
long  axis  parallel  to  the  long  axis  of  the  body, 
arose  in  the  pelvis  and  extended  to  the  umbil- 
icus. A smaller  cystic  mass  was  felt  in  the  left 
pelvis,  and  there  was  a mass  dissecting  down  be- 
tween the  rectum  and  the  vagina. 

The  temperature  was  102. 5°F.,  the  pulse  120, 
and  the  respirations  25.  The  blood  pressure  was 
120  systolic,  75  diastolic. 

Examination  of  the  blood  revealed  a hemo- 
globin of  11.2  gm.  and  a white-cell  count  of 
15,500  with  89  per  cent  neutrophils.  The  non- 
protein  nitrogen  was  25  mg.  and  the  serum  pro- 
tein 6.7  gm.  per  100  c.c. 

The  urine  gave  a two  plus  test  for  albumin. 
The  sediment  from  a catheterized  specimen  con- 
tained 3 red  cells  and  20  white  cells  per  high 
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power  field.  Cultures  showed  abundant  colonies 
of  colon  bacilli. 

X-ray  examination  disclosed  an  area  of  hori- 
zontal linear  density  in  the  left  lower-lung  field. 
There  were  a number  of  rounded,  calcified  areas 
with  centers  of  decreased  density  in  the  right 
upper  quadrant  of  the  abdomen.  A rounded  cal- 
cified mass,  3 cm.  in  diameter,  was  present  in 
the  left  upper  quadrant.  The  kidneys  appeared 
normal  in  position  and  size,  the  right  being 
slightly  larger  than  the  left.  Both  excreted  in- 
travenous dye  promptly,  and  the  urinary  pas- 
sages on  the  left  appeared  normal.  There  was  a 
marked  accumulation  of  the  dye  in  the  right 
kidney  two  hours  after  injection  and  moderate 
dilatation  of  the  right  pelvis,  calyxes  and  upper 
right  ureter.  Both  ureters  were  displaced  later- 
ally by  what  appeared  to  be  a lobulated  mass 
about  13  cm.  in  diameter  in  the  midpelvis.  This 
compressed  the  upper  border  of  the  bladder.  A 
second,  rounded  mass  about  11  cm.  in  diameter 
was  lying  over  the  upper  border  of  the  sacrum 
on  the  right.  These  masses  were  rather  sharply 
defined,  smooth  and  free  of  calcification.  A 
barium  enema  showed  no  evidence  of  intrinsic 
bowel  disease. 

On  the  sixth  hospital  day  an  operation  was 
performed. 

DISCUSSION 
Dr.  Robert  S.  Flinn: 

Six  months  before  entry  to  the  hospital  this 
patient  began  to  be  weak.  Three  months  later 
she  had  a profuse  but  apparently  regular  month- 
ly period  following  which  intermenstrual  bleed- 
ing began.  On  admission  to  the  hospital  her 
uterus  was  found  to  be  twice  the  normal  size 
with  third  degree  retroversion.  At  the  time  of 
operation  the  myo-metrium  was  studded  with 
firm,  yellowish  orange  nodules,  one  or  two  milli- 
meters in  diameter.  A polypoid  mass  was  pres- 
ent at  the  fundus. 

Three  years  and  two  months  later  the  patient 
continued  to  suffer  from  weakness  and  fatigue. 
A large,  poorly  defined,  movable,  hard,  slight- 
ly tender  mass  filled  most  of  the  right  lower 
and  middle  portions  of  the  abdomen.  A small 
cystic  mass  was  felt  in  the  left  pelvis  and  there 
was  a mass  dissecting  down  between  the  rectum 
and  the  vagina.  On  the  sixth  hospital  day  an  op- 
eration was  performed  and  we  are  supposed  to 
guess  what  was  found  at  operation. 

Although  there  are  many  conditions  arising 
in  the  uterus  and  ovaries  which  might  produce 
these  masses,  such  as  carcinoma  of  the  body  of 
the  uterus;  epidermoid  carcinoma  and  adeno 
carcinoma  of  the  cervix;  benign  and  malignant 
cyst  of  the  ovaries  and  inflammatory  cysts,  in- 


cluding ovarian  abscess  and  tuberculous  abscess, 
it  appears  that  the  diagnosis  rests  between  chorio- 
nepithelioma  and  endometriosis.  Chorionepitli- 
elioma  is  a rare  malignant  disease  which  occurs 
in  women  over  40  years  of  age  and  is  accom- 
panied by  irregular  uterine  bleeding.  Hydatidi- 
form  moles  frequently  precede  the  development 
of  chorionepithelioma.  While  it  is  said  to  always 
immediately  be  preceded  by  pregnancy,  it  has 
been  found  to  arise  months  or  even  years  after 
a full  term  labor;  an  abortion  or  an  ectopic  preg- 
nancy. In  rare  cases,  a chorionepithelioma  may 
disappear  spontaneously  without  treatment. 
However,  these  occurrences  are  exceedingly  rare 
and  usually  the  tumor  is  so  virulent  that  unless 
treatment  is  instituted,  most  patients  die  within 
one  year  from  the  time  the  symptoms  are  ob- 
served. 

In  the  patient  under  discussion,  no  pregnancy 
preceded  this  bleeding  for  some  time,  since  the 
youngest  child  was  14  and  there  is  no  history  of 
any  abortion  or  miscarriage.  The  fact  that  the 
patient  is  alive  at  the  end  of  three  years  and  a 
half  is  also  evidence  against  chorionepithelioma 
so  we  must  reluctantly  discard  this  as  a possible 
diagnosis.  This  leaves  us  with  endometriosis 
and  I am  inclined  to  hazard  a guess  that  this 
is  the  diagnosis  based  not  only  on  the  history  but 
especially  on  the  description  of  firm,  yellowish, 
orange  nodules  in  the  myometrium  which  were 
diagnosed  as  sarcoma. 

The  development  of  our  knowledge  concerning 
misplaced  endometrial  tissue  and  the  nature  of 
perforating  hemorrhagic  cyst  of  the  ovary  con- 
stitutes a fascinating  chapter  in  modern  gyne- 
cology. 

W.  W.  Russel  was  the  first  to  discover  endo- 
metrium in  the  human  ovary.  Nine  years  later 
Cohen  published  his  investigations  in  which  he 
cited  numerous  instances  in  which  uterine  epi- 
thelium had  been  found  deep  in  the  uterine 
wall.  In  11)21  Sampson  announced  that  the  en- 
dometrium was  found  in  the  ovary  quite  com- 
monly, that  well  known  perforating  chocolate 
cyst  of  the  ovary  were  often  really  of  endo- 
metrial origin  and  that  the  endometrial  masses 
in  other  situations  could  be  derived  from  the 
ovary  by  rupture  of  the  endometrial  or  chocolate 
cyst.  These  cysts  exhibit  periodic  histologic  men- 
strual phenomena,  show  decidual  reaction  dur- 
ing pregnancy,  are  subject  to  malignant  meta- 
plasia and  retrogress  after  the  cessation  of 
ovarian  function  either  by  surgery  or  the  meno- 
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pause.  Casler,  for  example,  reported  a ease  of 
a woman  who  insisted  that  she  continued  to 
menstruate  after  he  had  removed  the  uterus.  He 
told  the  woman  that  she  must  be  mistaken  but 
retracted  this  statement  when  he  found  that  she 
was  actually  menstruating  from  endometrial 
tissue  in  an  ovary  which  he  had  conservatively 
left  behind  at  the  first  operation.  The  demon- 
stration that  many  chocolate  cysts  of  the  ovary 
are  endometrial  explains  possibly  the  source  of 
some  of  the  endometrial  growths  that  are  found 
in  various  other  parts  of  the  pelvis. 

In  advanced  cases  of  ovarian  endometriosis, 
one  usually  finds  endometrial  implants  in  situa- 
tions which  are  very  difficult  to  attack  surgi- 
cally. This  is  particularly  true  of  nodules  high 
in  the  sigmoid ; the  rectovaginal  septum ; the 
cervix ; the  uterosaeral  ligiments  and  the  blad- 
der. The  effort  to  remove  these  growths  would 
enormously  increase  the  gravity  of  the  operation 
and  open  a way  for  all  manner  of  post-operative 
complications.  Furthermore,  since  these  condi- 
tions are  benign  and  since  their  activity  is  en- 
tirely dependent  upon  the  stimulus  of  ovarian 
tissue,  no  effort  is  made  to  extirpate  them  when 
the  procedure  entails  notable  complications  or 
risks.  In  such  cases,  the  complete  removal  of 
the  ovaries  almost  invariably  reduces  such  ectopic 
endometrial  tissue  to  a state  of  complete  inactiv- 
ity. 

In  1943  James  R.  Goodall  of  McGill  published 
a classic  study  on  endometriosis  and  divides  en- 
dometriosis of  the  uterus  into  the  mixed  and 
stromatous  types.  The  endometrial  overgrowth 
is  generally  composed  of  both  the  glandular  and 
stromatous  constituents  of  the  endometrium  in 
normal  relations  but  these  two  elements  often 
lose  their  normal  relative  proportions  and  at 
times  we  may  find  such  endometrial  hyperplasia 
made  up  chiefly  of  glandular  elements  with  a 
minimum  of  stroma,  while  in  other  cases  are 
grossly  made  up  wholly  of  stroma  cells.  When 
cuttings  made  from  the  stromatous  endometri- 
osis are  sent  for  a diagnosis,  the  absence  of 
glands  almost  invariably  suggests  the  diagnosis 
of  sarcoma.  Goodall  describes  two  cases  of  acute 
stromatous-  endometriosis  with  restricted  malig- 
nant in  character.  One  patient,  a 57  year  old 
woman,  was  operated  upon  for  a fibroid.  A di- 
agnosis of  sarcoma  of  the  uterus  was  made.  Two 
years  later,  the  pelvis  was  filled  with  a new 
growth.  The  patient  was  treated  with  x-ray  ther- 
apy and  remained  well  for  approximately  eight 


years.  Microscopic  study  of  sections  from  all 
parts  of  the  body  revealed  endometrial  metas- 
tasis including  metastasis  to  the  lung. 

In  conclusion  it  seems  to  me  that  if  we  are  to 
accept  the  pathologist’s  diagnosis  of  a condition 
resembling  a sarcoma  at  the  time  of  operation 
and  since  stromal  endometriosis  has  not  infre- 
quently been  confounded  with  sarcoma,  and 
since  the  symptoms  of  weakness,  fatigue,  irregu- 
lar bleeding  and  multiple  abdominal  masses  so 
closely  fit  a diagnosis  of  endometriosis,  I am 
forced  to  make  such  a diagnosis  and  suggest 
that  it  is  a stromatous  type  of  endometriosis  per- 
haps with  malignant  characteristics  and  that  the 
lesions  in  the  lung  were  probably  due  to  metas- 
tatic endometriosis. 

Dr.  Paul  A.  Younge : On  the  first  admission 
the  patient  had  a cystoeele  and  a first-degree 
procidentia.  There  is  often  confusion  between 
the  terms  “prolapse”  and  “procidentia”  of  the 
uterus.  Procidentia,  as  we  use  the  term,  means 
that  the  uterus  is  outside  the  introitus. 

Dr.  Francis  M.  Ingersoll : I should  say  that 
the  uterus  was  moderately  prolapsed;  it  just 
came  down  to  the  introitus. 

Dr.  Joe  V.  Meigs:  Then  this  was  not  a pro- 
cidentia. 

Dr.  Younge : I should  say,  a second-degree 
prolapse. 

Symptoms  of  cramps  with  flowing  usually 
mean  a definite  intrauterine  lesion  such  as 
pedunculated  fibroid  or  pedunculated  adenomy- 
oma.  Occasionally,  with  dysfunctional  flowing, 
large  clots  are  passed  in  association  with  cramps, 
but  there  is  not  so  much  intermenstrual  bleeding 
as  this  patient  had.  From  the  history,  I think 
that  she  had  a submucous  pedunculated  tumor. 
Another  lesion  that  could  cause  the  symptoms 
is  a carcinoma  of  the  cervix  obstructing  the  cer- 
vical canal.  This  results  in  pain  and  intermen- 
strual  bleeding  that  is  perhaps  not  so  profuse 
as  that  in  the  case  under  discussion.  I assume 
that  dilatation  and  currettage  were  not  done 
beforehand,  since  no  mention  is  made  of  such 
procedures. 

The  uterus  that  was  removed  is  described  as 
measuring  10  by  4 by  3 cm. ; that  fact  fails  to 
substantiate  the  clinical  finding  of  a uterus  twice 
the  normal  size  because  the  measurements  are 
those  of  a normal  or  somewhat  small  uterus. 
There  was  a small  intrauterine  tumor,  which 
may  have  caused  the  symptoms  of  cramps  and 
bleeding.  The  gross  description  sounds  like  an 
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endometrial  polyp,  and  I am  mystified  by  the 
pathological  diagnosis  of  neurofibroma  of  the 
myometrium.  That  is  a completely  new  lesion 
of  the  uterus  as  far  as  I am  concerned,  and  I do 
not  know  its  significance.  It  is  possible  that  it 
was  a part  of  a generalized  neurofibromatosis, 
but  there  is  no  confirmatory  evidence  for  such 
a hypothesis  in  the  history  or  the  physical  ex- 
amination. 1 also  fail  to  understand  why  at  the 
first  operation  nothing  was  done  about  the  re- 
laxed pelvic  floor. 

On  the  third  admission  the  outstanding  symp- 
toms were  loss  of  weight,  general  debility  and 
cramps  and  nausea  after  eating.  Physical  exam- 
ination disclosed  bi-lateral  pelvic  masses,  one  of 
which  extended  up  into  the  abdomen.  The  in- 
travenous pyelogram  demonstrated  ureteral  ob- 
struction on  the  right.  The  pelvic  tumor  that 
most  frequently  causes  obstruction  in  the  urinary 
tract  is  carcinoma  of  the  cervix,  and  I have  con- 
sidered that  diagnosis  seriously  in  spite  of  the 
description  of  the  cervix  at  the  time  of  hyster- 
ectomy. The  ovaries  were  not  removed  at  the 
first  operation,  and  bilateral  pelvic  tumors  and 
gastrointestinal  symptoms  such  as  she  had  make 
one  think  of  a Krukenberg  tumor.  The  ovaries 
may  have  developed  a primary  malignant  tu- 
mor, but  carcinoma  of  the  ovary  seldom  causes 
ureteral  obstruction.  The  patient  must  have  had 
an  infiltrating  tumor  in  the  broad  ligament  ob- 
structing the  ureter,  and  we  know  she  had  an  in- 
filtration of  the  recto-vaginal  septum.  This 
again  makes  one  think  of  carcinoma  of  the  cer- 
vix, but  since  that  is  apparently  ruled  out,  my 
diagnosis  is  a Krukenberg  tumor  of  the  ovary, 
bilateral,  with  metastases  in  the  pelvis  causing 
ureteral  obstruction  and  hydronephrosis.  She 
also  had  gallstones.  I am  not  certain  what  to 
say  about  the  x-ray  findings  of  the  lungs — they 
may  have  been  due  to  a thick  interlobar  septum 
and  were  probably  not  due  to  cancer. 

Dr.  Stanley  Wyman:  The  area  of  linear  den- 
sity lies  in  the  left  lower-lung  field  just  above 
the  diaphragm.  There  may  be  some  collapse  of 
the  lower  lobe.  T think  of  ataloetasis.  This  plain 
film  of  the  abdomen,  taken  on  the  same  day, 
shows  a rounded  mass.  A second  overlying  shad- 
ow is  faintly  discernible  at  this  point,  and  a third 
round  mass  overlaps,  with  some  gas  apparently 
flowing  around  it.  The  small  areas  of  ealcifed 
ring-like  density  that  are  seen  in  the  right  upper 
quadrant  conform  to  the  configuration  of  the 
expected  site  of  the  gallbladder.  This  is  the  mass 


of  round  calcification  seen  on  the  left.  After  the 
intravenous  introduction  of  dye,  the  first  film 
shows  delay  in  excretion  by  the  right  kidney, 
presumably  due  to  the  obstructed  ureter.  The 
film  taken  two  hours  after  the  introduction  of 
dye  shows  considerable  dye  remaining  in  the 
upper  urinary  tract  on  the  right.  The  barium 
in  the  small  intestine  outlines  the  soft-tissue 
mass. 

Dr.  Younge : I did  not  realize  that  there  were 
three  pelvic  masses. 

Dr.  Wyman:  I do  not  know  whether  there  are 
three  or  whether  it  is  one  lobulated  mass. 

Dr.  Younge:  Since  one  of  the  original  lesions 
was  a neurofibroma,  I suppose  that  one  should 
consider  neurofibrosarcoma.  But  1 know  noth- 
ing about  that.  I do  not  know  what  to  expect 
benign  uterine  neurofibromas  to  be  accompanied 
by  or  followed  by,  and  I shall  omit  that  as  a pos- 
sibility and  stick  to  the  diagnosis  of  Krukenberg 
tumor. 

Dr.  Tracy  B.  Mallory:  The  diagnosis  of  neuro- 
fibromatosis of  the  uterus  was  made  during  my 
absence  from  the  laboratory,  and  I disclaim  re- 
sponsibility. 1 do  not  wonder  that  the  pathologist 
was  puzzled  by  the  sections.  This  is  from  the  poly- 
poid tumor  in  the  uterine  cavity  and  shows  a few 
widely  dispersed  endometrial  glands  separated 
by  exceptionally  abundant  endometrial  stroma. 
In  this  stroma  were  numerous  whorls  of  excep- 
tional cellularity.  Similar  masses  of  small  spin- 
dle cells,  also  with  a tendency  to  whorl  forma- 
tion, invaded  deeply  into  the  myometrium.  The 
pattern  resembles  that  seen  in  tumors  arising 
from  nerve  sheaths,  but  I do  not  believe  that  I 
should  have  made  that  diagnosis.  1 seriously 
considered  the  possibility  of  a granulosal-cell 
tumor  primary  in  the  ovary,  but  the  apparent 
normality  of  the  ovaries  at  the  first  operation 
made  this  extremely  improbable.  I finally  decid- 
ed that  an  endometrial  sarcoma  was  the  best 
diagnosis. 

Dr.  Younge:  Could  you  exclude  leiomyosar- 
coma or  cellular  leiomyoma?  We  have  had  a 
recent  case  of  so-called  “cellular  Leiomyoma" 
in  which  the  patient  is  dying  of  metastatic  sar- 
coma. The  lesion  in  the  case  under  discussion 
may  have  been  a sarcoma. 

Dr.  Mallory:  I believe  that  one  can  rule  out 
leiomyoma  or  leiomyosarcoma,  since  these  cells 
are  tiny  spindle  cells,  much  smaller  than  muscle 
cells. 
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A large  benign  chronic  ulcer 
with  steep  side  walls  as  seen 
in  barium-filled  shadow  on 
the  lesser  curvature  of  the 
stomach. 


When  your  patient  is  on  a special  diet,  as  in  the  man- 
agement of  peptic  ulcer,  gallbladder  disease,  obesity, 
etc.,  there  may  be  insufficient  fecal  bulk  for  encouraging 
the  normal  peristaltic  reflex. 

AA  ETA  AA  U C I L®  is  the  highly  refined 

mucilloid  of  a seed  of  the  psyllium  group,  Plantago 
ovata  (50%),  combined  with  dextrose  (50%). 
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CLINICAL  DIAGNOSIS 

Carcinoma  of  the  ovary  ? 

DR.  YOUNGE'S  DIAGNOSIS 

Krukenberg  tumor  of  the  ovary. 

ANATOMICAL  DIAGNOSIS 

Endometrial  sarcoma  ? 

Stroma  endometriosis  (endolymphatic  fibro- 
myosis  of  Frank)  "? 

PATHOLOGICAL  DISCUSSION 

Dr.  Mallory:  Dr.  Ingersoll,  will  you  tell  what 
you  found  at  operation? 

Dr.  Ingersoll : At  operation  the  lower  half  of 
the  abdomen  was  studded  with  a polypoid  type 
of  tumor  that  had  infiltrated  the  omentum  and 
was  adherent  to  the  abdominal  wall.  In  the  pel- 
vis there  were  other  masses  of  a similar  type  of 
tumor.  It  was  not  like  any  tumor  that  I had  seen 
before.  The  omentum  and  other  tissues  seemed 
to  be  studded  with  smooth,  round  masses  of  vary- 
ing size.  We  resected  the  omentum  but  were 
unable  to  remove  the  tumor  in  the  pelvis. 

Dr.  Meigs:  Did  you  remove  the  ovaries? 

Dr.  Ingersoll : No ; the  small  bowel,  the  large 
bowel  and  everything  else  were  adherent  in  the 
pelvis. 

Dr.  Meigs : I bring  up  that  point  for  later  dis- 
cussion in  connection  with  the  treatment.  It  may 
he  important.  You  did  not  consciously  remove 
the  ovaries? 

Dr.  Ingersoll:  No. 

Dr.  Mallory:  The  Pathology  Department  wor- 
ried over  the  diagnosis  of  this  case  once  more 
for  several  weeks  after  the  third  operation.  The 
probable  clue  to  it,  I think,  was  found,  not  in 
the  original  sections  of  the  uterus,  but  in  the 
new  tumor  growth  of  the  omentum.  This  pre- 
sented a peculiar  appearance — multiple  nodules 
of  varying  size,  some  less  than  a millimeter  in 
diameter,  of  a small,  spindle-cell  neoplasm, 
which  was  projecting  into  and  growing  in  the 
lumen  of  spaces  lined  with  endothelium  that 
seemed  to  he  tremendously  dilated  lymphatic  ves- 
sels. The  tumor  corresponds  entirely  in  its  histo- 
logic appearance  to  a group  of  lesions  that  were 
reported  some  years  ago  by  Frank1  at  the  Mount 
Sinai  Hospital  under  the  title  of  “endolymphatic 
fibromyosis  of  the  uterus.’’  The  same  tumor  has 
unquestionably  been  called  by  other  names.  I 
am  quite  sure  that  it  has  been  referred  to  at 
times  as  stromal  endometriosis,  and  in  certain 
respects  it  suggests  that  condition.  We  have  had 


a case  in  the  old  records  of  the  hospital  that  Dr. 
Meigs2  studied  some  years  ago  and  illustrated  in 
his  book.  I suggest  that  he  say  something  about 
it. 

Dr.  Meigs : When  I ran  across  this  tumor  in 
going  over  the  histologic  sections  in  the  labora- 
tory, I called  it  a “leiomyosarcoma  invading  a 
fibroid.”  Dr.  GoodalU  and  later  Dr.  James 
Miller4  of  Hartford,  reported  a stromal  endo- 
metrium, having  all  the  characteristics  seen  in 
this  picture.  This  picture  in  my  hook,  which  was 
drawn  without  knowledge  of  what  it  was,  dem- 
onstrates the  small  worm-like  nodules  growing 
in  the  lymphatic  vessels  of  the  fibroids.  Our  case 
was  undoubtedly  a stromal  endometrium  invad- 
ing lymphatic  vessels  and  was  similar  to  Dr. 
Miller’s  case. 

May  I ask  Dr.  Ingersoll  if  x-ray  treatment  was 
given?  In  certain  cases  of  stromal  endometrio- 
sis, even  though  the  tumor  appears  extremely 
malignant,  with  extensive  invasion  of  the  lym- 
phatic vessels,  x-ray  treatment  has  been  effective, 
presumably  as  the  result  of  abolishing  ovarian 
function.  If  this  patient  received  x-ray  treat- 
ment, what  happened  to  her? 

Dr.  Ingersoll : She  was  extremely  ill  through- 
out her  stay  in  the  hospital,  and  we  gave  an  un- 
favorable prognosis,  not  knowing  what  type  of 
tumor  she  had.  She  received  a total  of  4100  r 
during  a three  weeks  period.  When  seen  in  my 
office  four  months  later  she  looked  well.  All 
the  masses  have  disappeared  except  the  one  in 
the  recto-vaginal  septum. 

Dr.  Meigs:  That  is  what  Goodall  and  Miller 
state:  that  x-ray  treatment,  not  of  the  tumor 
but  of  the  gonads,  may  perform  the  miracle  that 
seems  to  have  been  performed.  This  tumor  and 
the  one  in  the  hook  are  similar.  My  patient  also 
is  living  and  well,  after  a total  removal  of  the 
genital  organs.  It  looked  as  if  she  could  not  live 
when  one  saw  the  tumor  masses,  hut  she  did. 

Dr.  Ingersoll  : One  of  the  patients  in  Frank’s 
original  cases  responded  well  to  x-ray  treatment. 
The  tumor  had  been  incompletely  removed,  and 
following  operation  the  patient  received  x-ray 
treatment  and  survived  for  a long  time. 
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RX,  DX,  AND  DRS. 

By  Guillermo  Osier,  M.  D. 


The  interpretation  of  WHAT  AN  ELEPHANT 
IS  depends,  as  usual,  on  where  you  stand  and 
who  you  are.  . . . The  House  of  Representatives 
sent  its  Committee  on  Interstate  and  Foreign 
Commerce  to  England  and  Sweden  to  observe 
that  famous  elephant,  governmental  medical 
service.  . . . In  general  the  elephant  looked  large 
and  white  to  them.  Most  of  the  eleven  members 
do  not  like  elephants.  Some  of  them  were  will- 
ing to  look  at  the  elephants,  but  others  never 
want  to  see  one  again.  Their  opinions  did  not 
depend  much  on  whether  the  congressmen  were 
Democrats  or  Republicans.  . . . Only  one  lawmak- 
er really  found  many  good  points  in  the  critter, 
and  he  was  sold  on  it  before  he  went  abroad. 
Even  he  admitted  that  elephants  have  an  awfully 
large  appetite. 


About  a year  ago  the  growing  list  of  ANTI- 
HISTAMINE DRUGS  was  printed  in  this  col- 
umn. . . . Since  then  an  occasional  comment  has 
been  made  (the  reported  special  value  of  Trime- 
ton,  etc.).  . . . The  names  are  of  little  importance 
now,  at  least  for  prescription  use;  the  Food  and 
Drug  administration  has  authorized  their  public 
sale.  They  felt  that  such  a drug  as  “Neohetra- 
mine”  (Nepera  Chemical  Co.)  was  scantily  toxic 
and  safe.  . . . So,  the  devil  take  the  hindermost 
in  the  race  to  get  drugs  out  for  cold-prevention; 
“Anahist”,  “Inhiston”,  etc.,  are  only  the  begin- 
ning. . . . The  public  often  considers  doctors  to 
be  selfish  if  an  objection  is  made  to  the  release 
of  a drug,  but  IT  WOULD  BE  ULTRA-SENSI- 
TIVE IF  WE  DIDN’T  SAY  that  these  drugs  may 
not  be  entirely  harmless,  may  not  be  wholly  val- 
uable, and  may  not  always  be  taken  at  the  cor- 
rect time  by  the  public. 


Somewhere  in  the  recent  literature  may  be  a 
report  on  the  cure  of  acute  BELL’S  PALSY  by 
aureomycin.  If  so,  we  haven’t  seen  it.  . . . The 
condition  can  have  any  of  several  causes,  and 
one  of  them  may  be  a virus.  Aureomycin  has 
been  reported  as  effective  in  several  virus  infec- 
tions. . . . The  current  case  is  that  of  a girl  of 
20  years  who  “caught  a cold”  in  her  neck  during 
a chilly  change  in  the  weather.  The  immediate 
result  was  a right  posterior  cervical  neuralgia, 
and  two  days  later  an  abrupt  paralysis  in  the 
right  facial  distribution  occurred.  . . . The  con- 
dition was  afebrile,  and  the  nose,  mouth,  and 
throat  were  normal.  It  was  decided  to  try  a four- 
day  course  of  aureomycin,  and  the  drug  was 
tolerated  without  toxicity.  . . . On  the  third  day 
the  paralysis  decreased;  at  the  end  of  a week  it 
was  two-thirds  gone;  by  the  tenth  day  it  had 
cleared.  This  is  sooner  than  the  most  rapid  re- 


covery noted  in  the  literature,  which  usually  re- 
quires weeks  to  months.  . . . One  case  is  too  few 
for  an  article,  but  just  right  for  this  paragraph. 


Less  than  a year  ago  the  early  use  of  aureomy- 
cin was  described  in  this  column.  . . At  about  the 
same  time  a case  of  amebiasis  was  analyzed  by 
Dr.  Lindskog  in  the  “Arizona  Medical  Problems” 
section.  . . . Six  months  later  McVay  has  reported 
the  apparent  effectiveness  of  AUREOMYCIN  IN 
AMEBIASIS.  It  cleared  the  stools  of  both  cystic 
and  trophozoite  forms  of  Endameba  histolytica 
and,  with  very  high  blood  levels,  could  be  of 
value  in  extraintestinal  lesions  such  as  liver  ab- 
scess. . . . The  usual  precautions  against  drawing 
conclusions  from  one  case  are  again  added. 


Bryant  and  colleagues  at  Ann  Arbor  have  de- 
vised a simple  URINALYSIS  which  can  be  used 
in  the  home  to  regulate  the  use  of  a LOW-SALT 
DIET.  It  tests  the  sodium  chloride  excretion  by 
use  of  potassium  chromate,  to  which  silver  ni- 
trate is  added  by  drops.  The  end-point  is  clear 
cut  and  diagnostic. 


NEEDLE-BIOPSY  OF  THE  LIVER  has  a pre- 
cise, valuable  place  in  diagnosis  of  liver  lesions — 
especially  the  diffuse  ones.  The  complications 
before  recently  have  been  somewhat  prohibi- 
tive. . . . R.  C.  Cogswell  and  colleagues  of  Cin- 
cinnati now  report  403  attempts  on  345  patients 
with  no  serious  reaction,  and  with  only  24  fail- 
ures to  obtain  adequate  material.  . . . Though  the 
entrance  was  usually  made  transpleurally,  only 
two  pneumothoraces  occurred.  Bleeding,  the  pre- 
vious bugaboo,  Avas  rare,  due  to  selection  of  cases 
and  routine  use  of  vitamin  K after  the  pro- 
cedure. . . . We  have  always  Avondered  Avhy 
a needle  could  not  be  constructed  to  alloAv 
the  tissue  to  be  AvithdraAvn,  folloAving  Avhich  a 
small  core  of  coagulating-foam  could  be  insert- 
ed through  the  carrier  needle  and  left  in  situ. 
Probably  it  isn’t  feasible  or  (hoavJ  necessary. 


Adults  who  develop  MUMPS  have  always  had 
a phobia  about  its  complications,  and  it  has 
been  a real  hazard  to  army  groups,  etc.  . . Hoyne, 
Diamond,  and  Christian  have  demonstrated  in 
Chicago  that  2 mg.  of  diethylstilbestrol  daily  by 
mouth  reduces  the  incidence  of  ORCHITIS 
from  one  in  four  cases  to  one  in  twenty-five. 
It  also  relieves  the  condition  in  three  to  five 
days  once  it  has  occurred. 


Here  is  another  progress  note  on  REPLACE- 
MENTS FOR  RESECTED  LUNGS.  . . . Claggett 
and  colleagues  at  the  Mayo  Clinic  previously  re- 
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ported  a trial  of  sealed  lung-sliaped  bags  made 
of  polythene  and  lucite;  they  filled  the  space 
and  prevented  a mediastinal  shift  in  dogs,  but 
polythene  bags  broke  and  lucite  bags  fit  poor- 
ly. . . . The  “Proceedings”  for  October  12th  re- 
ports the  use  (by  the  same  authors)  of  a plastic 
sponge  material  (“Ivalon”)  which  is  derived 
from  formalinized  polyvinyl  alcohol.  It  has  been 
trimmed  to  fit  the  hemithorax  in  dogs,  faced  with 
a polythene  sheet  medially,  and  sutured  in  place 
to  the  lateral  chest  Avail.  It  is  soaked  in  peni- 
cillin before  insertion.  . . . The  post-operative 
condition  has  been  good;  no  inflammatory  reac- 
tion has  occurred;  the  medial  and  diaphragm 
surfaces  haAre  de\reloped  an  avascular  collagenous 
coating;  the  sponge  is  adherent  to  the  thoracic 
Avail;  and  the  interstices  in  the  sponge  become 
lined  Avith  a single  layer  of  tissue,  like  vascular 
endothelium.  . . . They  feel  that  it  is  ready  for 
trial  in  humans — and  avc  hear  that  more  than 
one  surgeon  is  trying  it. 


A District  of  Columbia  physician  has  been  rude 
enough  to  give  a report  entitled  “ATOMIC 
BOMBS  OVER  WASHINGTON.”  He  made  things 
even  more  sanguine  and  graphic  by  adding  to 
his  analysis  and  speculation  several  diagrams  of 
the  city,  with  “zero  points”  of  attack,  and  zones 
of  possible  effect.  He  completes  the  gruesome 
picture  by  deriving  the  number  of  casualties 
which  would  occur  with  an  attack  at  the  most 
vulnerable  time  (5  A.M.,  Sunday,  July  6,  1952 — 
before  dawn  on  a hot  morning  after  Fourth  of 
July  week-end!). 


Brief  notes  on  odd  effects  of  the  neAV  ADRE- 
NAL CORTEX  HORMONE,  — ACTH  has  been 
found  by  Torda  and  Wolff  of  Cornell  to  produce 
a partial,  prolonged  (3  months  or  more ) remis- 
sion in  myasthenia  gravis.  A return  to  the 
normal  neuro-musculo-chemical  balance  followed 
a preliminary  x’elapse  of  five  days  after  ther- 
apy. . . . Boland  and  Headley  of  Los  Angeles 
have  found  the  changes  in  arthritis  from  corti- 
sone to  be  accompanied  by  a mental  stimulation. 
Electroencephalographic  studies  shoAved  an  in- 
crease in  the  frequency  of  the  alpha  AvaAres. 


A new  medical  journal  has  a new  section  which 
is  interesting.  . . . “POSTGRADUATE  MEDI- 
CINE”, the  journal  of  the  Interstate  Postgradu- 
ate Medical  Association,  has  a department  called 
“New  Drugs  and  Instruments.”  . . . The  para- 
graphs contain  a description  of  each  topic,  with 
sources,  usage,  and  precautions.  The  data  come 
from  the  manufacturers,  and  are  not  certified 
by  the  journal. 


It  may  be  neAV  to  the  outside  Avorld,  but  I’ll 
bet  they  are  already  using  it  in  Arizona!  . . . Tap- 
lin,  in  the  Annals  of  Allergy,  has  shown  that 
MICROPOWDERED  AMINOPHYLLINE  or  the- 


ophylline can  relieve  asthmatic  attacks  more 
rapidly  by  inhalation  than  when  giAren  intrave- 
nously. . . . He  used  from  5 to  <>0  mg.  in  a lactose 
vehicle,  and  obtained  good  results  in  30  of  35 
chronic  cases.  The  duration  of  relief  varied  from 
20  minutes  to  8 hours.  . . . Ncav  and  combined 
methods  for  asthma  are  usually  routine  practice 
in  Arizona  before  they  are  reported  elseAvliere. 
Sadly,  Arizonans  rarely  report  them,  though 
they  should  (and  in  “Arizona  Medicine”). 


It  may  come  as  a shock  to  physicians  who  in- 
duce PNEUMOTHORAX,  but  three  Sea  View 
Hospital  (N.Y.)  doctors  proceed  on  the  basis  of 
belief  that  all  initial  punctures  result  in  trauma, 
and  in  a leakage  of  air  from  the  lung.  . . . They 
suggest  that  the  puncture  be  done  purposefully, 
in  a controlled  manner,  with  a fine  anaesthesia 
needle.  The  regular  refill  is  then  done  a few 
hours  later,  if  fluoroscopy  has  shown  air  to  be 
present.  . . . This  all  sounds  like  defeatism,  espe- 
cially when  blunt  needles  with  lateral-tip  open- 
ings are  available. 


Whenever  Ave  become  too  specialized  or  sci- 
entific, the  presence  of  simple  symptoms  or  syn- 
dromes can  bring  us  back  to  the  basics.  . . Have 
you  thought  about  CRACKING  JOINTS  lately? 
Do  you  knoAV  their  causes?  . . . An  Oregon  physi- 
cian notes  that  the  probable  cause  is  a fibrositis; 
the  inflamed  tissue  contracts,  and  then  stretches 
Avith  a cracking  noise  when  the  joint  is  moved 
Avidely.  . . . Loav  temperatures,  high  humidity, 
and  the  ionized  air  of  storms  are  Aveather  fac- 
tors which  are  said  to  predispose.  Nasal  ob- 
struction and  catarrh  are  often  associated. 


Two  groups  have  recently  been  concerned  with 
bright  new  advances  in  the  DRUG  THERAPY 
OF  TUBERCULOSIS.  . . . Feldman  and  his  col- 
leagues at  the  Mayo  Clinic  have  shown  that  PAS 
(Para-aminosalicylic  acid)  not  only  decreased  the 
tendency  of  SM  (streptomycin)  to  produce  re- 
sistance in  tubercle  bacilli,  but  that  it  really  aug- 
ments the  action  of  SM  against  tuberculosis  in 
animals.  PAS  may  produce  a resistance  to  itself, 
but  not  unless  given  for  more  than  four  months, 
or  if  given  with  SM.  The  way  by  which  SM 
works  may  have  been  indicated  by  some  of  their 
work  with  banal  cultures,  and  other  chemicals. 
The  gathering  of  consultants  to  the  Veterans 
Administration  in  Atlanta  in  mid-November  pro- 
duced several  conclusions: — 1.  SM  is  better  than 
the  newer  dihydrostreptomycin,  and  will  be  sole- 
ly used  in  the  future.  2.  Discontinuous  dosage 
is  not  showing  good  results  ( though  many  places 
use  it).  3.  Neomycin  is  still  toxic,  probably  be- 
cause of  impurities,  and  may  harm  the  kidneys; 
it  is  not  ready  for  usage.  (Today’s  paper  reports 
its  successful  use  in  two  non-tubereulous  infec- 
tions of  the  urinary  tract.  Dr.  Bogen  of  Los  An- 
geles says  that  there  are  three  distinct  compounds 
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in  what  is  known  as  Neomycin. ) 4.  The  optimal 
closes  are  1 gm.  per  day  of  SM,  12  grams  of 
PAS;  the  best  duration  of  combined  usage  is  90 
days  (though  other  groups  like  6 to  8 weeks). 
5.  The  new  drug  of  Domagk’s,  “TB-1\  was  investi- 
gated in  Germany  by  Dr.  Hinshaw.  The  usage 
there  was  poorly  notated  and  controlled;  it 
equals  PAS  in  effect  alone,  but  not  SM;  it  may 
be  given  orally  for  many  months,  and  is  about 
as  toxic  as  sulfonamides;  it  has  a notable  effect 
on  the  larynx  and  intestinal  lesions;  it  will  have 
to  be  re-studied  here,  but  lots  of  people  want  to 
use  it  meanwhile.  ...  A San  Francisco  company 
has  made  a new  PAS,  called  PASNA,  which  con- 
sists of  stearate-coated  granules  which  are  taste- 
less, and  much  better  tolerated  than  PAS. 


If  you  want  to  confront  doubters  of  VOLUN- 
TARY HEALTH  INSURANCE  with  simple  facts, 
cite  the  growth  of  the  Blue  Cross.  . . . 1938 — 
1,000,000  subscribers;  1940 — 4,431,000;  1941 — 6,049,- 
000;  1943—10,500,000;  1945—16,511,000;  1940  — 19, 
989,000;  1947—25,870,000;  Dec.  31,  1948—33,000,000 
(not  counting  22  million  other  Americans  pro- 
tected against  hospital  expense  by  labor  union 
and  commercial  insurance  plans j.  . . . Each  year 
the  critics  had  a reason  why  the  absolute  limit 
had  been  reached.  They  were  always  wrong — 
and  perhaps  still  are. 


Probably  a majority  of  physicians  do  not  have 
reason  to  be  concerned  with  the  ills  of  children, 
or  at  least  the  RULES  OF  QUARANTINE.  . . . 
The  modern  rules  are  surprising  to  one  who  is 
not  au  courant,  and  the  recommendations  of  the 
American  Public  Health  Association  are  even 
more  radical  than  most  D.  of  H.  rules.  . . . The 
duration  of  isolation  has  been  generally  short- 
ened. The  newer  drugs,  and  a knowledge  of  etiol- 
ogy, are  the  responsible  factors.  ...  In  New  York 
City,  for  instance — SCARLET  FEVER  is  isolated 
for  one  week,  or  as  long  as  the  symptoms  last. 
The  case  is  treated  vigorously.  The  contacts  are 
given  a sulfa  drug  and  allowed  to  go  to  school. 
. . . DIPHTHERIA  is  isolated  for  five  days.  Con- 
tacts are  examined  to  see  if  they  carry  the  dis- 
ease. If  negative  they  may  stay  out  of  the  home 
and  go  to  school;  if  they  stay  in  the  home,  they 
are  isolated  as  long  as  the  sick  child.  . . . EPI- 
DEMIC MENINGITIS  is  not  quarantined  if  treat- 
ed with  modern  drugs.  Contacts  are  given  sul- 
fonamides, and  considered  safe  in  24  to  48  hours. 
. . . POLIO  cases  are  isolated  only  as  long  as  they 
have  a fever.  Contacts  are  not  quarantined, 
though  they  are  closely  observed.  . . . MEASLES 
is  treated  by  isolation  for  only  five  days  after 
the  onset  of  the  rash.  Quarantine  rules  have 
never  been  found  to  change  the  epidemiology. 
CHICKEN  POX  cases  are  now  isolated  for  only 
a week  after  the  vesicles  appear.  Crusts  do  not 
contain  the  virus,  and  are  harmless.  . . WHOOP- 
ING COUGH  is  infectious  for  less  than  two  weeks 
after  the  whoop  starts.  The  contacts  may  go  to 


school  unless  symptoms  of  a cold  occur.  . . The 
simplicity  and  brevity  of  modern  management 
is  hard  to  believe — but  easy  on  mothers. 


The  tendency  of  PENICILLIN  to  cause  re- 
actions when  used  by  the  oro-nasal  route  has 
been  noted.  It  is  being  prescribed  quite  often 
to  prevent  complications  from  the  “common 
cold.”  . . . Goldberg  reports  in  the  Ohio  State 
Medical  Journal  14  cases  of  CONTACT-SYS- 
TEMIC REACTIONS,  seen  in  a short  period  of 
time.  The  contact-type  lesions  in  females  may 
easily  be  confused  with  cosmetic  dermatitis.  . . . 
Inasmuch  as  there  are  no  warnings  of  such  a 
possibility  on  the  inhalator,  one  must  keep  the 
hazard  and  diagnosis  in  mind.  . . . Repeated  min- 
imal reactions  may  lead  to  a serious  sensitization. 


A colorful  comment  on  THE  SPEED  OF  MOD- 
ERN MEDICAL  PUBLICITY  was  written  recent- 
ly by  Steven  Spencer,  a popular  science  writer 
for  the  Saturday  Evening  Post, — “The  private 
practice  of  medicine  is  much  more  medicine  and 
much  less  private  than  it  was  ten  or  fifteen  years 
ago.  The  doctor,  striving  to  familiarize  himself 
with  and  to  evaluate  the  parade  of  new  drugs 
and  techniques,  finds  an  eager  public  looking 
over  his  shoulder  — and  sometimes  breathing 
down  the  back  of  his  neck.  Etiology,  diagnosis 
and  therapy  no  longer  form  a mystic  trinity  of 
knowledge  to  which  only  the  medical  profession 
has  access  and  which  the  patient  must  accept 
on  faith.” 


Medical  Stenography 
Medical  Paper  Preparation 


306  E.  Taylor  Phone  2-9345 

PHOENIX.  ARIZONA 


DISTRICT  NO.  1 

Arizona  State  Nurses  Ass’n. 

(CONSTITUENT  OF  THE  AMERICAN 
NURSES'  ASS’N  ) 

Nurses’  Professional  Registry 

711  EAST  MONROE  ST.  PHOENIX  4-41S1 
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Here,  in  this  new  giant  copper  kettle,  A-l  Pilsner  Beer  is  Merged 
to  the  peak  of  perfection  — 9300  gallons  of  satisfaction -packed 
goodness  at  a time. 

Modern  equipment  and  methods  . . . the  choicest  grains  and  hops 
. . . generations  of  brewing  skill  . . . slow,  patient  aging  — each 
plays  its  part  to  make  smooth,  mellow-aged  A-l  Pilsner  one  of 
America’s  finest  beers. 

Ask  for  A-l  . . . your  taste  will  tell  you  why  it’s  the  beer 
Southwesterners  prefer. 

The  gleaming  brew  kettle  is  only  one  of  the  things  you  will  want  to  see 
at  the  A-l  Pilsner  plant.  You're  cordially  invited  to  visit  us  any  weekday. 


ARIZONA  BREWING  COMPANY,  INC.  • 12th  ST.  AT  MADISON  • PHOENIX,  ARIZONA 


Yol.  7,  No.  1 
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PERSONAL  NOTES 


DR.  JOHN  R.  MOTE,  medical  director  of  The 
Armour  Laboratories  of  Chicago  visited  and  was 
interviewed  in  Tucson.  He  is  directing  research 
on  the  ACTH  hormone.  Dr.  Mote  formerly  lived 
in  Tucson,  attended  the  University  of  Arizona, 
and  graduated  from  Harvard  Medical  School.  He 
is  enthusiastic  over  the  prospects  of  help  from 
the  hormone,  which  is  known  to  be  of  benefit  in 
32  diseases,  and  is  being  used  in  research  in 
forty-five  places  in  the  United  States. 


DR.  GLEN  A.  GIBBONS  has  been  given  his 
honorable  discharge  as  an  Army  Medical  Corps 
officer. 


DR.  CLARENCE  KROEGER,  former  Pima 
County  Health  officer  and  now  serving  in  a simi- 
lar position  at  El  Centro,  California,  has  been 
named  to  a board  for  the  study  of  water  pollu- 
tion problems  in  the  Colorado  River  basin  area 
in  southern  California.  The  appointment  was 
made  by  Governor  Warren. 


The  symposium  on  “Modern  Treatment  of  the 
Bites  and  Stings  of  Small  Desert  Animals,”  pub- 
lished as  a case-analysis  in  ARIZONA  MEDI- 
CINE for  July  1948,  has  been  referred  to  as  the 
model  reference  on  antivenin  therapy  by  the 
QUERIES  AND  MINOR  NOTES  section  of  the 
J.A.M.A. 


DR.  LAWRENCE  REYNOLDS,  Editor  of  the 
American  Journal  of  Roentgenology,  Detroit, 
addressed  the  Pima  County  Medical  Society  on 
"Polyposis  of  the  Colon”  at  its  December  meet- 
ing. Dr.  Reynolds  also  spoke  before  the  staff 
and  guests  at  the  Veterans  Administration  Hos- 
pital' on  “Bronchiogenic  Carcinoma.” 


Other  speakers  at  the  weekly  V.  A.  meetings 
were  Dr.  Bert  A.  Cotton  of  Pasadena,  California, 
who  spoke  on  “Pulmonary  Resection  for  Coccidi- 
oidomycosis,” and  Dr.  Theodore  B.  Massed  from 
the  V.  A.  Hospital  in  Van  Nuys,  California, 
whose  subject  was  “The  Surgical  Treatment  of 
Hypertension;  Arterial  and  Portal.”  Dr.  Cotton 
also  spoke  at  the  V.  A.  Hospital,  Whipple,  on 
“Resection  for  Pulmonary  Tuberculosis.” 


The  plans  for  a $50,000  psychiatric  unit  at  the 
Tucson  Medical  Center  have  been  presented  to 
the  citizen  advisory  board  by  DR.  MARTIN  F. 
HEIDGEN,  the  administrator.  The  new  unit 
would  hold  between  20  and  30  patients,  and  is 
said  to  be  needed  in  the  Tucson  area.  The  state 
has  less  than  half  of  the  beds  of  this  type  which 
are  estimated  necessary  according  to  population, 
and  there  are  very  few  in  Pima  County. 


DR.  GRACE  M.  ROTH  and  DR.  DELLA  DRIPS 

of  the  Mayo  Clinic  spoke  before  the  American 
Medical  Women’s  Association  at  its  winter  meet- 
ing in  Tucson.  Thirteen  Tucson  members  were 
joined  by  thirty-two  members  from  elsewhere  in 
the  United  States.  Dr.  Roth,  who  is  secretary 
of  the  Minnesota  Heart  Association  and  of  the 
vascular  section  of  the  American  Heart  Associa- 
tion, had  as  her  subject  “The  Effects  of  Smoking 
on  the  Human  Organism.” 


DR.  J.  P.  WARD,  state  director  of  public  health, 
has  called  attention  to  the  new  school  sanitation 
code  which  has  been  adopted  by  the  state  de- 
partment. Under  the  new  code  the  lighting, 
heating,  ventilation,  water  supplies,  school 
lunch  rooms,  and  similar  facilities  will  have  to 
reach  minimum  standards.  This  will  apply  only 
to  new  construction  at  present. 

Dr.  Ward  has  been  challenged  as  to  his  auth- 
ority in  discharging  an  employee  of  the  Maricopa 
County  department  in  a suit  filed  in  superior 
court.  The  employee  was  joined  as  plaintiff  by 
DR.  PAUL  McCRACKEN,  director  of  the  county 
health  unit. 


DR.  FRANCIS  J.  BEAN,  superintendent  of  the 
Pima  County  General  Hospital,  has  been  forced 
to  new  economies  in  operation  of  the  hospital. 
The  average  census  is  below  that  of  1948,  but  the 
cost  per  patient  has  risen  steadily  from  $8.15  in 
1946-47  to  $13.83  for  the  early  part  of  the  current 
fiscal  year.  This  problem  is  a general  one. 


The  following  named  surgeons  from  Arizona 
were  made  Fellows  in  the  United  States  Chapter, 
International  College  of  Surgeons,  at  the  Convo- 
cation ceremonies  held  during  the  Fourteenth 
Annual  Assembly  of  the  College  in  Atlantic  City, 
New  Jersey,  November  7-11,  1949:  ARCHIE  E. 
CRUTHIRDS,  M.  I).,  Phoenix;  JAMES  M.  OVENS, 
M.  D.,Phoenix;  CHARLES  N.  PLOUSSARD,  M.  D., 
Phoenix;  THOMAS  WINFREY  WOODMAN,  M.D., 
Phoenix. 


DR.  KENNETH  C.  BAKER  of  Tucson,  Arizona, 
attended  the  American  Academy  Meeting  of 
Dermatology  and  Syphilology  which  was  held  at 
the  Palmer  House,  Chicago,  Illinois  from  Decem- 
ber 3,  1949  to  December  9,  1949  inclusive. 


DR,  BORIS  ZEMSKY  has  recently  addressed 
the  Tucson  Pan-Hellenic  Society  on  “Sex  Educa- 
tion in  the  Home”,  and  showed  a movie  on  social 
diseases.  Dr.  Zemsky  also  spoke  before  the  Blen- 
man  P.T.A.  on  “Human  Reproduction.” 
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Laboratory  and  X-Ray 

Diagnostic  Procedures  of  All  Types 
Clinical  Laboratory  Tests 
Basal  Metabolism 
Electrocardiography 

RADIUM  and  X-RAY 
THERAPY 

at 

Pathological  Laboratory 

507  Professional  Building1 
Telephone  3-4105 

or 

Medical  Center  X-Ray  Laboratory 

1313  North  Second  Street 
Telephone  8-3484 

PHOENIX,  ARIZONA 

★ 


W.  Warner  Watkins,  M.  D.  R.  Lee  Foster,  M.  D. 

John  W.  Kennedy,  M.  1). 

Diplomates  of  American  Board  of  Radiology 
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The  ARIZONA  TRUDEAU  SOCIETY  held  its 
annual  meeting  at  the  Westward  Ho  Hotel  in 
Phoenix  on  December  3rd.  The  society  is  a re- 
gional affiliate  of  the  American  Trudeau  Society, 
the  Medical  section  of  the  National  Tuberculosis 
Association. 

The  program  consisted  of  papers  by  DR.  BERT 
COTTON  of  Pasadena  on  “Pulmonary  Resection 
for  Carcinoma  of  the  Lung;”  by  DR.  O.  N.  SHEL- 
TON of  the  Veterans  Administration  Hospital  in 
Tucson  on  “Streptomycin  and  PAS  in  the  Treat- 
ment of  Tuberculosis,”  and  by  DR.  GEORGE 
BOONE  of  Tucson  on  “Pulmonary  Denervation 
for  Intractable  Asthma.”  There  was  also  a lunch- 
eon-business meeting. 

DR.  L.  L.  TITCHE  of  Tucson  was  elected  Pres- 
ident; DR.  HOWELL  RANDOLPH  of  Phoenix 
became  Vice-President,  and  DR.  H.  E.  KOSANKE 
of  Tucson  remained  Secretary-Treasurer. 


A panel  discussion  on  “Better  Health  for  Your 
Child”  was  held  in  Tucson  under  the  direction 
of  Frank  Williams  of  the  state  health  department. 
Among  the  members  of  the  panel  were  DR.  W.  B. 
STEEN  and  DR.  ELIZABETH  LAIDLAW  of 
Tucson.  Dr.  Laidlaw  also  attended  a meeting  of 
the  coordinating  committee  on  School  Health  in 
Phoenix  as  a delegate  of  the  Arizona  Medical  So- 
ciety. DR.  LILLIAN  B.  JOHNSTON  was  elected 
as  chairman  to  succeed  Mr.  Williams. 


A fund  of  $10,338  has  been  allotted  for  study 
of  methods  to  prevent  pollution  of  Arizona 
ground  and  surface  waters  by  the  Federal  Secur- 
ity Agency.  The  use  will  be  by  the  state  highway 
department. 


DR.  HAROLD  SCHUMACHER,  a mental  hy- 
giene consultant  for  the  United  States  Public 
Health  Service,  discussed  the  needs  for  better 
hospitalization  at  a meeting  of  the  Tucson  Rotary 
Club.  He  was  in  the  city  for  a meeting  of  the 
Council  of  Social  Agencies. 


DR.  LEWIS  H.  HOWARD  has  been  presented 
with  a request  for  action  on  the  question  of 
hazardous  ditches  in  Pima  county  by  the  county 
attorney.  The  health  department  will  take  im- 
mediate action  to  prevent  tragedies  from  un- 
fenced water-containing  ditches. 


The  UNIVERSITY  OF  UTAH  has  announced 
that  it  may  enlarge  its  college  of  medicine  so  that 
it  may  admit  students  from  Idaho,  Nevada,  and 
Arizona.  The  school  is  the  only  one  between 
Denver  and  the  Pacific  coast.  The  prompting  to 
this  step  came  from  a recent  regional  governor’s 
conference. 


The  Tucson  Sanitarium  has  been  sold  to  DR. 
W.  L.  GROW  of  San  Bernardino,  California.  It 
will  be  known  as  Palm  Lodge,  and  will  be  oper- 
ated as  a convalescent  home  for  patients  with 


chronic  non-communicable  diseases.  The  di- 
rectress will  be  Miss  Margaret  Thomas  who 
managed  the  Arizona  Elks  Hospital  for  19  years 
until  she  resigned  in  August. 


DR  EHRLING  PLATOU  of  Tulane  University 
addressed  the  Arizona  Pediatric  Society  in  Phoe- 
nix. 


DR.  HOWARD  COGSWELL  of  Tucson  read  a 
paper  on  Surgical  Pancreatitis  before  the  South- 
west Surgical  Congress  at  Houston,  Texas. 


The  drive  for  funds  to  support  the  National 
Arthritis  and  Rheumatism  Foundation  has  begun. 
The  national  president  is  DR.  W.  PAUL  HOL- 
BROOK of  Tucson.  He  has  joined  DR.  C.  E. 
BENSEMA  of  the  Tucson  Chapter,  and  other 
state  officers,  in  an  appeal  for  funds. 


The  plans  to  establish  a Rheumatic  Fever 
Foundation  in  Wickenburg  have  been  abandoned 
by  the  American  Legion  Post.  Sufficient  funds 
to  convert  the  airbase  facilities  into  a hospital 
could  not  be  raised. 


DR.  BRUCE  HART  has  announced  the  addi- 
tion of  three  new  members  to  the  staff  of  the 
Arizona  State  Hospital  in  Phoenix.  They  are: 
DR.  JACOB  SHAPIRO,  a psychiatrist  formerly 
of  the  AVashington  State  Hospital  at  Spokane; 
DR.  ALEXANDER  McIvEAN,  a psychiatrist  for- 
merly with  the  hospital  at  Fergus  Falls,  Minne- 
sota, and  DR.  M.  J.  FLATLET”,  a chest  specialist 
who  has  recently  been  at  Napa,  California. 


DR.  ONIE  WILLIAMS,  Phoenix,  attended  a 
session  of  the  California  Society  of  Pathologists, 
the  College  of  American  Pathologists,  and  Cal- 
ifornia Cancer  Commission  Friday  and  Saturday, 
December  2nd  and  3rd  in  San  Francisco. 


DR.  HARRY  CUMMING,  Phoenix,  attended  a 
meeting  of  the  American  Academy  of  Dermatol- 
ogy & Syphilology  in  Chicago,  Illinois,  starting 
December  5th. 


DR.  JESSE  D.  HAMER,  Phoenix,  was  the  Ari- 
zona delegate  to  the  A.M.A.  mid-winter  meeting 
in  Washington  December  4th  to  9th.  He  is  a 
member  of  the  Council  on  Medical  Service. 


DR.  ERNEST  A.  BORN,  Prescott,  was  elect- 
ed to  membership  in  the  American  College  of 
Surgeons. 


DR.  PAUL  McFARLAND,  Phoenix,  recently 
was  made  a diplomate  of  the  American  Board  of 
Ophthalmology. 


DR.  JOHN  GREEN,  Phoenix,  attended  the 
Western  Society  of  Electro-Encephalography 
meeting  in  San  Francisco  recently. 
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DIAGNOSTIC  LABORATORY 

JOHN  FOSTER,  M.  D.,  Radiologist  MAURICE  ROSENTHAL,  M.  D..  Pathologist 

DIAGNOSTIC  X-RAY 
X-RAY  & RADIUM  THERAPY 

CLINICAL  PATHOLOGY 
E.  K.  G.  B.  M.  R. 

Phones  8-1601  - 8-1602 

Medical  Arts  Building,  543  E.  McDowell  Road  Phoenix,  Arizona 


PRESCRIPTION 

Complete  line  of 

THE  CLINICAL  LABORATORY 

Hospital  Beds,  Crutches,  Trusses  and 

LABORATORY  HOME  SERVICE 

Surgical  Garments 

KELLY'S  PRESCRIPTION  SHOP 

504  North  Central  Avenue 

45  East-  Broadway  Phone  3-4701 

2-5413  3-1303 

TUCSON 

PHOENIX,  ARIZONA 

D.  F.  Scheigert  L.  J.  McKenna 

Auto  Radio  Experts  Sales  & Service 


THE  RADIO  MAN 


Television  Is  Here! 

Telephone  3-0161  1120  E.  Van  Buren  St. 

Phoenix,  Arizona 


ONLY 

$2.75 

POSTPAID 

NO 

C.O.D.’s 

MONEY 

BACK 

GUARANTEE 

WRITE 


tractive  symbol  of  your  profes- 
sion. Button  is  34-inch  in 
diameter,  has  safety  set  screw- 
back,  gold  plated  with  blue 
enamel  circular  border. 

ORDER  ONE  TODAY! 

Physician  Button  Co. 

Box  1265  LINCOLN,  NEBR. 


Doctors 

see 

Roy  Brooks 

about  your 
Plumbing 
and 

Heating 

PHONE  4-2215 

913  North  Seventh  St.  Phoenix,  Arizona 
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UR.  LOUIS  K.  BALDWIN,  Phoenix,  attended 
the  Pacific  Inter-Urban  Clinical  Clnh  in  Salt  Lake 
City  November  4th  and  5th. 


DRS.  HUGH  THOMPSON  and  B.  P.  STORTS, 
Tucson,  and  DRS.  W.  P.  SHERRILL  and  HENRY 
RUNNING,  Phoenix,  attended  the  American 
Academy  of  Pediatrics  meeting  in  San  Francisco 
November  12th. 


MR.  ROLLEN  IV.  WATERSON,  Oakland,  Cal- 
ifornia, will  speak  to  the  Pima  County  Medical 
Society  in  Tucson,  Tuesday,  January  9,  1950  and 
Wednesday,  January  10,  1950  to  the  Maricopa 
County  Society  in  Phoenix  on  the  Alameda  Coun- 
ty Society  Program.  He  is  the  executive  secre- 
tary of  the  Alameda  County  Medical  Society, 
which  has  an  outstanding  program. 


DR.  D.  W.  MELICK,  Phoenix,  was  elected  Pres- 
ident-Elect of  the  Maricopa  Medical  Society  at  its 
recent  meeting. 


DR.  FRANK  EDEL,  Phoenix,  was  elected  Vice- 
president  and  DR.  D.  C.  JAMES,  Phoenix,  was 
elected  Secretary-Treasurer. 


Arrangements  for  the  Southwest  Medical  As- 
sociation meeting  to  be  held  in  Phoenix  in  1950 
will  be  in  charge  of  the  following  committee  of 
Phoenix  physicians:  DR.  JOSEPH  BANK,  Chair- 
man: DR.  M.  W.  MERRILL,  Exhibits;  DRS. 
KENT  THAYER,  L.  D.  BECK,  LLOYD  SWASEY, 
JOHN  COGLAND,  PAUL  JARRETT,  CLARK 
McVAY  and  JOSEPH  GREER. 


Report  of  the  Delegate 

Washington,  D.  C.,  Clinical  Session, 
December  6-9,  1949 

Last  year  the  Clinical  Session  of  the  A.M.A. 
attracted  4,526  registered  persons  to  St.  Louis, 
Mo.,  2,200  of  whom  were  physicians.  In  Wash- 
ington, this  year,  the  registration  exceeded  8,400, 
with  4,258  physicians  in  attendance.  During  the 
four-day  scientific  session,  dozens  of  papers  of 
interest  to  the  general  practitioner  were  read, 
there  were  a goodly  number  of  scientific  and 
commercial  exhibits,  and  the  colored  and  plain 
televised  program  of  operations  and  lectures 
from  near-by  medical  centers  attracted  a full 
house  at  all  performances. 

The  registration  in  the  House  of  Delegates 
from  the  States,  Scientific  Sections,  U.  S.  pos- 
sessions and  Government  Medical  Services  was 
almost  one  hundred  per  cent.  The  House  was 
favored  by  impromptu  speeches  from  the  Secre- 
tary of  the  Canadian  Medical  Association  and 
the  National  Commander  of  the  American  Le- 
gion. 

As  usual,  activities  of  the  House  consisted  of 
receiving  reports  from  the  Officers,  Board  of 
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Trustees,  various  Councils  and  Committees  of 
the  A.M.A. , as  well  as  accepting,  modifying  or 
rejecting  reports  of  the  various  reference  com- 
mittees who  had  been  assigned  these  reports.  In 
like  manner,  commitments  of  policy  were  dis- 
cussed, determined  and  accepted  by  the  House 
by  votes  duly  made  and  seconded,  upon  resolu- 
tions presented,  covering  many  spheres  of  activ- 
ity relating  to  medical  care  and  practice. 

A brief  summary  of  some  of  the  more  im- 
portant matters  acted  upon  by  the  Officers, 
Board  of  Trustees,  Councils  and  House  of  Dele- 
gates will  be  delineated  in  this  report. 

1.  The  Board  of  Trustees  announced  formal- 
ly the  retirement  of  Dr.  Fishbein  as  Editor  of 
the  A.M.A.  Journal.  Dr.  Austin  Smith,  former 
director  of  the  Division  of  Therapy  and  Research 
and  Secretary  of  the  Council  on  Pharmacy  and 
Chemistry,  succeeds  the  former,  while  Dr.  W.  W. 
Bauer,  Director  of  the  Bureau  of  Health  Educa- 
tion of  the  A.M.A.  will  replace  Dr.  Fishbein  as 
Editor  of  Hygeia,  the  health  magazine  designed 
for  the  laity,  and  whose  name  will  soon  be 
changed  to  “Today’s  Health.” 

2.  The  House  received  its  first  report  from 
the  twelve-man  Coordinating  Committee,  which 
is  directing  the  National  Educational  Campaign, 
in  cooperation  with  Whitaker  and  Baxter.  The 
report  showed  a total  of  $2,250,000  collected  from 
last  year’s  assessment  of  which  $2,050,000  was 
budgeted  and  approved  for  campaign  expenses. 
Campaign  literature  cost  was  $1,045,614.52,  or- 
ganizational work  was  $139,415.27,  and  opera- 
tion expenses  $209,122.90,  or  roughly,  of  the 
total — 75%,  10%,  and  15%  respectively. 

3.  Upon  recommendation  of  the  Board  of 
Trustees  and  approved  by  the  Reference  Com- 
mittee on  Constitution  and  By-Laws,  the  House 
approved  by  unanimous  action  a proposal  to 
establish  dues  in  the  A.M.A.  for  its  members. 
The  fee  was  set  at  $25.00  for  calendar  year  1950. 
This  fee  is  aside  from  the  $12.00  which  mem- 
bers must  pay  for  member  Fellowships  and  sub- 
scriptions to  the  Journal  of  the  A.M.A.  Consid- 
erable discussion  was  displayed  on  the  floor  of 
the  House  relative  to  the  method  of  collection  of 
this  $25.00  membership  dues.  It  was  finally 
decided  that  the  fee  should  be  collected  by  the 
local  or  state  society  in  accordance  with  their 
own  local  custom  and  by-law  provisions.  It 
was  made  clear  by  the  Chairman  of  the  Board 
of  Trustees,  and  annodated  by  the  House,  that 
physicians  in  retirement  by  reason  of  old  age 
or  permanent  illness,  or  other  disability,  or  those 
in  financial  hardship  from  any  other  cause, 
would  not  be  expected  to  pay  the  dues.  In  case 
of  non-payment  of  dues  from  any  active  mem- 
ber, financially  able  to  meet  this  amount,  a 
question  arose  over  that  physician’s  standing  in 
his  local  medical  society.  The  Board  of  Trus- 
tees will  issue  a statement  in  this  regard  with- 
in the  near  future,  and  its  Chairman  made  it 
quite  clear  that  the  A.M.A.  does  not,  wish  to 
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• Prescription  specialists  with  an  outstanding  rep- 
utation for  utmost  accuracy  and  promptness. 

• Headquarters  for  Parke-Davis  Biologicals. 

• Immediate  attention  to  mail  order  and  long 
distance  phone  orders. 

FREE  DELIVERY 
PHONE  4-4171 

PRESCRIPTION  PHARMACY 
13  E.  MONROE 

PROFESSIONAL  BLDG.  PHOENIX 


MILLAM  & WIKLE 

STATIONERS 


22  East  Monroe 
Phoenix 

STATIONERY 

OFFICE  SUPPLIES 

OFFICE  EQUIPMENT 


cI(ainbow  Water 


A constantly  reliable  bottled  water  . . 
Pure  . . . Fresh  . . . Naturally  Soft 
Untreated  . . . Sterilized  Equipment 

Delivered.  Also  Distilled  Water. 


PHONE  2-4645 


RAINBOW  WATER  CO. 

332  East  Seventh 
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Medical  & Dental 

FINANCE  BUREAU 

407  PROFESSIONAL  BLDG.  • PHOENIX,  ARIZONA 
PHONE  4-4688 


Geo.  E.  Richardson,  Pres 


* Convenient  monthly  payments 
for  the  patient. 

*Cash  for  the  doctor. 

* Doctor  does  not  guarantee 
payment. 


AN  ETHICAL 
FINANCIAL  SERVICE 
FOR  YOUR  PATIENTS- 
FOUNDED  1936 
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jeopardize  the  privileges  of  any  physician  at 
the  local  level  who  is  a member  of  his  County 
Medical  Society.  Under  the  provisions  of  this 
action,  the  money  so  collected  will  be  used  to 
help  cover  expenses  of  the  Association  over  and 
above  the  revenues  received  from  its  publica- 
tions, in  the  promotion  of  Voluntary  Health 
Insurance  programs,  and  in  the  fight  against 
the  Administration’s  Compulsory  Health  Insur- 
ance proposals  in  Congress. 

4.  The  House  of  Delegates  approved  a joint 
statement  by  the  Council  on  Medical  Education 
and  Hospitals  and  Board  of  Trustees  regarding 
the  proposed  bill,  S-1453,  regarding  federal 
financial  assistance  to  medical  education.  This 
statement  was  quite  lengthy,  dwelling  on  pas- 
sages contained  in  a report  by  the  Senate  Com- 
mittee on  Labor  and  Public  Welfare  as  amend- 
ed. The  joint  report  alluded  to  above  and  adopt- 
ed by  our  House,  concluded  as  follows:  “Any 
program  of  grants-in-aid  to  medical  education 
has  far-reaching  implications  with  respect  to  the 
freedom  of  medical  schools.  No  program  should 
be  embarked  upon  until  the  protection  of  this 
freedom  is  absolutely  guaranteed.  The  Board 
of  Trustees  feels  that,  since  this  bill  does  not 
guarantee  such  freedom  and  since  the  bill  con- 
tains other  undesirable  features,  as  pointed  out 
by  the  Council  on  Medical  Education,  it  must 
urge  opposition  to  the  enactment  of  this  bill — 
S-1453.” 

5.  House  Bill  6000,  passed  by  the  House  of 
Representatives  in  the  closing  session  of  Con- 
gress in  1949  was  considered  by  the  Board  of 
Trustees  and  their  recommendations  heard. 
This  bill  represents  the  Administration's  ver- 
sion of  liberalization  and  extension  of  the  pres- 
ent Social  Security  Laws.  Approximately  eleven 
million  persons  are  to  be  added  to  the  rolls,  in- 
cluding self  employed,  certain  household  domes- 
tics, salesmen  and  others  (physicians  are  not 
included).  The  bill  provided  for  raising  the 
maximum  taxable  portion  of  wages  to  $3600.00. 
A new  category  of  coverage  included  in  the  bill 
is  the  section  which  provides  for  compulsory 
contributions  for  permanent  and  total  disability 
insurance,  and  the  A.M.A.  is  opposed  to  this  sec- 
tion of  the  bill,  because  it  is  believed  that  this 
provision  would  be  an  entering.wedge  for  social- 
ized medicine.  The  reasoning  behind  such  oppo- 
sition is  based  upon  the  following  premises: 
“Major  benefits  for  unemployment  which  are 
included  in  the  Social  Security  System  are 
adaptable  to  mass  administration  from  an  office 
remote  from  the  individual.  This  type  of  admin- 
istration, however,  is  not  similarly  applicable 
to  those  with  total  and  permanent  disability. 
Age,  and  in  some  instances  unemployment,  are 
conditions  over  which  the  individual  is  unable 
to  exercise  any  control,  but  total  and  permanent 
disability  often  can  be  influenced  by  the  dis- 
abled person  and  his  physician.  Initiation  of  a 
compulsory  federal  disability  program  would 


represent  another  step  toward  nationalization 
of  medical  care  and  socialization  of  the  prac- 
tice of  medicine.  If  enacted,  this  bill  would  en- 
courage further  liberalizations  which  are  not 
difficult  to  visualize,  for  example,  payment  of 
benefits  to  dependents  of  disabled  persons,  sub- 
stitution of  temporary  for  permanent  disability 
benefits  and  eventually  full  case  sickness  and 
disability  provisions.  If  such  a plan  were  fol- 
lowed, a total  national  compulsory  sickness  taxa- 
tion program  for  all  practical  purposes  would 
be  in  effect.  The  A.M.A.  recognizes  the  need 
for  assistance  to  the  disabled  needy,  but  believes 
that  this  aid  should  be  administered  always  on 
a local  level,  and  not  through  a system  of  com- 
pulsory federal  taxation  or  control.” 

6.  The  Board  of  Trustees  announced  that  the 
Campaign  Directors  and  Coordinating  Commit- 
tee will  notify  all  state  and  county  medical  so- 
cieties their  decisions  regarding  our  programs 
against  governmental  socialized  medicine  at  the 
time,  or  immediately  after  the  National  Confer- 
ence on  Medical  Service,  scheduled  for  its  meet- 
ing in  Chicago  in  early  February,  1950.  The 
Board  also  announced  the  formation  of  an  Inter- 
Association  Committee  on  Health,  whose  func- 
tion will  be  to  consider  all  current  problems  re- 
lating to  health  and  health  care.  This  Commit- 
tee is  composed  of  three  representatives  from  the 
A.M.A.  American  Dental  Association,  American 
Hospital  Association,  American  Nurses  Associa- 
tion, American  Public  Health  Association,  and 
the  American  Public  Welfare  Association. 

7.  The  House  ratified  the  revised  essentials 
for  acceptable  Schools  of  Occupational  Therapy, 
Physical  Therapy,  Schools  of  Medical  Technolo- 
gists, and  of  Medical  Record  Librarians,  as  pre- 
sented by  the  Council  on  Medical  Education  and 
Hospitals. 

8.  The  House  adopted  a resolution  approving 
the  creation  of  State  and  Local  County  Medical 
Society  Grievance  Committees,  for  the  purpose 
of  hearing  complaints  and  adjudicating  factual 
or  imaginary  injustices  on  the  part  of  the  laity 
against  physicians. 

It  directed  the  Board  of  Trustees  to  make 
appropriate  studies  for  the  creation  of  a Junior 
American  Medical  Association,  and  to  report  at 
the  next  meeting  of  the  House.  This  organiza- 
tion will  include  medical  students,  internes,  resi- 
dents and  others  not  in  actual  practice. 

The  House  adopted  a resolution  encouraging 
all  hospitals  to  establish  a section  on  General 
Practice. 

It  adopted  another  resolution  relating  to  pay- 
ment of  decent  salaries  for  full  time  public  health 
officials,  such  salaries  to  be  commensurate  with 
their  responsibilities,  cost  of  living  expenses,  and 
based  upon  salaries  paid  for  officials  in  similar 
positions. 

Another  resolution  adopted  encouraged  the 
Council  on  Medical  Service,  through  its  Corre- 
lating- Committee  on  Maternal  and  Child  Health 
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to  assist  the  American  Legion,  in  cooperation 
with  other  health  agencies,  to  assist  in  the  de- 
velopment of  a program  for  improved  child 
health  based  on  Community  Action. 

The  House  authorized  the  appointment  of  a 
committee  of  lay  persons  to  help  in  the  National 
E ducat  ion  C a mpa  i gn . 

A resolution  was  presented  to  the  House  of 
Delegates  from  Tennessee  relative  to  the  status 
of  veterans  with  non-service  connected  illnesses. 
Much  debate  was  had  before  the  Reference  Com- 
mittee and  the  House  on  this  subject.  Its  rami- 
fications are  so  varied,  and  since  many  organiza- 
tions are  legally,  as  well  as  morally  bound  up 
in  this  problem,  including  the  Governmental 
Medical  Services,  the  Veterans  Administration, 
various  veterans  organizations,  and  the  Hoover 
Report,  no  definite  establishment  of  policy  could 
be  formulated.  The  House,  however,  did  instruct 
the  Speaker  of  the  House  to  appoint  a commit- 
tee of  five  to  study  the  whole  problem  of  medi- 
cal care  of  the  veteran  with  non-service  connect- 
ed disability,  and  report  at  the  next  session. 

This  report  does  not  constitute  a complete  list 
of  all  the  activities  of  the  House.  A complete 
summary  of  the  minutes  will  be  found  in  the 
Journal  of  the  A.M.A.  issues  of  December  17. 
24,  and  31,  1949. 

Respectfully  submitted, 

J.  D.  HAMER.  M.  !)., 
Phoenix,  Arizona 
December  23,  1949. 


RULES  OF  THE  BOARD  OF  SUPERVISORS 
OF  THE 

COLORADO  STATE  MEDICAL  SOCIETY 

1.  PURPOSES  OF  THE  BOARD: 

a.  To  act  as  the  Society’s  “grand  jury”  for 
investigating  complaints  and/or  initiating 
investigations  concerning  professional 
conduct  and  ethical  deportment. 

b.  To  prepare,  for  issuance  to  the  entire 
membership  in  bulletin  form  through  the 
executive-  office,  periodic  bulletins  on 
ethical  deportment  containing  definite 
educational  advice  to  physicians  in  this 
regard. 

c.  To  initiate  and  prosecute,  just  as  would  a 
grand  jury  in  civil  procedures,  charges 
against  any  physician  deemed  by  the 
Board  guilty  of  unprofessional  conduct. 
These  charges  may,  in  the  discretion  and 
judgment  of  the  Board,  be  filed  original- 
ly with  the  Board  of  Censors  of  any  com- 
ponent society,  direct  with  the  Councilor 
of  the  appropriate  district  of  the  State 
Society,  direct  with  the  Board  of  Council- 
ors of  the  State  Society,  direct  with  the 
State  Board  of  Medical  Examiners,  or 
direct  with  any  criminal  court,  according 
to  the  nature  of  the  charges. 


d.  By  way  of  further  definition,  it  should  be 
understood  that  the  Board  of  Supervisors 
has  no  final  jurisdiction  in  a judicial  way. 
Just  as  would  a grand  jury,  it  will  receive 
and  pass  its  own  judgment  upon  evidence, 
but  it  will  not  assume  authority  to  dis- 
cipline any  physician.  It  may  at  any  time 
express  its  advice  to  a member  of  the 
Society  on  any  matter  pertaining  to  pro- 
fessional conduct. 

e.  In  pursuance  of  its  function  as  a grand 
jury  within  the  structure  of  the  Society 
the  Board  shall  have  the  power  and  auth- 
ority to  summon  members  of  the  Society 
to  appear  before  it,  either  in  connection 
with  complaints  involving  the  members 
summoned  or  as  witnesses  in  cases  involv- 
ing other  members.  In  case  any  member 
shall  fail  to  respond  to  such  summons,  the 
Board  of  Supervisors  shall  cite  the  mem- 
ber before  the  Board  of  Councilors  for 
contempt  proceedings. 

2.  Standards  of  conduct.  The  current  edition  of 
the  “Principles  of  Medical  Ethics  of  the  Amer- 
ican Medical  Association”,  as  interpreted  from 
time  to  time  by  the  Board  of  Councilors  of  the 
Colorado  State  Medical  Society  for  this  state, 
shall  be  the  final  standard  by  which  all  pro- 
fessional conduct  and  ethical  deportment  are 
determined. 

3.  Organization  of  Board.  The  Board  annually 
elects  a chairman,  a vice-chairman,  and  a sec- 
retary from  among  its  own  members.  The  By- 
Laws  of  the  Society  do  not  permit  any  mem- 
ber of  the  Board  to  participate  in  the  delibera- 
tion of  questions  concerning  the  conduct  of  a 
physician  residing  in  the  jurisdiction  of  that 
Board  member’s  component  society.  In  view 
of  this  fact  the  Vice-Chairman  will  preside  in 
all  cases  involving  a member  of  the  Chair- 
man’s district,  and  the  Vice-Chairman  will 
serve  as  Secretary  in  all  cases  involving  a 
member  of  the  Secretary’s  district.  Thus,  two 
disinterested  officers  of  the  board  will  always 
assume  these  functions.  Any  person  against 
whom  an  accusation  is  made  will  be  informed 
that  the  member  of  the  Board  residing  in  his 
district  will  not  be  present  during  the  Board’s 
deliberation  of  that  case.  However,  if  the  ac- 
cused is  willing,  the  Acting  Chairman  of  the 
Board  may,  on  occasion,  instruct  the  Board 
member  in  the  accused’s  district  to  undertake 
preliminary  investigation,  obtain  information, 
and  report  to  the  Board,  in  order  to  expedite 
proceedings  and  eliminate  unnecessary  travel. 

4.  Professional  and  Technical  Assistance: 

a.  Unless  in  a given  case  the  Board  deter- 
mines that  verbatim  testimony  should  be 
taken,  no  person  other  than  elected  mem- 
bers of  the  Board  and  any  witness  then 
being  heard  will  be  admitted  to  any 
part  of  its  proceedings  when  a complaint 
is  being  considered. 


Yol.  7,  No.  1 


Arizona  Medicine 


67 


b.  Should  it  become  necessary  in  the  opinion 
of  the  Board  to  take  verbatim  testimony 
in  any  case  the  Board  will  obtain  the 
service  of  a certified  shorthand  reporter 
licensed  by  the  State  of  Colorado  for  such 
purposes.  No  regular  employe  of  the  Soci- 
ety will  be  requested  or  permitted  to  take 
notes  or  minutes  on  such  matters. 

c.  In  the  event  the  Board  reaches  the  point, 
in  any  investigation,  where  the  Board  feels 
it  should  file  and  prosecute  charges 
against  a physician  before  any  judicial 
body  the  Board  will,  before  filing  such 
charges,  consult  with  the  regular  retained 
attorney  of  the  State  Society  to  determine 
the  sufficiency  of  the  evidence. 

5.  General  Procedure: 

a.  The  Board  will  receive  complaints  either 
verbally  or  in  writing  from  any  person, 
whether  or  not  he  or  she  be  a physician, 
a member  of  the  Society,  an  employe  of 
the  Society,  a patient  of  a physician,  or 
any  other  person,  lay  or  professional. 

b.  The  Board  will  respect  the  completely 
confidential  nature  of  any  complaint,  pro- 
vided that  any  complainant  unwilling  to 
appear  personally  before  the  Board  will 
be  given  to  understand  that  such  unwill- 
ingness prejudices  against  the  possibility 
of  the  Board  being  able  to  make  a com- 
plete investigation.  Every  complainant 
will  be  invited  to  appear  before  the  Board 
with  the  assurance  that  even  the  fact  of 
his  appearance  before  the  Board,  as  well 
as  the  origin  of  the  complaint,  will  be  kept 
confidential;  provided  however,  that 
should  any  form  of  prosecution  result  the 
Board  will  of  necessity  reveal  the  names 
of  prospective  witnesses;  even  though 
these  names  may  include  that  of  the 
complainant. 

c.  The  Secretary  of  the  Board  will  acknowl- 
edge receipt  of  all  complaints,  either  ver- 
bally or  in  writing  as  the  circumstances 
of  each  case  indicate  to  be  wiser.  The  Sec- 
retary will  likewise,  in  consultation  with 
the  Chairman,  arrange  for  meetings  of  the 
Board  with  such  frequency  as  may  be 
necessary  so  that  investigation  of  each 
complaint  is  carried  out  with  reasonable 
dispatch,  and  will  notify  complainants 
and  any  other  persons  whom  the  Board 
wishes  to  interview  concerning  meeting 
dates  and  places.  The  Secretary  will,  at 
all  times,  keep  the  Chairman  informed 
concerning  the  progress  of  investigations 
conducted  otherwise  than  at  meetings  of 
the  Board. 

d.  The  Chairman,  on  receipt  of  information 
from  the  Secretary  concerning  each  new 
complaint,  shall  determine  whether  first 


investigation  or  action  on  the  complaint 
should  be  by  the  whole  Board  at  a meet- 
ing or  by  one  or  more  members  of  the 
Board  individually.  In  most  cases  the 
Chairman  will  designate  one  or  two  mem- 
bers of  the  Board  who  are  not  residents 
of  the  same  district” as  the  physician  being 
complained  against  to  undertake  a prelim- 
inary informal  investigation,  bearing  in 
mind  the  confidential  nature  of  such  in- 
vestigations. 

e.  When  an  informal  investigation  like  that 
referred  to  next  above  has  convinced  at 
least  two  members  of  the  Board  (not  in- 
cluding the  member  in  whose  district  the 
physician  under  investigation  resides) 
that  no  disciplinary  action  is  indicated  and 
that  both  the  complainant  and  the  physi- 
cian involved  are  willing  to  accept  the 
advice  of  the  Board  for  reconciliation  of 
the  complaint,  the  advice  and  suggestions 
of  the  Board  shall  be  reduced  to  writing 
and  supplied  to  both  complainant  and  the 
physician  concerned,  over  the  signature 
of  the  acting  Chairman. 

f.  When  an  informal  investigation  like  that 
referred  to  in  “d”  above  convinces  any 
disinterested  member  of  the  Board  that 
disciplinary  action  is  indicated,  the  entire 
Board  except  the  member  whose  district 
is  involved  shall  consider  the  matter 
formally  in  meeting  before  further  action 
is  taken,  and  further  action  shall  be  deter- 
mined by  majority  vote  of  those  present. 

g.  When,  after  investigation  and  attempts  to 
effect  amicable  settlement,  the  Board  is 
unable  to  reconcile  differences  over  fees 
charged  by  a member  of  the  Society,  the 
Board  shall  by  a majority  vote  determine 
the  fee  which  it  deems  fair  and  proper. 
In  case  the  Society  member  shall  agree 
to  the  amount  so  fixed  and  shall  fail  to 
abide  by  his  agreement,  the  Board  of  Su- 
pervisors shall  cite  such  member  before 
the  Board  of  Councilors  for  contempt  pro- 
ceedings. Failure  of  the  member  to  agree 
to  such  determination  of  the  Board  of 
Supervisors  shall  constitute  grounds  for 
the  preferring  of  charges  of  unprofession- 
al conduct  under  the  principles  of  ethics. 

h.  Whenever  the  Board  determines  to  file 
charges  against  a member  of  the  Society 
with  either  a Board  of  Censors  or  the 
Board  of  Councilors,  the  charges  shall  be 
reduced  to  writing  and  filed  over  the  sig- 
nature of  two  officers  of  the  Board  and 
over  the  typed  signatures  of  all  other 
members  of  the  Board  who  have  taken 
part  in  the  proceedings. 

In  the  event  that,  in  consideration  of  a 
case  involving  complaint  against  a physi- 
cian who  is  not  a member  of  the  Medical 
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Society,  it  is  determined  that  disciplinary 
charges  should  be  filed  against  the  doctor 
with  a Board  of  Censors  or  the  Board  of 
Councilors  were  he  a member  of  the  So- 
ciety, but  it  is  also  determined  that  the 
evidence  does  not  justify  proceedings  be- 
fore the  State  Board  of  Medical  Examin- 
ers or  a criminal  court,  the  Board  shall 
reduce  its  findings  to  writing,  and  subject 
to  advice  of  legal  counsel,  shall  notify  the 
physician  concerned  of  its  findings  and 
shall  file  a copy  of  this  notice  with  the 
executive  office  of  the  State  Society  and 
the  Secretary  of  the  State  Board  of  Medi- 
cal Examiners  for  future  reference. 

i.  Both  the  original  complainant  and  the 
physician  against  whom  the  complaint 
has  been  made  will  be  furnished  with  a 
written  statement  and  explanation  of  the 
final  decision  of  the  Board  as  soon  as  pos- 
sible after  the  Board  has  completed  its 
investigation  of  the  case,  whether  (1)  the 
Board  considers  the  case  closed  or  (2)  de- 
cides to  file  charges  with  a judicial  body. 

j.  Immediately  after  each  meeting  of  the 
whole  Board,  the  officers  of  the  Board 
shall  prepare  and  deliver  to  the  executive 
office  of  the  Society,  a memorandum  suit- 
able for  inclusion  in  the  monthly  News 
Exchange,  concerning  any  non-secret 
actions  taken  or  general  advice  arrived 
at  concerning  the  status  of  ethical  deport- 
ment within  the  Society.  In  the  event 
it  is  desired  that  such  material  be  made 
the  subject  of  a special  bulletin  to  the 
entire  membership  of  the  Society,  the 
Board  shall  make  this  decision  known  to 
the  Executive  Secretary. 

k.  Whenever  the  Board  determines  that  con- 
templated actions  of  the  Board,  other  than 
bulletin  services  indicated  next  above,  will 
require  use  of  certified  shorthand  report- 
ers, telegraph  or  long  distance  telephone 
service,  travel  expense,  or  other  matters 
involving  State  Society  finances  aside  from 
routine  services  of  the  executive  office, 
the  Board  will  notify  the  Board  of  Trus- 
tees of  the  Society  through  the  Executive 
Secretary,  and  estimate  the  financial  re- 
quirements of  the  action  then  contem- 
plated. 

l.  Officers  of  the  Board  shall  keep  appropri- 
ate and  sufficient  records  of  all  of  its  final 
actions,  other  than  confidential  matters, 
and  shall  prepare  quarterly  reports  of 
progress  to  the  Board  of  Trustees  and  an 
annual  report  and  recommendations  to 
the  House  of  Delegates. 

m.  Until  further  notice,  the  Board  will  meet 
regularly  at  2:00  p.m.,  on  the  last  Saturday 
of  each  calendar  month  in  the  Executive 


Office  of  the  Society,  subject  to  the  privi- 
lege of  the  Chairman  to  postpone  any  such 
meeting  if  the  date  is  impractical. 

. . . As  revised  by  the  Board  of  Super- 
visors in  meeting  August  27,  194!) 
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NEW  BUILDING  AVAILABLE  MARCH  1st 

DOCTOR  - DENTIST  - CLINIC 

Will  plan  inside  to  suit  tenant 

Long  Lease  - Heated  - Cooled 

Space  25  x 30  or  15x30 
PREMISES 


Phone  5-4914 

SHAW  BUTTE 

SANATORIUM 

"Where  the  Desert  Meets  the  Mountains" 

Aged 

Convalescent 

MRS.  ALICE  E.  HALES 
Owner  and  Resident  Director 

1 1 407  North  1 9th  Ave. 

Phoenix,  Arizona 

MADDUX  FLYING  SERVICE 

Private  Training  - Rentals 
G.  I.  Flight  Training 

Phone  2-5686  2429  E.  Buchanan 

Phoenix,  Arizona 


WINTHROP  STEARNS,  INC. 

Local  Representative  - D.  W.  Ripley 

33  Mission  Circle  Phone  6-2978 

Phoenix,  Arizona 
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TEN-YEAR  NAVAJO  PROGRAM 

Extension  of  Remarks  of 
HON.  HAROLD  A.  PATTEN 
of  Arizona,  in  the  House  of  Representatives 

Friday,  March  11,  1949 


MR.  PATTEN : Mr.  Speaker,  only  through 
substantial  improvement  in  their  lot  can  any  last- 
ing benefits  be  given  to  the  Navajo  Indians.  The 
10-year  program  to  build  schools,  to  construct 
roads,  to  improve  the  lands  of  the  Navajo  Reser- 
vation, and  to  provide  reservation  businesses 
and  encourage  off-the-reservation  employment 
and  settlement  is  the  first  requirement.  I join 
the  President  in  pressing  for  hearings  and  favor- 
able action  on  the  Navajo  program. 

I include  here  the  announcement  by  the  In- 
terior Department  regarding  the  Navajo  rehabili- 
tation program : 

Department  of  the  Interior,  Information  Service, 
Office  of  the  Secretary 
10-Year  Navajo  Program  Resubmitted  to 
Congress 

Acting  on  direction  of  President  Truman,  a 
10-year  program  for  the  rehabilitation  of  the 
Navajo  and  Hopi  Indian  Tribes  was  resubmitted 
to  Congress  today  by  Secretary  of  the  Interior 
J.  A.  Krug. 

‘ 1 The  United  States,  ’ ' President  Truman  wrote 
in  his  instructions  to  Secretary  Krug,  “which 
would  live  on  Christian  principles  with  all  of 
the  peoples  of  the  world,  cannot  omit  a fair  deal 
for  its  own  Indian  citizens.” 

The  program,  similar  to  the  one  submitted  to 
Congress  last  year  and  upon  which  no  action  was 
taken,  except  for  a minor  grant,  calls  for  the 
expenditure  of  $90,000,000  for  capital  invest- 
ments on  the  reservations. 

“At  my  request,”  the  President  wrote,  “you 
prepared  and  presented  to  the  Congress  on  March 
15,  1948,  a proposed  10-year  program  for  the  re- 
habilitation of  the  Navajo  and  Hopi  Indians  of 
Arizona  and  New  Mexico.  Except  for  one  small 
segment  of  this  program,  the  Eightieth  Congress 
failed  to  enact  the  necessary  legislative  author- 
ity to  place  it  in  motion. 

‘ 1 The  needs  of  those  Indians  are  as  great  today 
as  they  were  a year  ago.  Indeed,  the  severe  win- 
ter storms  have  emphasized  the  serious  economic 
conditions  prevailing  among  these  tribes.  The 
authorization  of  this  long-range  program  is  con- 
sidered essential  to  enable  these  groups  of  In- 
dians to  become  healthy,  enlightened,  and  self- 
supporting.  I hope  you  will  continue  to  empha- 
size to  the  Congress  the  needs  of  the  Navajos  and 
Hopis.” 


A draft  of  a bill  designed  to  accomplish  the 
purpose  of  the  long-range  program  is  made  part 
of  the  report  sent  to  the  Congress. 

Similar  in  most  respects  to  the  1948  program, 
except  for  wider  benefits  to  the  Hopis,  the  pro- 
gram provides  for  the  expenditure  of  $25,000,000 
for  the  construction  of  school  buildings,  the  pur- 
chase of  equipment  and  for  other  educational 
improvements  on  the  reservation.  An  additional 
$20,000,000  is  sought  for  the  construction  of 
roads  and  trails. 

The  Secretary’s  proposals  for  carrying  out 
the  program  are  summarized  as  follows: 
Purpose  of  expenditure  and  amount  needed — 

1.  Soil  and  water  conservation  and 

range  improvement  $10,000,000 

2.  Completion  and  extension  of  ex- 

isting irrigation  projects  

3.  Surveys  and  studies  of  timber, 

coal,  mineral,  and  other  physi- 
cal and  human  resources 

4.  Development  of  community  enter- 

prises and  industries  

5.  Relocation  and  resettlement  of 

Colorado  River  Indian  Reserva- 
tion   

6.  Development  of  opportunities  for 

off-reservation  employment  and 
assistance  in  adjustments  relat- 
ed to  such  employment  

7.  Hospital  buildings  and  equipment 

and  other  health  conservation 
measures  

8.  School  buildings  and  equipment 

and  other  education  measures  ....  25,000,000 

9.  Establishment  of  a revolving  loan 

fund  5,000,000 

10.  Construction  of  roads  and  trails..  20,000,000 

11.  Construction  of  air  transport 

facilities  1,000,000 

12.  Telephone  and  radio  communica- 

tion systems 500,000 

13.  Agency  and  institutional  water 

supply  and  other  service  facili- 
ties   3,500,000 


Total  $90,000,000 

The  1948  report  was  based  on  information  se- 
cured over  many  years  including  four  separate 
studies  which  were  initiated  by  Secretary  Krug 
in  1947  and  1948.  These  surveys  made  by  De- 
partment. of  the  Interior  experts,  prominent  ed- 
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PERSONAL! 


THAT  ASSURED  FEELING.  "THAT 
MADE-FOR-ME"  LOOK.  THAT  TOUCH 
OF  REAL  SMARTNESS  IN  YOUR  AT- 
TIRE IS  POSSIBLE  ONLY  IN  CLOTHES, 
TAILORED  EXPRESSLY  FOR  YOU. 
THE  ACKNOWLEDGED  BEST,  IN  TAIL- 
ORED CLOTHES  ARE  PRODUCED  BY— 

CHAS.  H.  THEW 

Let  us  take  your  order  for  a suit  that 
will  be  "Strictly  Personal." 

"Let  Thew  Suit  You" 

• 

CHAS.  H.  THEW  TAILORING 

216  N.  Central  Ave. 
PHOENIX,  ARIZONA 


ARIZONA  GOAT 
DAIRY 

"It's  A Good  Food" 

Carl  G.  Wilson,  M.  I).,  of  Palo  Alto,  Calif., 
states:  “I  am  irrevocably  convinced  that 
goat’s  milk  is  the  best  substitute  for  hu- 
man milk  for  infant  feeding,  not  only  be- 
cause of  its  close  similarity  chemically  and 
physically,  but  also  the  readiness  with 
which  the  infant's  digestive  organs  receive 
and  digest  goat’s  milk.” 

Health  Department  License 
Grade  A Pasteurized 

1551  E.  Bethany  Home  Road 
Phoenix,  Arizona 

Phone  5-4988 


when  an  Orthopedic 

MATTRESS  IS  INDICATED 

Restful,  healthful  body  adiustment  is 
supplied  by  the  Spring  Air  Back  Supporter 
Mattress,  with  its  high  density  construction 
of  lightly  compressed  coils  of  extra  large 
diameter.  Made  of  conventional,  time-proven 
materials,  to  a new  design  which 
provides  positive  back  support  without 
interfering  with  circulation.  See  it 
at  your  favorite  furniture  store  . . . 
recommend  it  with  confidence. 


Manufactured  in  Phoenix  by 
SOUTHWEST  MATTRESS  CO. 
1710  EAST  WASHINGTON  ST. 
PHOENIX,  ARIZONA 
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ucators  and  representatives  of  the  American 
Medical  Association,  cover  most  phases  of  the 
problem  of  the  Indians. 

The  report  declares  that  education  is  one  of 
the  important  and  probably  the  most  difficult 
aspect  of  the  entire  problem. 

The  ultimate  educational  goal  is  to  provide 
school  facilities  for  all  of  the  24,000  Navajo  chil- 
dren, between  the  ages  of  6 and  18  years.  At  pres- 
ent there  are  facilities  for  only  7,500  children, 
of  which  6,500  are  accommqdated  in  Government 
schools  and  1,000  in  mission  schools.  It  is  rec- 
ommended that  plans  be  immediately  launched 
for  the  expansion  and  repair  of  eight  existing 
reservation  schools  and  that  two  additional 
boarding  schools  on  the  reservation  will  be  built. 
Other  improvements  contemplated  in  the  pro- 
gram are  the  conversion  of  17  day  schools  to 
semi-boarding  schools  and  the  enlargement  or 
conversion  of  33  day  schools.  Also  recommended 
is  the  increased  use  by  Navajos  of  existing  off- 
reservation  boarding  schools  and  the  use  of  the 
schools  at  the  Colorado  River  Indian  Reserva- 
tion. mhese  measures  will  increase  total  school 
capacity  to  13,290  seats. 

Construction  of  636  miles  of  primary  and  638 
miles  of  secondary  roads  is  of  fundamental  im- 
portance to  the  program.  The  primary  system 
will  provide  transportation  service  to  the  chief 
centers  of  population  and  to  main  school,  hos- 
pital, and  business  locations.  The  primary  roads 
will  connect  with  State  roads  off  the  reserva- 
tions. The  secondary  system  will  provide  trans- 
portation to  areas  which  cannot  be  served  by  the 
primary  system. 

Improvement  and  development  of  reservation 
resources,  which  include  range,  soil,  and  mois- 
ture conservation  measures,  are  included  in  the 
program.  Included  also  are  extensions  of  irri- 
gation systems,  surveys  of  timber  and  minerals, 
development  of  arts  and  crafts  and  community 
enterprises  and  industries. 

Resource  development  and  utilization  and  off- 
reservation  employment  can  be  expected  to  con- 
tribute to  the  support  of  only  6,950  families  out 
of  the  12,000  families  on  the  reservation.  The 
remaining  5,050  families  must  find  some  other 
means  of  earning  a living,  the  report  points  out. 
Some  progress  has  been  made  in  the  off-reserva- 
tion settlement,  but  it  is  proposed  that  1,000  fam- 
ilies resettle  on  the  Colorado  River  reservation, 
which  has  excellent  soil  suitable  for  farming. 
Additional  development  on  the  Shiprock-San 
Juan  irrigation  project  is  designed  to  provide 
a living  for  an  additional  2,600  families.  How- 
ever, the  report  points  out  that  the  balance  of 
1,450  families  must  look  to  off-reservation  em- 
ployment and  resettlement. 

The  Shiprock-San  Juan  project,  it  is  pointed 
out,  will  provide  a livelihood  for  the  greatest 
number  of  Navajo  families.  Tbe  proposed  area 


recommended  comprises  117,000  acres,  of  which 

115.000  acres  are  tribal  lands  and  approximately 

2.000  acres  non-Indian  lands. 


RESOLUTION 

At  the  Atlantic  City  Session  of  the  House  of 
Delegates  of  the  American  Medical  Association 
the  following  resolution  presented  by  Dr.  Wil- 
liam Weston,  delegate  of  the  Section  on  Pedi- 
atrics, wras  adopted : 

Whereas,  The  Academy  of  Pediatrics  has  a 
particular  interest  in  the  field  of  child  health ; 
and 

Whereas,  It  is  recognized  that  certain  defi- 
ciencies exist  in  this  field ; and 

Whereas,  It  is  desirable  that  definite  programs 
be  set  up  on  the  state  and  local  level  to  correct 
these  deficiencies  where  they  exist;  and 

Whereas,  The  Academy  of  Pediatrics  has  gone 
on  record  as  opposed  to  Senate  Bill  5,  or  any 
similar  bill  proposing  to  establish  a system  of 
socialized  medicine ; therefore  be  it 

RESOLVED,  That  the  American  Medical  As- 
sociation favors  the  development  of  sound  child 
health  programs  on  the  state  and  local  level  by 
pediatric  groups  working  in  cooperation  with  the 
several  state  medical  associations  and  local  com- 
ponent county  societies  and  in  conformity  with 
the  Principles  of  Medical  Ethics  as  laid  down 
by  the  American  Medical  Association. 

At  the  suggestion  of  a member  of  the  Ameri- 
can Medical  Association’s  Liaison  Committee 
with  the  American  Academy  of  Pediatrics,  this 
resolution  is  being  distributed  to  all  constituent 
associations  for  such  implementation  as  may  be 
possible. 


Income  Taxes  and  the  Doctor 

(EDITOR'S  NOTE:  The  following  article  on  income  tax  mat- 
ters of  current  interest  to  readers  of  Arizona  Medicine  was  pre- 
pared by  members  of  the  Arizona  Society  of  Certified  Public 
Accountants  and  contributed  by  the  Society  as  a public  service.) 

A continuous  stream  of  Treasury  Department 
decisions  and  instructions  make  it  necessary  that 
the  members  of  the  medical  profession  keep  be- 
fore them  constantly  the  question  of  income  tax, 
its  reasons,  its  methods  of  computation,  and  the 
proper  deduction  of  allowable  expenses. 

Treasury  Department  rulings  in  setting  up 
definitions  of  allowable  business  deductions  tend 
to  reduce  rather  than  increase  the  amounts 
which  can  be  deducted  from  gross  income  before 
arriving  at  the  net  taxable  income.  The  Treasury 
Department,  through  the  Bureau  of  Internal 
Revenue,  has  recently  employed  several  thousand 
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additional  field  workers  for  the  purpose  of  mak- 
ing- spot  checks  of  returns  filed  by  all  classes  of 
taxpayers.  In  the  past  only  those  returns  which 
showed  some  miscalculation  of  tax,  some  incor- 
rect statement  of  income  or  expense,  or  which 
contained  items  which  appeared  questionable 
have  been  examined  by  a check  of  the  books  and 
records  of  the  taxpayer  for  the  period  covered 
by  the  return.  The  new  method  of  spot  checking 
involves  the  selection  of  returns  at  random  re- 
gardless of  size,  tax  liability,  or  source  of  in- 
come. This  spot  check  has  proved  of  much  value 
to  the  Treasury  Department,  and  agents  have 
found  discrepancies  in  many  returns  due  to  both 
intentional  and  unintentional  oversight  of  in- 
come, and  to  deductions  in  amounts  that  cannot 
be  substantiated  by  the  books  of  the  taxpayer  or 
his  records  of  disbursements  verified  by  can- 
celled checks  or  paid  statements.  The  additional 
taxes  obtained  under  this  program  have  encour- 
aged the  placing-  of  several  thousand  new  field 
men  throughout  the  United  States  for  the  next 
year  to  check  more  closely  the  returns  filed  not 
necessarily  by  the  large  corporation,  the  large 
taxpayer,  or  the  business  man,  but  by  all  persons 
and  organizations  which  should  report  all  income 
received. 

Several  items  which  the  medical  profession 
should  give  careful  consideration  are;  First:  A 
complete  record  of  all  cash  received,  the  name 
and  address  from  whom  received  even  though 
the  patient  pays  cash  at  the  time  of  treatment 
and  no  bill  is  rendered.  The  medical  expense 
deduction  allowed  during  the  past  few  years 
makes  the  doctor’s  records  a source  of  verifica- 
tion of  medical  bills  paid  as  reported  by  the  tax- 
payer and  makes  it  mandatory  that  a complete 
record  of  patients’  payments  be  kept. 

Second:  A complete  record  of  payment  of 
expense  incidental  to  the  practice  of  medicine 
include  such  items  as  rent,  salaries,  medical  and 
surgical  supplies,  telephone,  telegraph,  postage, 
office  supplies,  laboratory  expense  and  so  forth 
must  be  kept.  These  expenses  should  be  paid  in 
such  a manner  as  to  furnish  the  payer  with  can- 
celled check  or  receipt  marked  “Paid.” 

Third:  Automobile  expense  should  be  care- 
fully defined  so  that  no  question  may  arise  as 
to  its  use  in  business.  Personal  use  of  the  car 
by  the  doctor  or  his  family  does  not  constitute 
a deductible  expense. 


able  only  to  the  extent  that  it  is  incidental  to 
the  operation  of  a professional  practice  and 
varies  in  amount  and  type  when  deducted  by 
medical  doctors  who  do  general  or  specialized 
work.  It  is  suggested  that  the  items  considered 
by  the  doctor  to  he  professional  expense  be 
enumerated  daily  or  immediately  after  such  ex- 
pense is  incurred  or  paid  so  that  any  deduction 
claimed  can  be  substantiated.  The  Department 
of  Internal  Revenue  is  becoming  more  cautious 
in  its  view  of  professional  entertainment  as  a 
deduction  and  is  requesting  more  information 
as  to  its  professional  necessity. 

Fifth:  Travel  expense  to  conventions  and  for 
business  purposes  should  be  carefully  watched 
so  that  the  amounts  deducted  for  this  item  can 
be  itemized  and  thereby  substantiated  should  the 
need  arise.  Any  expense  for  post-graduate  work 
is  not  a deductible  item. 

Sixth:  A reasonable  deduction  for  deprecia- 
tion on  the  equipment  including-  office  furniture 
and  fixtures,  library,  automobiles  when  used  on 
business,  and  instruments,  is  acceptable  to  the 
Treasury  Department.  This  depreciation  is  to 
be  based  on  the  estimated  life  of  the  item  con- 
sidered. Most  small  instruments  and  medical 
supplies  usually  are  charged  off  immediately  as 
an  expense  at  time  of  purchase. 

Seventh  : Bear  in  mind  that  deductions  against 
income  are  allowable  only  to  the  extent  that  they 
can  be  substantiated  by  actual  disbursements, 
and  that  there  is  no  fixed  amount  allowed  or 
any  percentage  of  income  accepted  as  a reason- 
able amount. 

It  is  the  intent  of  this  article  to  impress  upon 
the  medical  profession  the  necessity  of  keeping- 
accurate  and  complete  records  of  all  items  of  in- 
come from  practice,  substantiated  by  individual 
records  of  sources.  All  expenses  should  be  so 
recorded  that  immediate  explanation  can  be  made 
to  the  agent  who  may  be  assigned  to  check  your 
return. 

Complete  records  regularly  checked  by  a Cer- 
tified Public  Accountant  are  the  doctor’s  best 
assurance  that  his  current  transactions  are  being 
properly  recorded  and  that  his  payments  are  the 
minimum  required  for  full  compliance  with  the 
income  tax  laws. 


It-  is  important  to  all  members  of  the  As- 
sociation to  patronize  the  advertisers  who  use 
space  in  our  Journal. 


Fourth  : Professional  entertainment  is  allow- 
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WOMAN'S  AUXILIARY 


MRS.  DONALD  B.  LEWIS 


President  Pima  County  Medical  Society 

Mrs.  Donald  Lewis  is  a native  of  York,  Penna. 
She  is  an  R.  N.  from  The  University  of  Penn- 
sylvania Hospital  in  Philadelphia,  and  after 
graduation  worked  there  as  Medical  Supervisor. 

While  in  training  she  met  Dr.  Lewis,  who  was 
then  a medical  student  at  The  University  of 
Pennsylvania.  The  Lewis’  have  two  children — 
Diane  and  Donald. 

While  Dr.  Lewis  was  in  service,  Mrs.  Lewis 
worked  as  an  Anesthetist  in  the  Tucson  Hospi- 
tals. Mrs.  Lewis  has  held  various  offices  during 
the  past  twelve  years  in  the  Pima  County  Medi- 
cal Auxiliary. 

Dr.  Lewis  specializes  in  Urology. 


PIMA  COUNTY  AUXILIARY 
The  monthly  meeting  of  the  Pima  County 
Medical  Auxiliary  was  held  Tuesday  night  in 
the  Blue  Room  at  the  Santa  Rita  Hotel. 

Miss  Agnes  Link  of  Flowerland  gave  an  inter- 
esting discussion  on  the  arrangement  of  Christ- 
mas greens  and  demonstrated  several  beautiful 
floral  arrangements  for  the  holidays. 

The  members  of  the  Auxiliary  were  asked  to 
assist  in  the  donation  of  soap  for  the  KTUC  Vol- 
unteer Soap  Drive  for  Trikkala,  Greece. 

Mrs.  Donald  Lewis,  President,  also  announced 
that  a donor  recruitment  chairman  would  be 


selected  to  outline  a Blood  Donor  Program  for 
the  Auxiliary  in  conjunction  with  the  Ameri- 
can Red  Cross  Blood  Center. 

Hostesses  for  the  refreshments  were : Mines. 
H.  D.  Cogswell,  Chairman;  H.  C.  James,  J.  K. 
Bennett,  B.  B.  Edwards,  Ed  J.  Gotthelf,  Robert 
Hastings,  Leo  J.  Kent,  J.  L.  Donahue,  C.  A. 
Stephens,  J.  L.  Whitehill,  Michael  Bernfeld  and 
Raymond  Bock. 


ACTIVITIES  OF  THE  MONTH 
The  Pima  County  Medical  Auxiliary  assisted 
in  the  collection  of  toys  for  Trikkala,  Greece, 
Tucson's  adopted  city.  Mrs.  Howard  Douds, 
chairman  of  the  committee,  was  assisted  by 
Mmes.  Harold  Kosanke,  Ed  J.  Gotthelf,  James 
W.  Davis,  Richard  K.  Hausmann,  George  Fraser, 
E.  R.  Baldwin,  J.  M.  Sickler,  George  Shelter, 
W.  S.  Kitt,  J.  H.  Woodard,  B.  W.  Saylor  and 
Donald  Lewis. 


The  Pima  County  Medical  Auxiliary  assisted 
the  Pima  County  Tuberculosis  and  Health  As- 
sociation in  the  sale  of  Christmas  Seals  at  the 
Valley  National  Bank  during  the  week  of  Decem- 
ber 5 to  10.  Mrs.  J.  M.  Sickler  was  appointed 
general  chairman.  The  following  members  as- 
sisted in  the  sale:  Mmes.  J.  M.  Kinkade,  Donald 
Lewis,  George  Slietter,  George  Fraser,  I).  L.  Se- 
crist,  Maxwell  Palmer,  D.  E.  Engle,  and  Max 
Cost  in. 


1949  CONFERENCE  REPORT 

The  report  of  Mrs.  Benjamin  Herzberg,  Presi- 
dent-elect Woman’s  Auxiliary  to  the  Arizona 
State  Medical  Society,  on  the  19-19  Conference  of 
State  Presidents  and  Presidents-elect,  and  Na- 
tional chairmen  of  standing  committees,  at  Hotel 
LaSalle,  Chicago,  Illinois,  November  3rd  and  4th, 
1949. 

The  sixth  annual  conference  of  State  Presi- 
dents and  Presidents-elect  and  the  National 
Board  of  the  Woman’s  Auxiliary  to  the  Ameri- 
can Medical  Association,  convened  in  Chicago, 
November  3rd  and  4th.  The  theme  of  the  con- 
ference was  the  “A.M.A.  Twelve  Point  Pro- 
gram," and  the  purpose,  to  bring  together  the 
above  mentioned  group  so  that  auxiliary  prob- 
lems could  be  discussed  and  advice  given  by  the 
National  committee  chairmen.  The  only  social 


74 


Arizona  Medicine 


■January,  1!J50 


•at  Barrows 


SPRING-AIR 

ORTHOPEDIC  MATTRESS 

The  choice  of  Fine  Hotels, 
Hospitals  and  Homes 

49.50 

Box  Spring  49.50 

BARROWS 

58  So.  First  St.  Phone  3-4151 
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open  a federally  insured  savings  ac- 
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earn  2%  dividends  for  you 
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aspect  of  the  meeting  was  the  opportunity  to 
know  other  auxiliary  officers  and  to  meet  the 
National  Board. 

Your  National  Board  is  comprised  of  a group 
of  intelligent,  enthusiastic  and  sincere  women, 
who  realize  the  importance  of  their  work  and  do 
it  in  a most  commendable  fashion.  They  digest 
volumes  of  material  and  bring  to  us  the  vital 
information  we  need  to  function  on  a State  level. 
The  following  are  some  of  the  highlights  of  the 
National  reports. 

1.  It  is  necessary  for  every  Auxiliary  mem- 
ber to  subscribe  to  the  bulletin  and  not  only 
subscribe,  but  read  and  digest  its  contents.  It 
is  the  official  publication  of  the  organization 
and  keeps  members  informed  on  all  activities. 
A complete  summary  of  the  conference  will  be 
published  in  the  next  issue. 

2.  We  must  purchase  and  encourage  the  sale 
of  Hygeia.  Not  only  does  it  print  authentic 
heath  information,  but  it  is  a means  toward  good 
public  relations. 

3.  Auxiliaries  should  be  organized  wherever 
possible,  membership  increased  and  members  at 
large  activated. 

4.  It  is  essential  that  we  know  and  under- 
stand the  A.M.A.  Twelve  Point  Program,  with 
a speaking  knowledge  of  the  tenets  thereof,  not 
just  a reading  knowledge.  At  all  times,  we  must 
encourage  the  promotion  of  voluntary  health 
insurance  plans. 

5.  City  and  County  health  programs  should 
be  of  vital  interest  to  all.  It,  too,  is  an  excellent 
means  toward  good  public  relations. 

6.  Cooperate  with  your  legislative  chairman 
by  writing  to  your  congressman  or  representa- 
tive when  requested  so  to  do,  and  follow  through 
with  a note  of  thanks  for  anything  helpful  they 
may  do.  They  should  be  kept  informed  of  our 
position  at  all  times. 

The  first  day’s  activities  were  interspersed 
with  a number  of  interesting  speakers.  Dr.  An- 
drew C.  Ivy,  Vice-President  of  the  University 
of  Illinois  Professional  Schools,  stressed  the  need 
to  continue  the  “doctor-patient  relationship”, 
which,  if  shared  by  a third  party,  would  lead  to 
medical  deterioration  and  the  loss  of  the  demo- 
cratic way  of  life  in  due  time ; that  we  have 
rights  as  individuals  and  we  cannot  permit  our- 
selves to  become  controlled  by  a third  party. 

Fred  Y.  Hein,  Ph.  D.,  Consultant  in  Health 
and  Fitness  of  the  A.M.A. , explained  the  need 
of  the  school  health  program  in  that  we  have 
an  obligation  to  help  parents  improve  the  health 
of  their  children,  and  that  it  can  be  the  most 
fruitful  source  of  public  relations  that  is  open 
to  us.  He  urged  that  the  Auxiliaries  be  encour- 
aged to  do  everything  possible  to  assist  their 
medical  societies  in  this  regard. 

Mr.  Lawrence  Rember,  Director  of  the  De- 
partment of  Public  Relations  of  the  A.M.A., 
asked  that  we  help  to  get  effective  endorsement 


drives  among  women’s  organizations,  participate 
in  the  work  of  the  medical  society  bureaus,  and 
have  a vcell  organized  literature  distribution 
system. 

Mrs.  Charles  Sewell,  Administrative  Director, 
Associated  Women  of  American  Farm  Bureau, 
was  a most  interesting  and  dynamic  person.  She 
gave  us  an  insight  into  the  problems  of  rural 
health,  the  need,  not  only  for  doctors,  but  for 
proper  medical  facilities  to  encourage  the  doc- 
tors to  stay  in  the  rural  areas.  She  stated  that 
one  of  the  first  problems  to  come  before  the 
farm  bureau  groups  was  that  of  rural  medical 
care.  Her  closing  remark,  and  a very  fit  one, 
was  “the  good  accomplished  and  the  work  done 
is  measured  by  the  worthwhileness  of  the  cause.” 

The  discussion  of  Auxiliary  activities  by  State 
Presidents  was  eliminated  from  the  agenda.  It 
was  recommended  that  the  time  be  given  to  dis- 
cussion of  the  national  reports  and  of  individual 
problems.  Each  president  wa s asked  to  submit 
her  report,  in  writing,  for  the  purpose  of  the 
bulletin. 

A number  of  states  have  their  own  auxiliary 
publications  and  find  it  a most  effective  means 
of  keeping  all  county  auxiliaries  informed  and 
of  maintaining  a more  personal  contact  with 
members.  There  was  much  discussion  concern- 
ing the  state  medical  associations  paying  dues 
for  all  wives.  The  state  of  Oregon  found  it  a 
most  successful  way  of  organizing — others  felt 
it  did  not  encourage  active  and  interested  mem- 
bers. However,  it  is  the  problem  of  the  state 
as  each  in  an  organization  unto  itself. 

Others  speakers  were  Dr.  Ernest  E.  Irons, 
Dr.  J.  J.  Moore,  and  Dr.  Louis  Bauer,  President, 
Treasurer  and  Chairman  of  the  Board  of  Trus- 
tees of  the  A.M.A.  respectively.  All  stressed  the 
need  for  good  public  relations,  to  be  properly 
informed,  interest  in  public  health  programs  and 
the  ability  to  disseminate  authentic  and  approved 
information. 

Dr.  James  R.  Miller,  member  of  the  Board  of 
Trustees  of  the  A.M.A.  spoke  on  the  Commis- 
sion on  Chronic  Illness.  Dr.  Miller  is  chairman 
of  the  Commission,  and  the  subject  of  chronic 
illness  is  one  of  the  provisions  in  the  Twelve 
Point  Program.  The  purpose  of  the  Commission, 
in  part,  is  designed  to  help  prevent  chronic  ill- 
ness. as  far  as  possible ; to  minimize  its  disabling- 
effects  and  to  restore  its  victims  to  a socially 
useful  and  economically  productive  place  in  the 
community ; to  stimulate  in  every  state  and  lo- 
cality a well-rounded  plan  for  the  prevention 
and  control  of  chronic  disease  and  for  the  care 
and  rehabilitation  of  the  chronically  ill. 

Not  only  was  it  a personal  privilege  and  pleas- 
ure to  attend  the  conference,  but  it  was  most 
enlightening  and  inspiring.  There  is  .so  much  for 
auxiliary  members  to  do,  and  without  delay,  for 
as  the  National  Legislative  Chairman  so  aptly 
stated,  “it  is  later  than  we  think.”  This  is  a 
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nation-wide  problem,  not  only  that  of  the  doc- 
tor, for  to  permit  Federal  control  of  anything  as 
vital  as  public  health  is  the  beginning  of  the 
end  of  the  American  way  of  life  as  we  know  and 
enjoy  it.  American  medicine  must  be  kept  free 
of  politics  and  to  keep  it  that  way  means  that  we 
cannot  permit  ourselves  the  luxury  of  indiffer- 
ence or  apathy.  It  is  a challenge  we  cannot  ig- 
nore and  we  must  fight  it  with  knowledge  and 
patience. 


MRS.  CYRIL  M.  CRON 


Mrs.  Cyril  M.  Cron  is  President  of  the  Wom- 
an’s Auxiliary  to  the  Gila  County  Medical  Soci- 
ety. She  was  born  in  New  York  and  attended 
schools  in  New  York  and  Arizona. 

Mrs.  Cron  is  a Board  Member  of  the  Miami 
Public  Library ; Chairman  of  the  Red  Cross 
Mobile  Blood  Unit,  and  immediate  past-president 
of  the  Miami  Library  Club. 

Her  hobbies  are  traveling,  collecting  rare  books 
and  an  interest  in  Art. 


which  Dr.  Juan  A.  del  Regato  will  deliver  an 
address  on  “ Transvaginal  Roentgen  Therapy  for 
Carcinoma  of  the  Cervix.”  The  charge  for  the 
banquet  is  .$5.  Reservations  for  the  meeting  and 
banquet  should  be  accompanied  by  a check  for 
$20,  and  sent  to  Dr.  Moris  Horwitz,  441  North 
Camden  Drive,  Beverly  Hills,  California.  Hotel 
reservations  may  be  made  by  applying  directly 
to  the  convention  manager  of  the  Biltmore  Hotel, 
Los  Angeles.  Early  reservations  are  suggested 
since  accommodations  are  limited. 


The  program  is  as  follows: 


Saturday,  February  25,  1950 

10:15  A.M.  Address  of  Welcome — 

Dr.  William  Costolow,  President, 

Los  Angeles  County  Medical  Assn. 
10:30  A.M.  Dr.  George  Griffith,  Pasadena,  Calif. 

"The  Roentgen  Treatment  of  Hyper- 
tension.” 


11:00  A.M.  Dr.  Robert  Pugh,  Pasadena,  Calif. 

“Pitfalls  of  Radiation  Protection.” 


11:30  A.M. 


2:00  P.M. 


2:45  P.M. 


3:30  P.M. 


4:15  P.M. 


Dr.  Ray  A.  Carter,  Los  Angeles,  Calif. 

"Roentgen  of  Manifestations  of  Cer- 
tain Granulomatous  Lesions  of  the 
Lungs.” 

Dr.  Gordon  G.  King,  San  Francisco, 
California 

“Similar  Anomalies  and  Dystrophies 
in  Infants  and  Young  Children.” 

Dr.  Marcy  Sussman,  Phoenix,  Arizona 

"Newer  Diagnostic  Methods  in  Diffi- 
cult Congenital  Cardiac  Cases.” 

Dr.  Samuel  Perzik,  Beverly  Hills. 
California 

"Surgical  Management  of  Post-Irradi- 
ation Complications  of  the  Larynx.” 
Dr.  Ian  MacDonald,  Los  Angeles,  Calif. 

“The  Use  and  Abuse  of  Hormone 
Therapy  in  the  Treatment  of  Can- 
cer.” 


6:00  P.M.  Cocktails.  (Compliments  of  the  X-ray 
and  Radium  Equipment  Manufactur- 
ers and  Suppliers  of  Los  Angeles.) 
7:00  P.M.  Banquet.  Master  of  Ceremonies — 

Dr.  Lowell  Goin 
Speaker:  Dr.  Juan  A.  del  Regato 
“Transvaginal  Roentgen  Therapy  for 
Carcinoma  of  the  Cervix.” 


She  is  married  to  Dr.  Cyril  M.  Crou,  Physi- 
cian and  Surgeon  of  Miami,  Arizona. 


Mid- Winter  Radiological 
Conference 

The  Second  Annual  Mid-Winter  Radiological 
Conference,  sponsored  by  the  Los  Angeles  Radio- 
logical Society  will  be  held  at  the  Biltmore  Hotel 
on  February  25  and  26  of  1950.  Non-radiologi- 
cal  colleagues  interested  in  any  of  the  courses 
are,  of  course,  invited  to  attend.  The  cost  for 
the  entire  two-day  session  is  $15.  A banquet  will 
be  held  on  Saturday  evening,  February  25,  at 


Sunday,  February  2(5,  1950 

9:30  A.M.  Dr.  Marcy  Sussman,  Phoenix,  Arizona 

"Granulomatous  Diseases  of  the 
Small  Bowel.” 

10:15  A.M.  Dr.  Henry  Kaplan,  San  Francisco, 
California. 

“Roentgen  Examination  of  the 
Colon.” 

11:00  A.M.  Dr.  Earl  R.  Miller,  San  Francisco, 
California 

"Radio-active  Iodine  in  Medicine.” 

2:00  P.M.  Dr.  Juan  A.  del  Regato,  Colorado 
Springs,  Colorado 

"Roentgen  Therapy  of  Carcinoma  of 
the  Lip.” 

3:00  P.M.  Dr.  Henry  C.  Crozier.  Los  Angeles, 
California 

"Myelography:  A Review  of  453  Con- 
secutive Cases.” 
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October  and  November  were  birthday  months 
for  Arizona’s  voluntary,  non-profit  community- 
sponsored  health  plans.  Blue  Cross  observed  its 
fifth  birthday  in  October,  appropriate  ceremonies 
and  the  able  assistance  of  Lawrence  C.  Wells, 
Manager  of  the  Public  Relations  Division  of  the 
Blue  Cross  Commission. 

Arizona  Blue  Shield  had  its  birthday  turn  in 
November,  when  on  the  fifteenth  it  marked  the 
end  of  its  second  year  of  operation.  While  no 
special  observance  was  planned,  the  date  did  not 
pass  without  notice.  It  was  publicized  widely  in 
the  newspapers  of  the  State  and  in  such  special 
publications  as  the  Health  Activities  Bulletin ; 
Arizona  Medicine,  the  official  journal  of  the 
Arizona  Medical  Association,  and  the  Western 
Hospital  News  Letter. 

At  the  end  of  October,  the  Arizona  Blue  Shield 
membership  stood  at  45,148.  This  represented  an 
increase  in  ten  months  of  26  per  cent  over  the 
33,476  members  on  the  rolls  at  the  end  of  1948. 
'The  October  31  membership  was  covered  by 
15,525  separate  Blue  Shield  contracts  for  an 
average  of  2.81  members  per  contract. 

From  its  beginning  through  October  of  this 
year,  Arizona  Blue  Shield  had  disbursed  a total 
of  $270,074.87  to  physicians  for  the  benefit  of 
its  members — $222,859.12  in  the  first  ten  months 
of  the  year.  Total  disbursements  covered  3,625 
cases,  and  of  this  number  2,708  were  paid  in 
1949.  The  total  number  of  maternity  cases  paid 
through  September  of  this  year  (the  last  period 
for  which  figures  were  available  as  this  was 
written)  was  239.  There  were  only  23  maternity 
cases  paid  in  all  of  1948  because  of  the  fact  that 
the  Plan  was  new  and  a full  nine-month  waiting 
period  is  required  of  members  for  maternity 
eligibility. 

Operating  expenses  for  Arizona  Blue  Shield 
averaged  11.6  per  cent  for  the  first  ten  months 
of  this  year,  as  compared  with  the  extremely  low 


figure  of  12.4  per  cent  for  1948 ’s  first  year 
operations. 

Arizona  Blue  Shield  was  instituted  and  fi- 
nanced by  the  Arizona  Medical  Association  in 
recognition  of  the  need  for  equitable  distribution 
of  adequate  medical  care  at  reasonable  cost.  The 
House  of  Delegates  of  the  Arizona  Medical  As- 
sociation is  the  corporate  body  of  Arizona  Blue 
Shield.  At  the  latest  count,  more  than  580  of 
the  State’s  doctors  of  medicine  were  registered 
as  Blue  Shield  Participating  Physicians. 

The  Plan  is  governed  by  a Board  of  Directors 
which  includes  its  four  officers.  The  Board  and 
the  administrative  staff  are  assisted  by  a Pro- 
fessional Committee  and  a Medical  Director. 
Dr.  E.  Payne  Palmer,  Sr.,  of  Phoenix,  is  Presi- 
dent of  Arizona  Blue  Shield.  Other  officers  are  : 
Dr.  A.  I.  Podolsky,  Yuma,  Vice  President;  Mi-. 
Earle  Barrows,  Phoenix,  Treasurer,  and  Dr. 
Carlos  C.  Craig,  Phoenix,  Secretary.  All  officers 
have  served  since  the  inception  of  the  Plan. 

Other  Directors  are:  Dr.  E.  A.  Born,  Pres- 
cott; Dr.  Walter  Brazie,  Kingman;  Dr.  Royal 
Rudolph,  Tucson;  Mr.  John  Durkin,  Tucson; 
Dr.  W.  Paul  Holbrook,  Tucson ; Dr.  Hal  Rice, 
Bisbee ; Mr.  Richard  C.  Simis,  Phoenix ; Dr. 
Lytton-Smith,  Phoenix ; Mr.  Steve  Spear,  Phoe- 
nix, and  Dr.  0.  E.  Utzinger,  Ray. 

Dr.  H.  I).  Keteherside  of  Phoenix  is  chairman 
of  the  Professional  Committee.  Other  members 
are  Dr.  Joseph  M.  Greer,  Phoenix;  Dr.  E.  J. 
Hayden,  Tucson ; Dr.  Clarence  Warrenburg, 
Phoenix,  and  Dr.  Harry  T.  Southwortli,  Prescott. 


Culver’s  Rest  Home 

GLENDALE 

Reasonable  Beautiful  Acreage  Accredited 

No  Tuberculars  or  Open  Carcinoma 
Cases  Accepted 

120  W.  B Street  Phone  549 
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Report  of  January  Council  Meeting- 


A routine  meeting-  of  the  Council  was  held  in 
Phoenix,  January  15.  Many  routine  matters 
pertaining  to  the  Association  were  discussed 
and  settled.  Some  major  problems  were  also 
discussed. 

The  most  important  probably  was  the  situa- 
tion in  Mohave  County.  At  the  October  meet- 
ing of  the  Council  a Committee  consisting  of  the 
three  past  presidents,  Doctors  George  Bassett  of 
Prescott,  Preston  Brown  of  Phoenix  and  Harold 
Kohl  of  Tucson,  was  appointed  to  investigate  the 
whole  situation.  The  committee  reported  their 
findings.  The  Council  unanimously  approved  of 
the  action  taken  by  the  Mohave  Medical  Society 
and  assured  them  financial  aid  in  their  legal 
action  against  the  Mohave  County  Board  of 
Supervisors.  This  means  that  the  decision  on 
November  1 by  Judge  H.  L.  Russell  of  Coconino 
County  Superior  Court,  who  ruled  that  the 
Board  of  Supervisors  had  the  right  to  ban  physi- 
cians from  using  the  facilities  of  the  Mohave 
County  General  Hospital,  will  be  appealed  to 
the  Arizona  Supreme  Court. 

Another  important  subject  was  the  rising  cost 
of  medical  care  which  has  been  experienced  by 
the  State  Industrial  Commission.  Figures  were 
presented  to  substantiate  the  facts.  The  month 
of  March  in  1947,  1948  and  1949  was  selected  as 
a comparable  example.  It  was  shown  that  in 
March  of  1947,  1952  cases  were  handled  by  the 
Commission.  In  1948,  2153  cases  were  handled 
and  in  March  of  1949,  1994  cases.  The  changes 
in  the  fee  schedule  have  not  exceeded  2%  in- 
crease. However,  the  following  are  a few  figures 
to  show  the  spiraling  charges.  In  March  of  1947 
a total  of  $70,103  was  paid  out.  In  March  of 

1948,  $94,118  was  paid.  In  March  of  1949, 
$138,161  was  paid. 

In  March  of  1947,  $2,587.00  was  paid  for 
fractures.  In  March  of  1948,  $3,291.00  was 
paid.  In  March  of  1949,  $4,002.00.  March  of 
1947,  $425  was  paid  for  physiotherapy.  March 
of  1948,  $2,381.00  was  paid,  and  in  March  of 

1949,  $5,925.00  was  paid. 

This  same  ratio  of  expenses  increased  pro- 
portionately in  all  other  charges  including  hos- 
pital, laboratory  charges,  house  visits,  office  calls 
and  consultations.  The  Council  believes  that 
this  situation  could  be  corrected.  The  Industrial 
Relations  Committee  held  a meeting  on  January 
8 at  which  time  certain  recommendations  were 


made  concerning  the  fee  schedule,  physiotherapy 
treatments  and  additional  professional  help  in 
the  Commission’s  Central  Office.  These  recom- 
mendations were  reviewed  by  the  Council  and 
fully  approved. 

Two  matters  pertaining  to  the  State  Hospital 
were  also  discussed.  The  State  Hospital  lias  ex- 
perienced difficulty  in  obtaining  competent  med- 
ical personnel.  It  was  recommended  by  the  Coun- 
cil last  year  that  physicians  employed  by  state 
institutions  not  be  required  to  have  a state  li- 
cense and  to  have  the  same  status  as  internes 
and  residents  in  general  hospitals.  In  order  to 
adopt  this  recommendation  the  state  law  would 
have  to  be  amended  by  the  legislature.  This 
would  eliminate  the  necessity  of  physicians,  em- 
ployed by  the  state  institutions,  from  taking  the 
Basic  Science  Examination  or  having  temporary 
licenses  issued  or  taking  the  state  board  or  going 
through  the  process  of  obtaining  reciprocity. 
Inasmuch  as  these  doctors  would  be  practicing 
in  the  Hospital  and  would  not  have  private  pa- 
tients outside  of  the  Hospital,  a state  licensure 
would  not  be  necessary. 

A Sub-committee  of  the  Professional  Board 
made  a survey  of  the  Hospital  last  year  and  de- 
cided that  the  present  procedure  for  commit- 
ment to  the  Hospital  was  archaic  and  recom- 
mended that  the  Michigan  plan  of  commitment 
be  adopted.  To  date  nothing  has  been  done 
about  these  recommendations.  The  Council  re- 
iterated their  position  on  both  of  these  matters. 

The  Alemeda  County  system  of  medical  care 
and  the  Colorado  Grievance  Committee  plan 
were  discussed  at  length  and  a committee  ap- 
pointed to  make  recommendations  at  the  next 
meeting  of  the  Council. 

Much  routine  matter  pertaining  to  the  Cen- 
tral Office  was  disposed  of. 

The  Council  was  in  session  from  11  :00  a.  m. 
until  5:30  p.  m. 

"$eeds  for  $ecurity" 

DON  A.  SEEDS,  C.  L.  U. 

Life  Insurance  Counselor 

WEST  COAST  LIFE  INSURANCE  CO. 

623  Security  Bldg. 

Phoenix,  Arizona  Phone  3-1957 
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NEUROLOGY  and  PSYCHIATRY 


EDWARD  BLANK,  M.  D. 

PSYCHIATRY  and  NEUROLOGY 

733  West  McDowell  Road 
Telephones  2-2181  or  2-9642 
If  no  answer,  call  3-4189 

Hours  by  Appointment 
Phoenix,  Arizona 

CHARLES  W.  SULT,  Jr.f  M.  D. 
RICHARD  E.  H.  DUISBERG,  M.  D. 

Diplomates  of  the  American  Board 

NEUROLOGY,  PSYCHIATRY  AND 
ELECTROENCEPHALOGRAPHY 

710  Professional  Building  Phoenix,  Arizona 

OTTO  L.  BENDHEIM,  M.  D. 

NEUROLOGY  and  PSYCHIATRY 

1515  North  Ninth  Street 
PHOENIX,  ARIZONA 

Certified  by  American  Board  of 
Psychiatry  and  Neurology 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

401  Heard  Bldg. 
PHOENIX,  ARIZONA 

HOSPITAL  NEUROLOGICAL  SURGERY 


WALTER  V.  EDWARDS,  Jr.,  M.  D. 

Lawrence  Memorial  Hospital 
Cottonwood,  Arizona 


JOHN  RAYMOND  GREEN,  M.  D. 


Certified  by  the  American  Board 
of  Neurological  Surgery 

1010  Professional  Building 
Telephone  8-3756 
PHOENIX,  ARIZONA 


UROLOGY 


MERRIWETHER  L.  DAY,  M.  D. 

W.  G.  SHULTZ,  M.D.,  F.  A.  C.  S. 

F.  A.  C.  S. 

Diplomate  of  The  American 

Diplomate  of  The  American 

Board  of  Urology 

Board  of  Urology 

LADDIE  L.  STOLFA,  M.  D. 

Lois  Grunow  Memorial  Clinic 

1010  N.  Country  Club  Road 

926  East  McDowell  Road 

Telephone  5-2609  Tucson,  Arizona 

Tel.  4-3674  Phoenix 

PAUL  L.  SINGER,  M.  D.,  F.  A.  C.  S. 

Certified  American  Board  of 
UROLOGY 

39  West  Adams  Street  Phone  3-1739 

PHOENIX,  ARIZONA 


DONALD  B.  LEWIS,  M.  D. 

UROLOGY 

1 23  So.  Stone  Ave  Phone  4500 

Tucson,  Arizona 
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INTERNAL  MEDICINE 


ROBERT  S.  FLINN,  M.  D. 

INTERNAL  MEDICINE 

CARDIOLOGY  and  ELECTROCARDIOGRAPHY 

1118  Professional  Building 
Phone  4-1078 
Phoenix,  Arizona 

DANIEL  H.  GOODMAN,  M.  D. 

INTERNAL  MEDICINE  CARDIOLOGY 

ELECTRO  CARDIOGRAPHY 

607  Heard  Bldg.  Phone  4-7204 

Phoenix,  Arizona 

JESSE  D.  HAMER,  M.  D. 

F.  A.  C.  P. 

INTERNAL  MEDICINE 
CARDIOLOGY 

Suite  910  Phoenix 

1 5 E.  Monroe  St.  Arizona 

KENT  H.  THAYER,  M.  D. 

INTERNAL  MEDICINE 
Diplomate  of  the  American  Board 
of  Internal  Medicine 

ROBERT  H.  STEVENS,  M.  D. 

INTERNAL  MEDICINE 
ALLERGY 

1313  North  Second  Street 
Phone  3-8907 
Phoenix,  Arizona 

DAVID  E.  ENGLE,  M.  D. 

Diplomate  of  The  American  Board  of 
Internal  Medicine 

INTERNAL  MEDICINE  AND  CARDIOLOGY 

1619  N.  Tucson  Blvd. 

Telephones  5-8251  and  5-1551 
Tucson,  Arizona 

JOSEPH  BANK,  M.  D. 

GASTROENTEROLOGY,  GASTROSCOPY 

Diplomate  of 

American  Board  of  Internal  Medicine 
American  Board  of  Gastroenterology 

800  North  First  Avenue  Phone:  4-7245 

PHOENIX,  ARIZONA 

FRANK  J.  MILLOY,  M.  D. 

HAROLD  F.  STOLZ,  M.  D. 

M.  S.  in  Medicine 

F.  A.  C.  P. 

Diplomate,  American  Board  of  Internal  Medicine 

INTERNAL  MEDICINE 

INTERNAL  MEDICINE  AND 

61  1 Professional  Building 

DISEASES  OF  THE  HEART 

Phone  4-2171 

Telephone  2-1262  614  N.  Fourth  Avenue 

Phoenix,  Arizona 

Tucson,  Arizona 

THIS  SPACE  FOR  SALE 

THIS  SPACE  FOR  SALE 

FOR  INFORMATION  AND  RATES 

FOR  INFORMATION  AND  RATES 

write  to 

write  to 

ARIZONA  MEDICINE 

ARIZONA  MEDICINE 

401  Heard  Bldg. 

401  Heard  Bldg. 

PHOENIX,  ARIZONA 

PHOENIX,  ARIZONA 
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INTERNAL  MEDICINE—  (Cont'd.) 


ROBERT  E.  RIDER,  M.  D. 

W.  PAUL  HOLBROOK,  M.D.,  F.A.C.P. 

INTERNAL  MEDICINE 

DONALD  F.  HILL,  M.D.,  F.A.C.P. 

ELECTROCARDIOGRAPHY 

CHARLES  A.  L.  STEPHENS,  Jr.,  M.D. 

LEO  J.  KENT  M D 

Del  Sol  Hotel  Bldg.  Phone  26 

Yuma,  Arizona 

Tucson,  Arizona  Phone  5-1511 

PHYSICAL  MEDICINE 


M.  E.  FULK,  M.  D. 

GLENDALE  CLINIC  HOSPITAL 
Clinic  Open  Daily:  9 a.m.  to  6 p.m. 

Sundays  and  Holidays  by  Appointment 
245  East  A Avenue  Phone  240 

Glendale,  Arizona 

CHEST  DISEASES  AND  SURGERY 


GEORGE  D.  BOONE,  M.D.,  F.A.C.S. 

DISEASES  AND  SURGERY  OF  THE  CHEST 

601  East  Sixth  Street  Telephone  1159 

TUCSON,  ARIZONA 


CLINIC 


JOHN  W.  STACEY,  M.  D. 

MESA  MEDICAL  CENTER 

MARK  H.  WALL,  M.  D. 

THORACIC  SURGERY 

206  East  Main  St. 

1613  N.  Tucson  Blvd.  Telephone  3671 

Mesa,  Arizona 

TUCSON,  ARIZONA 

Office  Phone  4350 

BUTLER  CLINIC 
D.  E.  NELSON,  M.  D. 
F.  W.  BUTLER,  M.  D. 

501-505  Fifth  Avenue 
SAFFORD,  ARIZONA 


SUN  VALLEY  CLINIC 

34  North  Macdonald 
MESA,  ARIZONA 


HENRY  J.  STANFORD,  M.  D. 

THORACIC  SURGERY 

Diplomate  American  Board  of  Surgery  and 
The  Board  of  Thoracic  Surgery 

2530  E.  Broadway  Phone  5-1531 

Tucson,  Arizona 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

401  Heard  Bldg. 
PHOENIX,  ARIZONA 
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ORTHOPEDIC  SURGERY 


1 

GEORGE  L.  DIXON,  M.  D. 

GEO.  A.  WILLIAMSON,  M.D.,  F.A.C.S. 

ORTHOPAEDIC  SURGERY 

LEO  L.  TUVESON,  M.  D. 

Diplomate  of  the  American  Board 

of  Orthopaedic  Surgery 

ORTHOPAEDIC  SURGERY 

744  N.  Country  Club  Road  Telephone  5-1533 

800  North  First  Ave.  Telephone  2-2375 

TUCSON,  ARIZONA 

PHOENIX,  ARIZONA 

ROBERT  E.  HASTINGS,  M.D.,  F.A.C.S. 

JAMES  LYTTON-SMITH,  M.  D. 
RONALD  S.  HAINES,  M.  D. 

Diplomate  American  Board  of  Orthopaedic 
Surgery 

JOHN  H.  RICKER,  M.  D. 
STANFORD  F.  HARTMAN,  M.  D. 

ORTHOPAEDIC  SURGERY 

Section  on 

ORTHOPEDIC  SURGERY 

1811  East  Speedway 
TUCSON,  ARIZONA 

Lois  Grunow  Memorial  Clinic 
926  East  McDowell  Road 
Phoenix,  Arizona 

PHYSICIANS  and  SURGEONS 


CHAS.  N.  PLOUSSARD,  B.  S.,  M.  D. 

ROBERT  A.  PRICE,  M.  D. 

F.  A.  C.  S. 

GENERAL  PRACTICE 

SURGERY 

SURGERY  and  UROLOGY 

907  Professional  Bldg.  Phone  3-3193 

Telephone  4-1582  2258  North  15th  Avenue 

Phoenix,  Arizona 

Phoenix,  Arizona 

ANESTHESIOLOGY 


THIS  SPACE  FOR  SALE 

LOUISE  BEWERSDORF,  M.  D. 

FOR  INFORMATION  AND  RATES 

F.  A.  C.  A. 

write  to 

ANESTHESIOLOGY 

ARIZONA  MEDICINE 

208  West  Glenrosa 

401  Heard  Bldg. 

Phone  5-4471  - 8-3451 

PHOENIX,  ARIZONA 

Phoenix,  Arizona 

DERMATOLOGY 


HARRY  A.  CUMMING,  M.  D. 

DERMATOLOGY 

Diplomate  of  American  Board 
of  Dermatology  and  Syphilology 

Phone  8-4883 

1313  North  Second  Street  Phoenix,  Arizona 


KENNETH  C.  BAKER,  M.  D. 

DERMATOLOGY 


Telephone  3-0602  729  N.  Fourth  Ave. 

Tucson,  Arizona 
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DERMATOLOGY 


GEORGE  K.  ROGERS,  M.  D. 

THIS  SPACE  FOR  SALE 

DERMATOLOGY 

FOR  INFORMATION  AND  RATES 

Diplomate  of  American  Board  of 

write  to 

Dermatology  and  Syphilology 

ARIZONA  MEDICINE 

Phone  3-5264 

401  Heard  Bldg. 

105  W.  McDowell  Road  Phoenix,  Arizona 

PHOENIX,  ARIZONA 

OBSTETRICS  and  GYNECOLOGY 


FRED  C.  JORDAN,  M.  D. 


OBSTETRICS  and  PEDIATRICS 

801  North  Second  Ave. 
Phone  8-2796 


Phoenix,  Arizona 


HARRY  J. 

FELCH,  M.  D. 

Physician 

and  Surgeon 

Residence 

Office 

325  W.  Granada 

703  Professional  Bldg. 

Phoenix,  Arizona 

15  E.  Monroe  Street 

Residence  3-1  151 

Office  3-1151 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 

HAVE  YOU  MADE 

write  to 

YOUR  CONTRIBUTION  TO  THE 

ARIZONA  MEDICINE 

DAMON  RUNYON  FUND? 

401  Heard  Bldg. 

PHOENIX,  ARIZONA 

SPACE  DONATED  BY  M.  J.  WHITELAW,  M.  D. 

EYE,  EAR,  NOSE  and  THROAT 


DUNCAN  G.  GRAHAM,  M.  D. 

JOHN  S.  MIKELL,  M.  D. 

EYE,  EAR,  NOSE  and  THROAT 

1811  East  Speedway 

Tucson,  Arizona 

Certified  by  American  Board  of  Otolaryngology 

EAR,  NOSE  AND  THROAT 

1 1 4 West  Pepper  Street 

BRONCHOSCOPY 

Mesa,  Arizona 

BERNARD  L.  MELTON,  M.  D. 

F.  A.  C.  S.,  F.  I.C.  S. 

PERRY  W.  BAILEY,  M.  D. 

EYE,  EAR,  NOSE  AND  THROAT 
Certified  by  American  Board  of  Ophthalmology 

EYE,  EAR,  NOSE  AND  THROAT 

Certified  by  American  Board  of  Otolaryngology 

JOHN  J.  McLOONE,  M.  D. 

Telephones:  Office  8-0661;  Residence  2-6233 

EYE,  EAR,  NOSE  AND  THROAT 
BRONCHOSCOPY  AND  ESOPHAGOSCOPY 

Office:  39  W.  Adams,  1 17  Winters  Bldg., 

605  Professional  Bldg.  Phone  3-8209 

PHOENIX,  ARIZONA 

PHOENIX,  ARIZONA 
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ARCHIE  E.  CRUTHIRDS,  M.  D., 

F.  A.  C.  S.,  F.  I.  C.  S. 

EYE,  EAR,  NOSE  AND  THROAT 
Certified  by- American  Board  of  Otolaryngology 
American  Academy  of  Ophthalmology  and 
Otolaryngology 

1011  Professional  Bldg.  Phone  3-5121 

Phoenix,  Arizona 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

401  Heard  Bldg. 
PHOENIX,  ARIZONA 


SURGERY 


DAVID  C.  JAMES,  M.  D. 

GENERAL  SURGERY 
Hours  by  Appointment 
902  Professional  Bldg. 

Telephone:  8-3165  Directory:  3-1303 

Phoenix,  Arizona 

J.  L.  WHITEHILL,  M.  D., 

F.  A.C.S.,  F.  1.  C.  S. 

SURGERY 

Certified  by  the  American  Board  of  Surgery 
and  by  the  Qualification  Board  of  the 
International  College  of  Surgeons 

2530  E.  Broadway  Phone  5-01  14 

TUCSON,  ARIZONA 
If  No  Answer,  Call  3-3601 

ALFRED  D.  LEVICK,  M.  D. 

PROCTOLOGY 

DELBERT  L.  SECRIST.  M.  D., 
F.  A.  C.  S. 

1 137  West  McDowell  Road 
Phones  8-2194  - 3-4189 
Phoenix,  Arizona 

1 23  South  Stone  Avenue 
Tucson,  Arizona 

Office  Phone  2-3371  Home  Phone  5-9433 

H.  D.  KETCHERSIDE,  M.  D. 

SURGERY  and  UROLOGY 

DONALD  A.  POLSON,  M.  D. 

GENERAL  SURGERY 

Certified  by  the  American  Board  of  Surgery 
800  North  First  Avenue 
Phone  4-7245 
Phoenix,  Arizona 

W.  R.  MANNING,  M.  D.,  F.  A.  C.  S. 

SURGERY 

Diplomate  American  Board  of  Surgery 

620  North  Country  Club  Road  Phone  5-2687 

Tucson,  Arizona 

LOUIS  P.  LUTFY,  M.  D. 

SURGERY  and  GYNECOLOGY 
301  West  McDowell  Rd.  Phone  3-4200 

Phoenix,  Arizona 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

401  Heard  Bldg. 
PHOENIX,  ARIZONA 
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LOWELL  C.  WORMLEY,  M.  D. 

SURGERY  AND  UROLOGY 
1202  East  Washington 
Office  Phone  3-2273 
Phoenix,  Arizona 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

401  Heard  Bldg. 
PHOENIX,  ARIZONA 

GENERA 

L P 

RACTICE 

RAYMOND  1.  McGILVRA,  M.  D. 

GENERAL  PRACTICE 
307  E.  Indian  School  Road 
Office  Phone  5-0750 

Office  Hours:  10-12  and  2-5  By  Appointment 

Phoenix,  Arizona 

PAUL  S.  ARMOUR,  M.  D. 

Office  Phone  4-0293 
If  No  Answer,  Call  3-4189 

543  East  McDowell  - Medical  Arts  Building 
Phoenix,  Arizona 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

401  Heard  Bldg. 
PHOENIX,  ARIZONA 

DOCTORS  DIRECTORY  ESTABLISHED  1920 

3-4189 

Emergency  calls  given  special  attention.  We  will 
locate  your  doctor  before  or  after  office  hours. 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

401  Heard  Bldg. 
PHOENIX,  ARIZONA 

BERTHA  CASE,  R.  N.,  Director 
ADA  JOY  CASE 

1493  East  Roosevelt 
Phoenix,  Arizona 

CHILDREN'S  DISEASES 


MILTON  C.  F.  SEMOFF,  M.  D. 

JULIUS  CITRON,  D.  S.  C. 

522  North  Tucson  Blvd. 
Tucson,  Arizona 

DISORDERS  OF  THE  FOOT 

Phone  5933 

517  West  McDowell  Road 

Fellow  of  the 

Hours  9-5  Phone  2-9312 

American  Academy  of  Pediatrics 

Phoenix,  Arizona 
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PATHOLOGICAL  LABORATORIES 


G.  O.  HARTMAN,  M.  D. 

PATHOLOGICAL  LABORATORY 

20  E.  Ochoa  St.  Phone:  3-4861 

TUCSON,  ARIZONA 


PATHOLOGICAL 

LABORATORY 

507  Professional  Building 

Telephone  3-4105 

W.  WARNER  WATKINS  AND 

ASSOCIATES 

1313  North  Second  Street 

Telephone  8-3484 

Phoenix, 

Arizona 

RADIOLOGY 


GOSS  - DUFFY  LABORATORY 

X-RAY  AND  CLINICAL  DIAGNOSIS 

316  West  McDowell  Road 
Phoenix,  Arizona 


DRS.  HAYDEN,  PRESENT,  WELSH 
AND  HI  LEMAN 

Diplomates  of 

American  Board  of  Radiology 

DIAGNOSTIC  ROENTGENOLOGY 

23  East  Ochoa 
Tucson 

ALLERGY 

E.  A.  GATTERDAM,  M.  D. 

ALLERGY 


PATHOLOGICAL  LABORATORY 

507  Professional  Building  Telephone  3-4105 

MEDICAL  CENTER  X-RAY 
LABORATORY 

1313  North  Second  Street  Telephone  8-3484 

W.  Warner  Watkins,  M.D.  R.  Lee  Foster,  M.D. 
John  W.  Kennedy,  M.  D. 

Diplomates  of  American  Board  of  Radiology 
Phoenix,  Arizona 


MARCY  L.  SUSSMAN,  M.  D., 

F.  A.  C.  R. 

Diplomate  of  American  Board  of  Radiology 

801  North  Second  Ave. 
Telephone  8-1027 
Phoenix,  Arizona 


PROCTOLOGY 


WALLACE  M.  MEYER,  M.  D. 

PROCTOLOGY 


15  E.  Monroe  St.,  Professional  Bldg. 
Office  Hours:  11  A.  M to  5 P.  M. 
Phoenix,  Arizona 


903  Professional  Bldg. 
Phone  2-2822  - 3-4189 
Phoenix,  Arizona 


SPEECH  PATHOLOGY 


ROBERT  N.  PLUMMER,  Ph.  D. 

THIS  SPACE  FOR  SALE 

SPEECH  PATHOLOGIST 

FOR  INFORMATION  AND  RATES 

Professional  Member 

write  to 

American  Speech  and  Hearing  Association 

ARIZONA  MEDICINE 

Medical  Arts  Bldg.  Phone  3-2051 

401  Heard  Bldg 

Phoenix,  Arizona 

PHOENIX,  ARIZONA 

THE  ORTHOPEDIC  CLINIC 

For  the  Treatment  of  Fractures,  Diseases  and  Surgery  of 
the  Bones  and  Joints 

ORTHOPEDIC  SURGERY 

W.  A.  BISHOP,  Jr.,  M.  D.,  F.  A.  C.  S.  ALVIN  L.  SWENSON,  M.  D. 

Diplomates  of  the  American  Board  of  Orthopedic  Surgery 

ARTHRITIS 

DeWITT  W.  ENGLUND,  M.  D. 

1313  North  Second  Street  Phone  8-1586 

Phoenix,  Arizona 


PATHOLOGY  


This  is  to  announce  that  tissues  for  diagnosis  are  accepted  by  the  follow- 
ing physicians  who  practice  in  Arizona,  are  not  exclusively  governmentally 
employed,  and  are  qualified  as  pathologic  anatomists: 


J.  D.  BARGER,  M.  D. 

Pima  County  General  Hospital 
Tucson,  Arizona 

RALPH  H.  FULLER,  M.  D. 

St.  Mary's  Hospital 
Tucson,  Arizona 

GEORGE  0.  HARTMAN,  M.  D. 

20  East  Ochoa  Street 
Tucson,  Arizona 


LOUIS  HIRSCH,  M.  D. 

Tucson  Medical  Center 
Tucson,  Arizona 

MAURICE  ROSENTHAL,  M.  D. 

St.  Monica's  Hospital 
Phoenix,  Arizona 

O.  0.  WILLIAMS,  M.  D. 

425  North  Fourth  Street 
Phoenix,  Arizona 


HAROLD  WOOD,  M.  D. 

1033  East  McDowell  Road 
Phoenix,  Arizona 


RADIOLOGY  — 

TUCSON  TUMOR  INSTITUTE 

LUDWIG  LINDBERG,  M.  D.  JAMES  H.  WEST,  M.  D.,  F.A.C.R. 
Diplomates  of  American  Board  of  Radiology 


RADIUM  AND  X-RAY  THERAPY 

721  North  4th  Ave.  TUCSON,  ARIZONA 
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ARIZONA  MEDICAL  ASSOCIATION 


ANNUAL 

April  30,  May  I,  2,  3 


MEETING 

Phoenix,  Arizona 


• c MEDICAL  LIBRARY 

3 - 1950 


San  rrancisco,  z2 


...  in  a prescription  is  the  symbol  for  "with.” 
This  word,  in  turn,  has  special  significance  when 
considered  in  relation  to  Eli  Lilly  and  Company, 
whose  efforts  are  joined  . . . 


ivith  all  of  medical  research  for  mutual 
advancement 


. . . ivith  related  sciences  to  make  contributions 
to  medical  progress 

. . . ivith  you,  the  physician,  in  your  service  to 
humanity 
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Local  application  of  THROMBIN  TOPICAL  rapidly  controls  capi1- 
lary  bleeding.  In  three  seconds  a solution  containing  1,000  units 
per  cc.  clots  ten  times  its  own  volume  of  blood.  It  may  also  be 
applied  as  a dry  powder. 


THROMBIN 

TOPICAL 


THROMBIN  TOPICAL  reacts  with  blood  fibrinogen  to  form  a firm  ad- 
herent fibrin  clot,  end-result  of  the  natural  clotting  mechanism.  By 
this  physiologic  action  THROMBIN  TOPICAL  helps  control  bleeding 
in  all  types  of  surgical  procedures— lysis  of  abdominal  or  thoracic 
adhesions,  mastectomy,  transurethral  prostatic  resection,  nose  and 


throat  operations,  skin  grafting,  neurosurgery,  orthopedic  surgery, 
dental  extractions,  etc.  Well  tolerated  by  the  tissues,  it  may  also  be 
used  in  conjunction  with  Oxycel®  (oxidized  cellulose,  Parke-Davis). 


( bovine  origin ) is  supplied  in  vials  contain- 
ing 5000  N.I.H.  units  each,  with  a 5 cc.  vial 
of  sterile  isotonic  saline  diluent.  Also  avail- 
able in  a package  containing  three  vials  of 
THROMBIN  TOPICAL  (1000  N.I.H.  units 
each ) and  one  6 cc.  vial  of  diluent. 
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there  are  differences 


in  Estrogens 


Orally  Potent  CONESTRON  provides  the 
advantages  of 

Conjugated  Estrogens  from  Natural  Sources 

• Optimal  tolerance — rare  side  action 
• Convenience  of  administration 
• Flexibility  of  regimen 

• A complete  sense  of  well-being 
For  the  menopausal  patient 

TABLETS  of  0.3,  0.625,  1.25,  and  2.5  mg. 


CONESTRON® 

Estrogenic  Substances 

(water-soluble) 

CONJUGATED 

ESTROGENS 

EQUINE 


Incorporated,  Philadelphia  3,  Pa. 
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$75.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$20,000.00  accidental  death  $32.00 
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Cost  has  never  exceeded  amounts  shown. 
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from  the  beginning  day  of  disability. 

PHYSICIANS  CASUALTY  ASSOCIATION 
PHYSICIANS  HEALTH  ASSOCIATION 

48  years  under  the  same  management 

400  First  National  Bank  Building  Omaha  2,  Nebraska 
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little  -patienfe 

act  MU'LisH... 

Try  Dulcet  Penicillin  Tablets — appealing,  candy-like  cubes 
that  pack  the  therapeutic  potency  of  50,000  units  of  penicillin 
G potassium  (buffered  with  0.25  Gm.  calcium  carbonate). 

Stable  indefinitely,  cinnamon-flavored  Dulcet  Tablets  possess  the  same 

antibiotic  action  as  an  equal  unitage  of  penicillin  in  unflavored 

tablets.  Although  designed  for  easing  the  administration  of  oral 


penicillin  to  children,  Dulcet  Tablets  are  preferred  by  many  adults 

who  simply  wish  to  avoid  unpleasant  tasting  medicine.  Dulcet  Penicillin 


In  cholecystography,  the  “equivocal  result  ’ has  virtually  been  elim- 
inated. Cholecystograms  made  with  Priodax®  are  a valuable  aid  to 
diagnosis.  An  unsatisfactory,  equivocal  roentgenogram  is  a disap- 
pointment to  the  physician  and  an  annoyance  to  the  patient  requir- 
ing a repeat  examination.  “Non-visualization  of  the  gallbladder  after 
administration  of  Priodax  is  dependable  evidence  of  organic  gall- 
bladder disease.  1 Formerly,  such  confusing  factors  as  poor 
absorption,  vomiting,  diarrhea  and  residual  contrast  medium  in 
the  intestines  hampered  interpretation.  Today,  Priodax  provides 
results  with  minimal  interference  from  such  factors. 


PRIODAX 

(iodoalphionic  acid) 


Priodax,  beta-(4-hydroxy-3,  5-diiodophenyl) -alpha-phenyl-propionic  acid,  is 
available  as  0.5  Gm.  tablets  in  envelopes  of  six  tablets  and  economy  packages 
of  100  envelopes  and  in  boxes  of  1,  5 and  25  envelopes  each  bearing  instruc- 
tions for  the  patient.  Also  the  Hospital  Dispensing  packages  containing  4 rolls 
of  250  tablets  each. 


1.  Brewer,  A.  A.:  Railiology  48: 269,  1947. 


CORPORATION  • BLOOMFIELD,  NEW  JERSEY 
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THIS  EMBLEM  is  displayed  only  by  reliable  merchants 
in  your  community.  Camp  Scientific  Supports  are  never 
sold  by  door-to-door  canvassers.  Prices  are  based  on 
intrinsic  value.  Regular  technical  and  ethical  training  of 
Camp  fitters  insures  precise  and  conscientious  attention 
to  your  recommendations. 


C/yyVP  ANATOMICAL  SUPPORTS 

for  ORTHOPEDIC 
CONDITIONS 


Whether  it  be  relief  from 
lesser  degrees  of  postural  or 
occupational  strain,  or  as 
an  aid  in  treatment  follow- 
ing injury  or  operation,  the 
Camp  group  of  scientifically 
designed  orthopedic  supports  for 
men,  women  and  children  will  be 
found  “comprehensive.”  Sacro- 
iliac, Lumbosacral  and  Dorso- 
lumbar  supports  may  be  prescribed 
for  all  types  of  build.  The  Camp 
system  of  construction  fits  the  sup- 
port accurately  and  firmly  about 
the  major  part  of  the  bony  pelvis 
as  a base  for  support.  The  unique 
system  of  adjustment  permits  the 
maximum  in  comfort.  Physicians 
may  rely  on  the  Camp-trained  fit- 
ter for  the  precise  execution  of  all 
instructions. 

If  you  do  not  have  a copy  of  the 
Camp  “Reference  Book  for  Phy- 
sicians and  Surgeons”,  it  will  be 
sent  on  request. 


CAfAP 

Scientific  Suppolig) 


S.  H.  CAMP  & COMPANY,  JACKSON,  MICHIGAN 

World’s  Largest  Manufacturers  of  Scientific  Supports 
Offices  in  New  York  • Chicago  • Windsor,  Ontario  • London,  England 
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Even  a flood . . . 

failed  to  stop  GE  Service! 


It  was  spring  in  Marietta  and  the  Ohio  River 
was  on  its  seasonal  rampage.  In  fact,  its  swollen 
waters  were  even  licking  at  doorsteps  in  the  busy  down- 
town section  — eagerly  reaching  higher  and  higher. 

Is  it  any  wonder,  then,  that  one  of  the  town's  leading 
x-ray  technicians  should  be  alarmed  for  the  safety  of 
her  charge  — vital,  valuable  x-ray  equipment  in  the 
flood-threatened  office  of  her  employer,  a well-known 
Marietta  doctor.  Quite  naturally  she  telephoned 
GEs  Columbus,  Ohio  office  — told  of  her  plight. 

GE  Service  went  into  immediate  aciton.  Checked 
State  Highway  Department  — found  roads  to  Marietta 
water-blocked.  Then,  chartered  a plane  which  landed 
across  the  river  from  Marietta  at  Williamsburg, 
W.  Va.,  about  an  hour  later.  After  reaching  downtown 
Marietta  by  flatboat  and  walking  a few  blocks,  the  GE 
serviceman  arrived  across  the  street  from  the  doctor's 
office.  However,  flood  waters  blocked  the  way.  This 
problem  was  neatly  solved  when  a stalwart  dentist 
friend  happened  along  and  volunteered  to  carry  him 
and  his  equipment  across  the  street  piggy  back. 

The  x-ray  equipment  was  speedily  dismantled, 
loaded  on  a high  wheeled  truck  and  taken  to  the 
doctor’s  home  which  was  located  on  higher  ground. 


Don't  wait  for  a flood  to  call  for  GE  Service  . . . 
its  available  always  at  — 

Phoenix,  333  North  Sixth  Avenue 


A — 


This  story  is  typical  of  the  hundreds  of  documented 
GE  Service  reports  in  our  files.  A service  which 
proudly  lends  a new,  broader  conception  to  the 
guarantee  that  stands  back  of  every  GE  installation. 


GENERAL  ELECTRIC 
X-RAY  CORPORATION 


10 


Arizona  Medicine 


February,  1950 


IN  2 FORMS: 

Parenteral—  1 cc.  and  2 cc.  ampuls. 

Oral  — Tablets. 

DOSAGE 

Parenteral:  Initial  adult  test  dose  0.5  cc.  Thereafter 


Salyrgan-Theophylline  mobilizes  both  water 
and  sodium  for  increased  urinary  excretion. 

The  improved  water  metabolism  means 
less  work  for  the  heart,  less  taxing  of  the 
respiratory  capacity. 


Release  of 
edema  fluid  in 
cardiac  failure 


frequent  small  doses  (daily  or  every  other  day). 

Or  a larger  dose  (up  to  2 cc.)  at  less  frequent  intervals 


(once  or  twice  a week). 


Oral:  Average  adult  dose,  5 tablets  after  breakfast 
once  a week.  Or  1 tablet  3 or  4 times  daily  on  two 
successive  days  of  the  week.  Maintenance  dose, 

1 or  2 tablets  daily.  With  continued  use,  rest  periods 
are  recommended;  e.g.,  from  3 to  7 days  in 
every  month. 


Salyrgan,  trademark  reg.  U.  S.  & Canada 
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AU  R E O MVC  I N 


HYDROCHLORIDE  LEDERLE 

in  resistant 

staphylococcal  infections 


Aureomycin  has  been  shown 
to  be  highly  useful  in  the  con- 
trol of  staphylococcal  infec- 
tions, many  of  which  exhibit 
a high  degree  of  resistance  to 
other  antibiotics  and  chemo- 
therapeutic agents.  The  prognosis  in  systemic 
staphylococcal  infections  is  sufficiently  serious  so 
that  the  optimum  treatment  should  be  admin- 
istered immediately,  and  continued  for  one  or 
several  days  after  the  temperature  has  subsided 
to  normal. 

Aureomycin  has  been  found  effective  for  the 
control  of  the  following  infections:  bacteroides 


septicemia,  brucellosis, 
Gram-negative  infections  — 
including  those  caused  by  the 
coli-aerogenes  group,  Gram- 
positive infections  — includ- 
ing those  caused  by  strepto- 
cocci and  pneumococci,  granuloma  inguinale, 
lymphogranuloma  venereum,  Hemophilus  influ- 
enzae infections,  primary  atypical  pneumonia, 
psittacosis,  Q_  fever,  rickettsialpox,  Rocky  Moun- 
tain spotted  fever,  penicillin-resistant  subacute 
bacterial  endocarditis,  sinusitis  caused  by  suscep- 
tible organisms,  tularemia,  typhus,  bacterial  and 
viral-like  infections  of  the  eye. 


Capsules:  Bottles  of  25,  50  mg.  each  capsui'<=f. ,3c»ti1^s  of  16,  250  the,  eaco  capsule. 
Ophthalmic:  Vials  of  25  mg.  with  dropper;  solution  prepared  by  adding  5 cc.  of  distilled  water. 


LEDERLE  LABORATORIES  DIVISION  American  Cuanamid  com  past  30  Rockefeller  Plaza,  New  York  20,  N.  Y. 
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The  sound  and  wholesome  nutritious 
diet  is  an  integral  part  of  modern  day 
preventive  and  definitive  therapy.  A 
steady  stream  of  adequate  amounts  of  all 
the  essential  nutritional  elements  is  vital 
for  good  growth,  maintenance  of  tissue 
structure  and  functioning,  healing  after 
trauma,  and  resistance  to  infection.  For 
maintaining  this  daily,  steady  stream  of 
nutrients,  however,  conditions  both  in 
health  and  illness  often  make  imperative 
the  use  of  an  efficient  food  supplement 
along  with  the  diet. 

The  multiple  dietary  food  supplement 
Ovaltine  in  milk  has  wide  usefulness  for 
enhancing  to  full  adequacy  even  nutri- 
tionally poor  diets.  Its  rich  store  of  vita- 


mins and  minerals  includes  vitamins  A 
and  D,  ascorbic  acid,  thiamine,  ribo- 
flavin and  niacin,  and  calcium,  iron  and 
phosphorus.  Its  nutritionally  complete 
protein  has  excellent  biologic  rating. 

Since  these  vital  nutritional  values 
along  with  carbohydrate  and  easily  emul- 
sifiable  milk  fat  are  incorporated  in  liquid 
suspension  or  solution,  Ovaltine  in  milk 
is  also  especially  adapted  to  liquid  diets. 
The  highly  satisfying  flavor  makes  for  its 
ready  acceptability  when  foods  are  often 
distasteful. 

The  important  overall  nutrient  con- 
tribution of  three  glassfuls  of  Ovaltine 
mixed  with  milk  is  presented  in  the 
accompanying  table. 


THE  WANDER  COMPANY,  360  N.  MICHIGAN  AVE.,  CHICAGO  1,  ILL. 


Three  servings  of  Ovaltine,  each  made  of  Vi  oz.  of 
Ovaltine  and  8 oz.  of  whole  milk,*  provide: 


CALORIES 

PROTEIN 

FAT 

CARBOHYDRATE 

CALCIUM 

PHOSPHORUS 

IRON 


676  VITAMIN  A 

32  Gm.  VITAMIN  Bi 

32  Gm.  RIBOFLAVIN 

65  Gm.  NIACIN 

1.12  Gm.  VITAMIN  C 

0.94  Gm.  VITAMIN  D 

12  mg.  COPPER 

average  reported  values  for  milk. 


3000  I U. 
1.16  mg. 
2.0  mg. 
6.8  mg. 
30.0  mg. 
417  I.U. 
0.5  mg. 


Tv/o  kinds,  Plain  and  Chocolate  Flavored.  Serving  for 
serving,  they  are  visually  identical  in  nutritional  content. 


Yol.  7\  tVo.  2 


Arizona  Medicine 


] 


SQUIBB  INSULIN  PRODUCTS 

'■'w 

. . .purified. . .potent. ..rigidly  standardized  to 
meet  the  various  retjnirenienls  of  diabetics. 

short  action:  peak  effect  within  3 to  4 hours,  waning  rapidly 

INSULIN  SQUIBB 

10-cc.  vials  (40,  SO  6-100  units  per  cc .) 

INSULIN  MADE  FROM  ZINC-INSULIN 

CRYSTALS  SQUIBB 

10-cc.  vials  (40  6 SO  units  per  cc.) 

intermediate  action:  peak  effect  in  8 to  12  hours,  with  action  continuing 
sometimes  for  16  or  more  hours. 

GLOBIN  INSULIN  WITH  ZINC  SQUIBB 

10-cc.  vials  (40  6 80  units  per  cc.) 

prolonged  action:  onset  slow;  peak  effect  in  10  to  12  hours,  with  action 
sometimes  persisting  for  24  or  more  hours. 

PROTAMINE  ZINC  INSULIN  SQUIBB 
10-cc.  vials  (40  6 SO  units  per  cc.) 


protamine  zinc  insulin 
SQLiRR 

80  units  par  cc. 


GLOBIN  INSULIN 

wm>  z*«*c 


,nsulin 


Niroms 


!/t-  place: 

a 


MANUFACTURING  CHEMISTS  TO  THE  MEDICAL  PROFESSION  SINCE  1858 
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ENCINAS  SANITARIUM 


Pasadena,  California 


INTERNAL  MEDICINE  INCLUDING  FUNCTIONAL  AND  ORGANIC  NERVOUS  SYSTEM  DISEASES 


Board  of  Directors:  GEORGE  DOCK,  M.D,  President;  J.  ROBERT  SANFORD,  M.D,  Vice-President 
Address:  CHARLES  W.  THOMPSON,  M.  D.,  F.  A.  C.  P.,  Medical  Director,  Pasadena,  California 


LIVERMORE  SANITARIUM 


• The  Hydropathic  Department 
devoted  to  the  treatment  of  gen- 
eral diseases,  excluding  surgical 
and  acute  infectious  cases.  Special 
attention  given  functional  and  or- 
ganic nervous  diseases.  A well 
equipped  clinical  laboratory  and 
modern  X-ray  Department  are  in 
use  for  diagnosis. 


GENERAL  FEATURES 

1.  Climatic  advantages  not  excelled  in  United  States.  Beautiful  grounds  and  attractive  surrounding  country. 

2.  Indoor  and  outdoor  gymnastics  under  the  charge  of  an  athletic  director.  An  excellent  Occupational  Department. 

3.  A resident  medical  staff.  A large  and  well-trained  nursing  staff  so  that  each  patient  is  given  careful  individual  attention. 


Information  and  circulars  upon  request. 

Address:  O.  B.  JENSEN,  M.D. 
Superintendent  and  Medical  Director 
Livermore,  California 
Telephone  313 


CITY  OFFICES: 

San  Francisco  Oakland 


450  Sutter  Street 
GArfield  1-5040 


1624  Franklin  Street 
GLencourt  1-5988 


• The  Cottage  Department  (for 
mental  patients)  has  its  own  fa- 
cilities for  hydropathic  and  other 
treatments.  It  consists  of  small 
cottages  with  homelike  surround- 
ings, permitting  the  segregation  of 
patients  in  accordance  with  the 
type  of  psychosis.  Also  bungalows 
for  individual  patients,  offering 
the  highest  class  of  accommoda- 
tions with  privacy  and  comfort. 


Vol.  7,  Xo. 


Arizona  Medicine 


15 


The  . . • estrogen 
preferred,  by  us  is 
Tremarin,’  a mixture 
of  conjugated  estrogens, 
the  principal  one 
of  which  is 
estrone  sulfate.” 


Hamblen,  E.C.:  North  Carolina  M.J.  7:533  (Oct.)  1946. 


In  treating  the  menopausal  syndrome 
with  “Premarin!’  Perloff*  reports  that 
“Ninety-five  and  eight  tenths  per  cent 
of  patients  treated  with  3.75  mg. 
or  less  daily  obtained  complete  relief 
of  symptoms”;  also,  “General  tonic 
effects  were  noteworthy  and  the  greatest 
percentage  of  patients  who  expressed 
clear-cut  preferences  for  any  drug 
designated  ‘Premarin!  ” 

Thus,  the  sense  of  “well-being” 
usually  imparted  represents  a “plus”  in 
“Premarin”  therapy  which  not  only 
gratifies  the  patient  but  is  conducive  to 
a highly  satisfactory  patient-doctor 
relationship. 

Four  potencies  of  “Premarin” 
permit  flexibility  of  dosage:  2.5  mg., 
1.25  mg.,  0.625  mg.  and  0.3  mg.  tablets; 
also  in  liquid  form,  0.625  mg.  in 
eachTcc.  (1  teaspoonful). 

♦Perloff.  W.  H.:  Am.  J.  Obst.  & Cynec.  58:684  (Oct.)  1949. 


While  sodium  estrone  sulfate  is  the  principal  estrogen  in 
“Premarin!’  other  equine  estrogens. ..estradiol,  equilin, 
equilenin,  hippulin...are  probably  also  present  in  varying 
amounts  as  water-soluble  conjugates. 


Estrogenic  Substances  (water-soluble)  also  known  as  Conjugated  Estrogens  (equine) 


Ayerst,  McKenna  & Harrison  Limited 
22  East  40th  Street,  New  York  16,  N.  Y. 
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. . . and  nothing  but  the  whole  gland 

can  achieve  the  effects  of  the  full 
array  of  cortical  hormones  in  correcting 
such  typical  symptoms  of  adrenal  cortical 
insufficiency  as  loss  of  weight,  impaired 

resistance  to  infections,  lowered  muscle 
tone,  lassitude  and  mental  apathy. 


Because  ADRENAL  CORTEX  EXTRACT  (UPJOHN)  is  a specially 
extracted  preparation  from  the  whole  gland,  it 

provides  all  the  active  principles  of  the 
cortex  for  full  therapeutic  replacement 

of  multiple  cortical  action  on  carbohydrate, 
fat  and  protein  metabolism,  vascular 

permeability,  plasma  volume, 
body  fluids  and  electrolytes. 


MM 


II 


Sterile  Solution 
in  10  cc.  rubber- 
capped  vials  for 
subcutaneous, 
intramuscular,  and 
intravenous  therapy. 


m 


KALAMAZOO  99,  MICHIGAN 
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RADIATION  SICKNESS 

W.  WARNER  WATKINS,  M.  D„ 


F.A.C.P., 

Phoenix, 

'T'HE  timeliness  and  importance  of  this  sub- 
"L  jec-t  can  be  illustrated  by  three  quotations. 
The  first  is  from  a statement  authorized  by 
the  Council  on  Physical  Medicine  of  the  Ameri- 
can Medical  Association,  and  published  in  the 
Journal  of  the  A.  M.  A.,  November  13,  1918. 
The  statement  comes  from  the  Council’s  Con- 
sultation Committee  on  Roentgen  Rays,  Radium 
and  Medical  Aspects  of  Atomic  Energy.  One 
paragraph  of  the  statement  reads  as  follows : 

‘‘The  atomic  age  confronts  the  medical  pro- 
fession with  seemingly  unlimited  opportunities, 
but  equally  with  the  gravest  responsibilities.  To 
match  the  eagerness  with  which  he  plunges  into 
the  investigation  of  the  tremendous  possibilities 
of  advance  in  medical  knowledge,  the  physician 
investigator  must  possess  the  keenest  awareness 
of  the  hazards  to  himself,  his  patients  and  work- 
ing associates  involved  in  the  study  and  manipu- 
lation of  radidoactive  isotopes  and  other  prod- 
ucts of  atomic  fission.  Fundamental  is  the  fact 
that  there  is  no  antidote  to  radiation  injury. 
Prevention  and  unrelenting  watchfulness  are 
the  requirements  for  what  may  be  called  radia- 
tion hygiene.  Even  physicians  who  are  not  en- 
gaged in  this  research  must  have  knowledge  of 
the  technics  involved,  for  they  may  have  pa- 
tients who  have  been  exposed  to  radiations.” 

The  second  quotation  is  from  an  editorial  by 
Dr.  Newell,  Professor  of  Radiology  at  Stanford 
University  Medical  School,  and  one  of  the  con- 
sultants to  the  A.M.A.  Council.  His  editorial  is 
a comment  on  their  statement,  reproduced  in  the 
American  Roentgen  Ray  Journal,  May,  1949. 
A paragraph  from  it  reads : 

“The  making  of  the  atom  bomb  was  compli- 
cated by  the  most  extraordinary  health  hazard 
that  the  world  has  ever  known,  insidious  in  the 

Presented  before  the  Harlow  Brooks  Navajo  Clinical  Confer- 
ence, Ganado.  Arizona,  August  22.  1949. 


F.A.C.R. 

Arizona 

extreme,  inappreciable  to  the  senses,  late  to  re- 
veal the  injuries  produced  ancl  only  to  be  de- 
tected by  methods  novel  to  the  usual  guardians 
of  health — the  physicians.  The  control  of  this 
hazard  was  the  achievement  of  a unique  coopera- 
tive effort  by  physicists,  chemists  and  physicians, 
and  the  specific  discipline  developed  received 
the  name:  Health  Physics.  On  this  is  founded 
a special  branch  of  Industrial  Preventive  Medi- 
cine which  we  can  call  Radiation  Hygiene:  the 
art  of  avoidance  of  injury  by  radiation  machines 
and  radioactive  products. 

“With  the  availability  of  radioactive  isotopes 
for  medical  and  industrial  researches  and  ulti- 
mate wide  application,  the  need  for  training  in 
radiation  hygiene  is  spreading  to  medical  schools 
and  hospitals  and  to  research  institutes  and  fac- 
tories. Not  only  the  industrial  surgeon  and  radi- 
ologist must  take  this  up,  but  every : physician 
must  learn  its  fundamentals.” 

The  third  quotation  is  a paragraph  from 
Ladd’s  book,  “Must  We  Hide?”  urging  on  us 
the  grave  responsibilities  of  the  medical  profes- 
sion, as  we  face  the  somewhat  uncertain  future 
of  the  atomic  age.  The  paragraph  in  question 
reads : 

“In  the  present  age  of  medical  specialization 
there  are  many  physicians  who  are  not  skilled 
in  recognizing  the  symptoms  of  radiation  sick- 
ness and  who  are  not  familiar  with  the  latest 
developments  in  treatment.  These  men  must  be 
kept  informed  of  the  latest  results  of  research 
and  the  preferred  methods  of  treatment  recom- 
mended by  leaders  in  the  field.  Fortunately  the 
basic  training  of  physicians  is  sufficiently  broad 
to  permit  them  to  be  indoctrinated  with  a min- 
imum of  effort.  The  American  Medical  Associa- 
tion will  do  well  to  note  the  burden  that  may  be 
thrust  upon  its  members  and  to  consider  means 
for  rendering  all  possible  assistance.” 

Any  good  sermonizer,  having  read  the  Scrip- 
ture, will  select  a text,  and  this  is  to  be  found  in 
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an  article  by  Prosser  and  associates,  on  radia- 
tion intoxication,  in  Radiology  for  September, 
1947.  This  text  reads: 

“Every  kind  of  ionizing  reaction  is  similar  in 
its  clinical  aspects,  whether  it  be  from  pene- 
trating external  radiation,  or  internal  radiation 
from  deposited  material." 

In  other  words,  radiation  sickness  is  the  same, 
whether  produced  by  x-rays,  by  injected  radio- 
active isotopes  of  chemical  elements,  or  by  the 
gamma  radiation  from  radium  or  atomic  fission. 
Therefore,  we  can,  and  do  apply  what  we  have 
learned  about  roentgen  ray  sickness  during  tbe 
past  fifty  years  to  our  study  of  and  treatment 
of  radiation  sickness  from  any  cause.  To  this 
end  it  will  be  instructive  to  review  briefly  the 
development  of  our  knowledge  of  x-ray  toxemia, 
this  development  being  indicated  roughly  by  its 
changing  terminology  through  the  years.  Start- 
ing with  Walsh’s  first  report  in  1897  on  “toxic 
reactions  from  x-rays’’,  the  syndrome  has  been 
described  under  such  names  as:  roentgen  tox- 
emia, roentgen  intoxication,  roentgen  sickness, 
roentgen  constitutional  reactions,  and  now  the 
more  general  and  inclusive  term  RADIATION 
SICKNESSS,  by  whatever  agent  or  in  what- 
ever manner  produced. 

We  can  conveniently  study  the  development 
of  this  knowledge  by  dividing  the  period  since 
the  discovery  of  x-rays  into  five  eras  of  approxi- 
mately a decade  each. 

18.95  - 1907.  Constitutional  reactions  follow- 
ing x-ray  treatments  seem  to  have  been  first 
reported  by  Walsh  of  Germany  in  1897,  and 
during  the  succeeding  years  many  observations 
were  made  by  other  workers  regarding  such  sys- 
temic reactions.  In  this  country,  Edsall  and  his 
collaborators  at  the  University  of  Pennsylvania 
wrote  repeatedly  on  the  subject.  Their  paper 
in  March,  1907  (Amer.  Jour.  Med.  Sci.)  on  “The 
Nature  of  tbe  General  Toxic  Reaction  Follow- 
ing Exposure  to  X-rays,”  cited  three  cases  of 
severe  systemic  reactions,  two  of  which  were 
fatal.  It  is  interesting  to-  note  that  what  hap- 
pened to  these  two  patients  with  pathological 
blood  conditions  accurately  forecast  in  minia- 
ture what  took  place  forty  years  later  in  the 
mass  killing  by  gamma  radiation,  when  atomic 
bombs  were  exploded  over  Hiroshima  and  Naka- 
saki.  Edsall ’s  patients  were  treated  with  old- 
fashioned  gas  tubes  which  delivered  an  unknown 
amount  of  x-ray  of  unmeasured  wave  length,  and 
the  technic  described  would  indicate  that  the 


body  was  not  shielded,  so  that  whole  body 
radiation  was  received  by  the  patients.  These 
patients  with  lymphoblastomas  bail  such  an  over- 
whelming destruction  of  the  white  cells  that 
they  could  not  eliminate  the  waste  producs  fast 
enough  to  survive.  Radiologists  soon  learned 
that  even  the  normal  human  organism  will  tol- 
erate only  a very  small  dosage  of  radiation  de- 
livered at  one  time  to  the  whole  body  surface. 
Such  blastemas  today  are  treated  through  small 
portals  and  with  small  closes  spaced  far  enough 
apart  to  allow  the  excretion  of  the  waste  prod- 
ucts of  leucocytic  destruction.  We  have  seen 
only  one  fatality  in  our  own  experience  which 
seemed  to  be  the  direct  result  of  irradiation. 
This  was  a young  Mexican  man  with  a very 
large  mediastinal  lymphosarcoma,  who  was 
treated  about  twenty  years  ago.  We  gave  him 
a moderate  dose  of  x-ray  to  the  anterior  medi- 
astinum; he  seemed  to  tolerate  this  very  well, 
and,  in  order  to  accommodate  bis  time  schedule, 
we  very  unwisely  repeated  this  the  next  day, 
and  allowed  him  to  return  to  his  home.  The 
tumor  melted  like  an  ice  cake  in  the  July  sun  in 
Phoenix;  in  two  weeks,  it  was  entirely  gone, 
and  so  was  the  patient!  He  could  not  handle  the 
products  of  tumor  tissue  destruction  and  died 
in  extreme  radiation  toxemia. 

Tbe  second  decade  1908  - 1917  was  marked  by 
the  effort  to  bring  under  control,  measure  and 
evaluate  the  effects  of  x-rays,  which  were  still 
being  produced  by  gas  tubes  of  vairous  types. 
Toward  the  end  of  this  decade  the  Coolidge  tube 
was  developed  and  this  markedly  changed  the 
whole  aspect  of  radiation  treatment  and  radia- 
tion reactions.  World  War  I slowed  down  re- 
search to  a large  extent.  One  of  the  best  papers 
coming  out  of  the  experiences  of  this  period 
was  by  Hall  and  Whipple  (Am.  Jour.  Med.  Sci.. 
April,  1919),  entitled  “Roentgen  Ray  Intoxica- 
tion" dealing  with  “the  general  constitutional 
reaction  which  follows  prolongs!  exposures  to 
the  roentgen  rays  of  the  Coolidge  tube." 

1918  - 1927.  Following  the  close  of  World 
War  I,  and  with  improvement  in  the  Coolidge 
tube,  a great  impetus  was  given  to  new  technics 
in  x-ray  treatment.  The  Germans  advocated  and 
tried  out  the  massive  dose  technic,  whereby  ef- 
fort was  made  to  destroy  cancer  by  a continuous 
radiation  lasting  six  or  eight  hours,  or  even 
longer.  Radiologists  in  this  country  never  fol- 
lowed that  technic  but  modified  it  in  various 
ways,  breaking  up  the  treatment  in  such  a man- 
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ner  as  would  be  best  tolerated  by  the  patients. 
The  term  “tolerance  dose’’  came  into  use,  based 
on  the  radiation  sickness  or  intoxication,  so  that 
study  of  this  sickness  engaged  the  attention  of 
radiologists,  pathologists  and  physiologists. 
Much  research  work  was  carried  out  seeking  to 
find  the  cause  of  the  radiation  toxemia.  Exper- 
iments were  carried  out  on  acidosis,  the  alkaline 
reserve,  water  balance,  chloride  retention,  toxic 
nephritis,  autolytic  ferments,  gastric  and  in- 
testinal secretions,  leukopenia,  and  destruction 
of  various  tissue  cells.  Toward  the  close  of  this 
period,  the  situation  was  well  summarized  by 
Henry  Schmitz  of  Chicago  (Radiology,  March, 
1924).  His  statements  and  conclusions  are  still 
true,  and  pertinent  for  any  type  of  radiation 
sickness.  Quoting  a few  of  these: 

“The  Radiation  Intoxication:  The  symptoms 
are  anorexia,  nausea,  vomiting,  diarrhea,  rise 
in  temperature,  increase  in  pulse  rate,  and 
marked  prostration.  . . . The  symptoms  are  tox- 
emic and  mainly  gastro-intestinal.  . . . The  acute 
symptoms  may  come  within  a few  hours,  or  may 
be  delayed  for  days  or  even  weeks. 

“Cellular  destruction  follows  exposure  to 
x-rays.  The  split  proteins  give  rise  to  the  acute 
intoxication.  ...  It  seems  probable  that  the 
radiation  sickness  is  due  to  an  absorption  into 
the  circulation  of  the  protein  liberated  by  de- 
struction of  cells.  It  is  more  marked  in  a per- 
son already  in  a toxic  condition  from  autolytic 
processes  taking  place  in  the  cancer.  . . . We 
should  distinguish  between  the  symptoms  due 
to  the  acute  constitutional  toxemia  and  those 
caused  by  injury  of  the  tissues  and  organs  ex- 
posed to  the  x-rays.” 

1928  - 1938.  Patients  were  treated  with  larger 
and  larger  doses  of  more  and  more  penetrating 
x-rays.  Super-voltage  technics  began  to  be  tried, 
that  is,  x-rays  produced  by  voltages  above  the 
conventional  200  and  220  kv.  Since  the  radia- 
tion sickness  was  often  a definite  barrier  to  in- 
creasing the  dosage  of  x-rays,  attention  was  di- 
rected to  combating  this  intoxication,  or  reliev- 
ing it.  Many  remedies  were  tried.  Barbiturates 
and  other  sedatives  have  been  used  for  symp- 
tomatic relief;  liver  extract  and  thiamin,  on  the 
basis  that  they  supply  deficiencies  produced  by 
the  radiation;  antihistamines  have  been  used  on 
the  theory  that  radiation  sickness  releases  hista- 
min  and  brings  about  an  allergic  reaction;  the 
latest  remedy  advocated  is  the  adrenocortical 
extract  on  the  basis  that  radiation  sickness  is 
due  to  a deficiency  of  the  adrenal  secretions. 
Growing  out  of  the  accumulated  experience, 
several  essentials  in  preventing  constitutional 


radiation  sickness,  or  too  great  local  tissue  dam- 
age, are  now  universally  recognized,  and  the 
reasons  for  these  are  applicable  to  radiation 
from  any  source  to  which  the  human  organism 
may  be  subjected. 

1.  Selective  dosage,  based  on  the  sensitivity 
of  the  condition  or  lesion  to  be  treated.  In  the 
gradation  of  sensitivity  of  cells,  the  white  hlood 
cells,  the  hematopoetic  cells  of  bone  marrow  and 
gonadal  cells  are  the  most  sensitive  to  radia- 
tion, while  the  nerve  cells,  muscle  cells  and  bone 
cells  are  the  least  sensitive. 

2.  Judicious  spacing  of  treatments,  so  as  to 
stay  within  the  patient’s  general  tolerance. 

3.  Screening  so  as  to  confine  the  radiation 
to  the  involved  ai’ea.  This  was  not  done  in  Ed- 
sall  \s  patients  previously  mentioned.  The  body 
will  tolerate  500  roentgen  units  delivered 
through  a portal  20  cm.  square,  whereas  one- 
tenth  of  that  amount  delivered  in  one  sitting 
to  the  anterior  or  posterior  surface  of  the  whole 
body  might  prove  fatal — and  the  500  units  cer- 
tainly would  kill  almost  any  person,  if  given  to 
the  whole  body  surface. 

4.  Cross-firing,  so  as  to  avoid  normal  tis- 
sues as  far  as  possible,  while  building  up  ade- 
quate dosage  in  the  involved  tissue. 

5.  Suitable  medication  for  the  individual 
case. 

6.  Watching  for  blood  changes,  especially 
leucopenia,  with  appropriate  treatment,  by  ad- 
justing x-ray  dosage,  by  hematinics,  or  by  blood 
transfusions. 

1939  - 1949.  The  great  achievement  of  the  last 
decade  was  the  production  of  radioactive  iso- 
topes of  the  chemical  elements — which  is  the 
chemical  and  physical  basis  of  the  atomic  bomb. 
The  build-up  of  our  knowledge  leading  to  this 
achievement  can  be  briefed  in  ten  steps : — 

(1)  Following  the  discovery  of  the  unknown 
rays  which  Roentgen  called  “X”  because  they 
were  unknown,  came  the  discovery  of  the  elec- 
trons as  the  unit  of  atomic  structure,  and  then 
the  establishment  of  the  fact  that  x-rays  are 
generated  whenever  fast-moving  electrons  are 
suddenly  stopped  by  striking  other  larger  ma- 
terial particles. 

(2)  The  realization  that  the  x-rays  in  an 
x-ray  tube  are  produced  by  a stream  of  elec- 
trons striking  the  target  of  the  tube. 

(3)  The  development  of  the  ability  to  control 
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the  number  of  and  the  speed  of  the  electrons  in 
the  Co'olidge  tube. 

(4)  The  diversion  of  the  flow  of  electrons 
away  from  a central  target  and  out  through  a 
window  of  an  x-ray  tube,  the  Chaoul  technic. 

(5)  The  realization  of  the  fact  that  x-rays  or 
gamma  rays  of  radium  bring  about  ionization  or 
detachment  of  electrons  from  the  atomic  struc- 
ture of  tissue  cells. 

(6)  Development  of  the  ability  to  ionize  or 
break  down  the  atomic  structure  of  chemical 
elements  by  bombardment  with  high  speed  elec- 
trons. 

(7)  Development  of  apparatus  for  increasing 
the  speed  of  electrons  up  to  the  speed  of  beta 
radiation  of  radium — these  beta  radiations  be- 
ing nothing  but  high  speed  electrons. 

(8)  The  discovery  of  a third  atomic  particle — 
the  neutron — in  addition  to  the  already  known 
negatively  charged  electron  and  the  positively 
charged  proton  of  the  atomic  nucleus. 

(9)  The  fact  that  bombardment  of  atoms  with 
high  speed  neutrons  and  the  introduction  of 
these  into  the  atomic  structure  will  so  disrupt 
that  structure  as  to  produce  a radioactive  isotope 
of  the  chemical  element,  or  a neighboring  one 
in  the  atomic  chain. 

(10)  Finally,  the  ability  to  start  a chain 
reaction  of  atomic  fission,  releasing  the  latent 
energy  of  the  atoms  so  fast  as  to  be  explosive. 
Such  atomic  fission  is  always  accompanied  by 
incredible  amounts  of  gamma  radiation. 

Physicists  can  now  produce  radioactive  iso- 
topes for  any  one  of  the  95  or  96  chemical  ele- 
ments. Some  of  these  are  coming  into  use  for 
therapeutic  purposes  and  doubtless  others  will 
soon  be  available.  This  growing  use  places  a 
great  responsibility  on  medical  men  in  general 
to  understand  the  dangers  to  themselves  and  to 
their  patients  in  handling  or  administering  any 
radioactive  element  or  salt.  Any  of  them  can 
produce  radiation  sickness,  either  of  a primary 
transient  type,  or  the  more  dangerous  perma- 
nent type. 

Just  as  we  were  closing  this  half  century’s 
experience  with  x-rays  and  radiation  reactions, 
there  was  suddenly  dumped  into  the  lap  of  the 
medical  profession  the  problem  of  evaluating, 
protecting  against,  or  treating,  the  radiation  re- 
actions or  injuries  produced  by  the  explosive  re- 
lease of  atomic  energy.  The  wholesale  destruc- 
tion of  the  two  Japanese  cities  by  atomic  bombs 


presented  us  with  thousands  of  human  victims 
of  radiation,  who  graphically  reproduced  in  the 
human  organism  the  reactions  and  injuries  from 
x-rays  which  had  been  observed  during  the  pre- 
ceding twenty-five  or  thirty  years  in  various 
animals,  in  research  departments  of  hospitals, 
clinics  and  laboratories.  Research  workers  with 
x-rays  had  killed  dogs,  rabbits,  guinea  pigs,  mice, 
chickens,  goats  and  other  animals  by  concen- 
trated doses  of  x-rays.  In  other  experiments  sub- 
lethal  doses  of  x-rays  had  been  given  and  the 
tissue  changes  and  symptoms  of  radiation  sick- 
ness observed.  We  had  assumed  that  the  doses 
fatal  to  dogs  and  goats  would  also  be  fatal  to 
human  beings,  but  the  ethics  of  a peacetime  civil- 
ization would  not  permit  the  actual  proving  of 
this  assumption.  Since  war  has  no  ethics,  the 
destruction  of  Hiroshima  and  Nagasaki  pre- 
sented us,  as  a side  issue  of  that  holocaust,  a 
gigantic  experiment  in  radiation  sickness.  This 
suddenly  thrust  upon  us  the  imperative  need  for 
every  doctor  to  develop  an  intei’est  in,  and  a 
working  knowledge  of,  radiation  sickness  and 
radiation  tissue  damages.  It  is  a need  we  would 
prefer  not  to  face,  but  which  we  cannot  escape, 
because  of  the  vital  part  the  medical  profession 
must  play  in  the  event  of  an  atomic  warfare. 
There  is  an  almost  frantic  effort  on  the  part  of 
scientists  and  medical  research  workers  in  atomic 
fission  to  learn  as  much  as  possible  about  the 
effects  of  radiation  and  how  these  may  be 
avoided,  prevented,  minimized,  or  treated.  This 
is  frankly  in  preparation  for  that  possible,  if 
not  inevitable,  day  of  disaster,  when  large  seg- 
ments of  our  population  will  suffer  radiation 
injuries,  and  the  medical  profession  be  called  on 
to  care  for  the  survivors. 

Turn  your  imagination  loose  and  suppose  that 
Phoenix,  Arizona  should  be  one  of  the  cities 
selected  to  be  attacked  by  atom  bombs  in  World 
War  III,  which  will,  doubtless,  be  precipitated 
as  unexpectedly  as  was  Pearl  Harbor.  If  the 
bomb  should  be  exploded  over  the  Hotel  West- 
ward Ho  about  six  o’clock  some  afternoon,  what 
would  be  the  effect?  In  addition  to  razing  all 
the  office  buildings  downtown  and  killing  hun- 
dreds of  people  by  the  blast  concussion  and  sear- 
ing heat,  the  gamma  radiation  released  by  such 
a bomb  would  be  immediately  fatal  to  every  sur- 
vivor of  the  blast  and  heat  within  a radius  of 
4,000  feet  from  the  zero  point  of  explosion-— or 
for  those  familiar  with  Phoenix  between  Seventh 
Avenue  and  Seventh  Street,  McDowell  and  the 
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railroad  tracks — everyone  would  be  killed  except 
the  people  who  might  happen  to  be  inside  con- 
crete buildings  behind  walls  a foot  thick.  The 
gamma  radiation  from  such  a bomb  is  equivalent 
to  that  which  would  be  given  off  from  100,000 
pounds  of  radium — or  fifty  tons,  and  there  is 
barely  five  pounds  of  radium  in  the  whole  world 
today.  The  statements  just  made  apply  to  such 
bombs  as  were  tested  at  Bikini,  and  we  are  told 
that  they  have  been  made  much  more  powerful 
since  then.  Hence  it  is  safe  to  say  that  a fatal 
dose  of  gamma  radiation  would  be  delivered  to 
every  person  exposed  within  one  mile  of  the 
zero  point  of  explosion.  For  another  mile  beyond 
that  limit,  the  gamma  radiation  would  still  be 
fatal,  but  more  gradually  so,  to  75%  of  the  peo- 
ple exposed.  Further  out  the  effects  would 
diminish  in  proportion  to  the  square  of  the  dis- 
tance, and  such  victims  might  recover  in  time, 
with  appropriate  treatment.  In  other  words,  in 
the  outer  suburbs  of  Phoenix,  the  doctors  of  that 
city  would  find  the  patients  to  whom  it  would 


be  worth  while  giving  attention,  provided  the 
doctors  themselves  survived. 

In  closing,  the  statement  will  bear  repetition, 
that  the  clinical  and  pathological  aspects  of  all 
types  of  ionizing  radiation  duplicate  those  pro- 
duced by  x-rays,  so  that  if  we  would  learn  about 
radiation  injury  of  any_  kind,  it  is  natural  to 
turn  to  the  great  reservoir  of  knowledge  ac- 
cumulated by  radiologists  during  the  past  fifty 
years.  The  warning  by  Walsh  in  1897  that  x-rays 
can  produce  a toxic  sickness  has  blossomed  out 
many  thousand  fold  into  the  great  field  of  atomic 
energy  radiation  destruction.  What  we  will  do 
with  this  knowledge — whether  it  will  be  used  to 
serve  the  world  or  destroy  civilization — is  not 
yet  apparent.  While  we  wait  on  the  history 
makers  to  decide  this,  it  behooves  us  as  doctors 
to  keep  informed  and  be  ready  for  the  task  of 
treating  radiation  sickness  in  days  of  peace,  and 
for  the  greater  task  of  “saving  the  pieces”  as 
far  as  possible,  if  and  when  the  evil  days  come 
upon  us. 


USE  AND  ABUSE  OF  THE  LOW  SODIUM  DIET  IN 

HYPERTENSION 

WILLIAM  H.  BATES,  M.  I). 

Cottonwood,  Arizona 


'T'HE  present  status  of  the  low  sodium  diet  in 
hypertension  is  such  that  a revaluation  of 
its  use  and  abuse  may  be  interesting. 

It  would  be  well  first,  to  review  a paper  by 
Ayman1  which  was  published  in  1930.  Ayman 
pointed  out  that  many  articles  have  been  written 
regarding  treatment  in  hypertension  and  that 
practically  every  article  reported  symptomatic 
relief.  No  author  admitted  complete  failure. 
Symptomatic  relief  was  always  greater  than  re- 
duction in  blood  pressure  and  often  relief  was 
obtained  while  the  blood  pressure  remained  the 
same. 

Ayman  studied  forty  patients  with  hyperten- 
sion. These  patients  received  a complete  history 
and  physical  examination.  Ayman  then  seriously 
and  enthusiastically  prescribed  ten  drops  of 
dilute  hydrochloric  acid  in  one-half  glass  of  wa- 
ter before  meals,  three  times  a day.  Thirty-three 
of  the  forty  patients,  82  per  cent,  showed  defi- 
nite improvement  ranging  from  partial  to  com- 
plete relief  of  symptoms.  Most  patients  improved 

Kead  before  the  Arizona  State  Medical  Association,  Tucson, 
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after  one  week  but  some  did  not  respond  until 
three  or  four  weeks.  Only  three  untoward  re- 
sults occurred : the  medicine  made  one  patient 
so  tired  that  she  had  to  lie  down  after  taking  it ; 
in  a second  patient  it  caused  generalized  pru- 
ritus with  nothing  to  be  seen  on  the  skin,  and 
the  third  patient,  after  three  days,  was  seized 
with  such  headache,  nausea  and  vomiting  that 
she  had  to  remain  in  bed  for  one  week.  Ayman 
points  out  that  none  of  the  hundreds  of  meth- 
ods of  treatment  have  any  specificity.  All  have 
in  common  the  enthusiastic  treatment  of  the 
worried  patient. 

The  statement2  “always  use  the  new  drugs 
while  they  still  have  the  power  to  heal”,  applies 
certainly  to  hypertension.  While  the  physician 
is  enthusiastic  he  obtains  good  results ; when  the 
physician  becomes  skeptical  the  previously  valu- 
able drug  becomes  worthless.  Even  the  laity  are 
amused  when  the  druggist  holds  a vial  before 
a prospective  customer  and  says,  “It  has  been 
a wonder  medicine  for  over  a week  now. 

Smith3  states  that  the  fundamental  trouble 
is  that  we  have  no  method  of  evaluating  hyper- 
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tensive  disease  other  than  by  blood  pressure  and 
blood  pressure  even  when  repeatedly  recorded 
over  a protracted  period  is  a clinical  quicksand. 
A single  reading  is  virtually  worthless  since  blood 
pressure  can  be  raised  or  lowered  by  a variety 
of  unrelated  factors.  Patients  should  be  hos- 
pitalized for  three  to  four  weeks  and  repeated 
blood  pressures  taken  before  a true  baseline  ob- 
tains. It  is  well  known  that  a nurse  or  assistant 
may  find  the  blood  pressure  relatively  low,  but 
when  the  physician  takes  it,  the  pressure  may 
rise  to  surprising  heights.  With  this  in  mind 
let  us  consider  the  low  sodium  diet  in  hyper- 
tension. 

Ambard4  in  France  was  using  the  low  salt 
diet  in  1905.  Allen5,  8 advocated  the  low  sodium 
diet  for  hypertension  as  early  as  1920  in  this 
country.  Moderate  restriction  of  sodium  usually 
fails  to  influence  the  blood  pressure  and  this  is 
probably  why  the  low  sodium  diet  has  not  been 
too  successful.  McLester,7  O’Hare  and  Walker8 
and  Berger  and  Fineberg9  did  not  use  a suffi- 
ciently low  sodium  diet  and  thus  did  not  get 
maximal  effect.  Observations  of  Mosenthal10  in 
patients  that  the  addition  of  sodium  chloride  to 
the  diet  did  not  further  elevate  the  blood  pres- 
sure tended  to  discredit  the  low  sodium  diet  and 
it  was  not  much  used  until  1941  when  Kempner11 
published  the  results  of  bis  rice  diet.  It  is  very 
probable  that  the  salt  restriction  which  obtains 
in  a rice  diet  is  responsible  for  the  results  re- 
ported by  Kempner.12 

Perera  and  Blood13  found  that  rigid  with- 
drawal of  NaCi  from  the  diet  resulted  in  sig- 
nificant weight  loss  and  increased  urinary  out- 
put in  non-hypertensive  subjects,  but  not  in  pa- 
tients with  hypertensive  vascular  disease.  This 
difference  in  response  indicates  a disturbance 
in  salt  and  water  metabolism  in  hypertension 
referable  to  renal  changes  probably  mediated  by 
the  adrenal  cortex. 

Perera  and  Blood11  further  studied  the  rela- 
tionship of  sodium  chloride  to  hypertension. 
Men  and  women  with  uncomplicated  hyperten- 
sion were  studied.  Blood  pressure  was  higher 
than  140/90.  Laboratory  studies  were  nega- 
tive. Blood  pressure  was  taken  at  the  same  time 
every  morning  in  bed.  Five  to  seven  readings 
were  done  and  the  lowest  recorded.  This  is 
called  “resting  blood  pressure.”  Any  other 
blood  pressure  is  “casual  blood  pressure.”  Pa- 
tients were  hospitalized  for  three  weeks  with  no 
treatment.  Patients  had  the  same  measured 


fluid  intake  daily  and  the  same  food  daily  with 
sodium  chloride  removed  and  then  4 grams  add- 
ed. Daily  urine  chloride,  blood  carbon  dioxide, 
chloride,  sodium,  potassium,  protein,  urea  nitro- 
gen and  serum  volume  were  done. 

After  a three  weeks  baseline  sodium  was  with- 
drawn. A decrease  in  resting  blood  pressure 
was  noted  in  all  patients  from  three  to  five  days 
after  withdrawal  of  sodium  from  the  diet. 
Blood  pressure  returned  to  previous  levels  when 
sodium  was  added.  The  majority  of  readings, 
however,  remained  above  140/90. 

Blood  Pressure  Before  Blood  Pressure  second 

week  of  Na  Restric- 


tion 

164/106  

...148/92 

168/110  

152/96 

182/104  

160/92 

160/98 

140/90 

162/110  

146/100 

182/116  

..168/108 

Sligbt  weight  loss  and  small  increase  of  urine 
output  occurred.  Urine  sodium  chloride  de- 
creased. Other  laboratory  findings  were  un- 
changed. 

The  effect  of  increased  sodium  on  blood  pres- 
sure was  then  determined  in  a similar  fashion. 
Six  patients  were  maintained  on  the  above 
schedule  for  three  weeks.  Sodium  chloride  was 
then  increased  to  15  grams  daily  for  eight  days. 
Rise  in  resting  blood  pressure  was  noted  in  one 
to  four  days  with  a return  to  normal  when 
sodium  chloride  was  reduced  to  4 grams.  Again 
casual  readings  were  not  influenced.  There  was 
slight  weight  gain  and  decrease  in  urine  output. 
Other  laboratory  studies  remained  unchanged. 

Blood  Pressure  before  Bloor  Pressure  after  8 
Increased  NaCl  days  of  Increased 

Intake  NaCl  Intake 

140/96  158/108 

166/100  1 80/1 12 

162/112  164/116 

146/62  .160/102 

162/102  178/110 

172/102  184/110 

The  effect  of  rigid  sodium  restriction  is  ap- 
parently unrelated  to  changes  in  circulatory 
volume  or  cardiac  output.  It  must,  therefore, 
be  due  to  alterations  in  peripheral  resistance. 
Sodium  restriction  affects  only  certain  phases 
of  the  peripheral  resistance  because  the  patient’s 
ability  to  respond  to  autonomic  or  neurogenic 
stimuli  is  unaffected.  “Previous  uncertainties 
concerning  the  effect  of  many  therapeutic  agents 
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may  have  been  due  to  the  failure  to  dissociate 
between  extrensic  (neurogenic)  and  direct  ac- 
tions on  peripheral  resistance,  both  of  which 
seem  to  be  involved — in  variable  proportions — in 
clinical  hypertension.  ’ ’14 

The  low  sodium  diet-forced  fluid  management 
of  hypertension  was  recently  studied  by  Bryant 
and  Blecha  at  the  University  of  Michigan.15  For 
periods  of  several  weeks  to  one  year  100  patients 
with  essential  hypertension  were  placed  on  a diet 
of  2200  calories,  containing  approximately  200 
mgm.  of  sodium,  2.2  gm.  of  potassium,  70  gm. 
of  protein,  80  to  175  gm.  of  fat,  130  to  230  gm. 
of  carbohydrate  and  vitamin  supplements.  The 
daily  fluid  intake  was  3000  c.c.  No  pretreatment 
blood  pressure  was  below  170/100.  There  was  a 
significant  loAvering  of  blood  pressure  to  or  be- 
low 155/95  in  about  20  per  cent  of  the  cases, 
and  a lowering  of  diastolic  pressure  to  or  below 
95  in  an  additional  15  per  cent.  Several  patients 
who  originally  displayed  papilledema  and  mod- 
erately severe  heart  failure  became  free  of 
symptoms  and  have  shown  a definite  decrease 
in  heart  size  along  with  the  fall  of  blood  pres- 
sure. Older  patients  with  long-standing  hyper- 
tension have  experienced  more  striking  improve- 
ments than  younger  patients. 

An  interesting  comparison  of  changes  in  hy- 
pertension with  surgical  and  dietary  manage- 
ment is  seen  in  the  following  chart. 

The  low  sodium  diet  should  be  tried  in  essen- 
tial hypertension  with  negative  laboratory  find- 
ings, in  older  patients  with  long  standing  hyper- 
tension and  in  arteriosclerotic  and  hypertensive 
vascular  disease  with  cardiac,  cerebral,  retinal 
or  renal  involvement.  It  should  be  used  as  a 
therapeutic  test  before  sympathectomy  is  con- 
sidered. 


The  low  sodium  diet  should  not  be  used  when 
hypertension  is  due  to  p h e och r o mocy to i n a , pye- 
lonephritis, congenital  hypoplasia  of  the  kidney, 
hydronephrosis,  hypernephroma,  atrophic  kid- 
ney with  ureteral  occlusion,  radiation  sclerosis 
of  one  kidney,  ureteral  occlusion,  renal  infarc- 
tion, pyonephrosis  or  unilateral  renal  tuber- 
culosis. 

The  low  sodium  diet  requires  the  strictest 
cooperation  between  the  patient  and  physician. 
Failure  will  result  if  a complete  understanding 
and  honesty  does  not  exist  between  the  patient 
and  physician.  The  low  sodium  diet  is  abused 
if  the  physician  hurriedly  tells  the  patient  that 
he  has  high  blood  pressure  and  to  stop  using 
salt.  The  doctor  must  explain  the  program  in 
detail  and  the  patient  should  come  back  at  week- 
ly intervals  for  a time. 

The  question  of  salt  substitutes  usually  arises. 
Patients  who  have  been  on  a low  sodium  diet 
for  some  time  usually  prefer  none.  The  disad- 
vantage of  salt  substitutes  is  that  they  do  not 
taste  like  salt.  In  some  salt  substitutes  lithium 
has  been  used  as  one  of  the  ingredients.  The 
chief  advantage  of  lithium  chloride  over  other 
substitutes  is  that  it  more  closely  approximates 
the  taste  of  sodium  chloride.  It  has  recently 
been  noted  that  the  use  of  lithium  chloride  in 
patients  on  a low  sodium  diet  may  cause  toxic 
signs  and  symptoms.16,  17, 18 

If  the  patient  does  not  use  salt  substitute,  a 
simple  test  of  the  urine  is  available  which  deter- 
mines roughly  the  urine  chloride.  Since  the  urine 
chloride  and  sodium  are  grossly  parallel,  the 
test  may  be  done  to  determine  the  patient’s  urin- 
ary sodium  output  and  thus  his  sodium  intake. 

One  drop  of  5%  solution  of  potassium  chro- 


BLOOD  PRESSURE  CHANGES  IN  HYPERTENSION  WITH 
SURGICAL  AND  DIETARY  MANAGEMENT 
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* Follow"  up  156  patients  1-5  years  post  surgery. 

/University  Hospital — 200  patients  living  out  of  238  operated  (bilateral  supra 
diaphragmatic  splanchnicectomy  and  lower  dorsal  sympathetic  ganglio- 
nectomy  1-2  years  later). 

/ 45  unselected  hypertensive  patients  treated  for  several  weeks  to  14  months 
wdth  200  mgm.  forced  fluid  regimen. 
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mate  is  added  to  ten  drops  of  urine.  A 2.9%  solu- 
tion of  silver  nitrate  is  added  drop  by  drop  un- 
til the  solution  changes  to  a red  color  which  is 
the  end  point.  Each  drop  of  silver  nitrate  is 
roughly  equal  to  one  gram  of  NaCl  in  the  urine 
per  24  hours.  Thus  if  it  is  necessary  to  add 
three  drops  of  silver  nitrate  to  get  the  persistent 
red  color,  the  patient  has  taken  3 grams  of  NaCl 
in  the  diet  the  past  24  hours.  Normal  diet  gives 
a urine  which  requires  from  6-11  drop's  of  silver 
nitrate,  approximately  6-11  grams  of  NaCl  in 
the  diet.  The  patient  is  not  on  a low  sodium  diet 
until  one  drop  of  silver  nitrate  produces  the  red 
color.  This  means  that  the  patient  is  eating  less 
than  one  gram  per  day  of  NaCl  if  he  is  not  using 
a salt  substitute. 

In  conclusion,  several  facts  should  be  pointed 
out.  Much  conflicting  evidence  still  exists  re- 
garding the  low  sodium  diet  in  hypertension.20 
Some  authors  conclude  that  there  is  nothing  to 
suggest  that  the  small  changes  in  resting  blood 
pressure  associated  with  rigid  sodium  restriction 
are  of  therapeutic  significance  or  that  pro- 
longed restriction  will  exert  any  influence  on 
the  natural  history  of  hypertension.14  Other 
authors  have  demonstrated  marked  subjective 
improvement  which  includes  drop  in  systolic 
blood  pressure  of  40  mm.  of  mercury  or  more, 
drop  of  diastolic  pressure  of  20  or  more  mm.  of 
mercury,  improvement  in  eye  grounds,  decrease 
in  heart  size  and  changes  in  the  EKG  consisting 
of  decrease  in  the  axis  deviation,  change  of  Ti  in 
the  direction  from  inverted  to  upright.19  Still 
others15  state  that  results  in  essential  hyperten- 
sion with  low  sodium  diet  are  better  than  those 
achieved  by  operation  and  this  is  especially  so 
for  those  with  far  advanced  heart  and  eye  ground 
changes. 

It  is  believed  at  present  that  the  low  sodium 
diet  has  a definite  place  in  the  management  of 
hypertensive  vascular  disease. 
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SECRETARY’S  LETTER 
Many  types  of  letters  are  addressed  to  the 
president  of  the  American  Medical  Association, 
but  I)r.  Ernest  E.  Irons  received  one  last  week 
that  is  a No.  1 morale  builder. 

Reading  it,  said  Dr.  Irons  with  a smile,  one 
becomes  suddenly  aware  of  a fresh  breeze  blow- 
ing through  tired  brain  cells. 

The  letter  did  not  come  from  a doctor.  It  was 
written  by  Mr.  Joseph  Christensen,  of  the  Pro- 
gressive Cafeterias  in  Chicago,  and  reads  as 
follows : 

“I  cannot  put  M.  I).  after  my  name  but  I 
can,  at  least  for  a while,  still  put  U.  S.  A.  As 
a consequence,  please  accept  the  enclosed 
check  for  $25  as  a slight  token  of  regard  for 
my  doctor  and  all  bis  colleagues.  These  are 
my  ‘dues’  as  a citizen,  and  I hope  they  will 
help  in  your  fight  against  socialized  medicine. 

“A  people  without  guts  are  soon  a nation 
without  guts,  and  if  it  should  become  neces- 
sary to  remove  any  part  of  mine,  I want  to 
pick  my  man  and  pay  his  charge  without  a 
precinct  captain  getting  his  nose  in  my  an- 
atomy.” 
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ULCERATIVE  CECITIS  WITH  INTRAMURAL  AND  SEROSAL 
HEMORRHAGES  AND  ABSCESSES  OF  NON-SPECIFIC 
VARIETY  FOLLOWING  SUBCUTANEOUS  INJURY 

TO  THE  ABDOMEN 

STANLEY  E.  MONROE,  M.  D. 

GILBERT  E.  ADAMI,  M.  D. 

CHARLES  G.  FRASER,  M.  D. 

Department  of  Surgery 
Y eterans  Administration  Hospital, 

Tucson,  Arizona 

REPORT  OF  CASE 


'PJ'OLLOWING  subcutaneous  injury  to  the  ab- 
domen,  a 22-year-old  white  man  of  Mexican 
ancestry  was  admitted  to  the  hospital  on  March 
2,  1948  because  of  abdominal  pain.  The  patient 
gave  the  following  history : 

While  he  was  chopping  wood  four  days  prior 
to  admission,  a stick,  impelled  by  the  blow  of 
an  ax,  struck  him  in  the  right  lower  quadrant 
of  the  abdomen.  He  had  little  pain  at  the  time 
and  regarded  the  accident  lightly.  On  the  fol- 
lowing day,  however,  pain  recurred  and  became 
persistent  and  increasingly  severe.  There  was 
no  nausea  or  vomiting ; the  patient  had  no  urin- 
ary symptoms.  His  bowel  movements  remained 
normal. 

Examination  on  admission  revealed  a well 
nourished,  well  developed,  young  man  of  Mexi- 
can descent.  Physical  examination  was  not  re- 
markable except  for  pronounced  tenderness 
over  McBurney’s  point.  The  blood  pressure 
was  110/70  mm.  of  mercury.  Temperature 
was  100.2,  pulse  rate  98,  respiration  24.  The 
red  blood  cell  count  was  4,600,000.  The  white 
hlood  cell  count  was  9,500.  Hemoglobin  was 
90%  and  differential  count  showed  neutrophils 
81%,  lymphocytes  14%,  monocytes  5%.  The 
bleeding  time  was  1%  minutes,  coagulation  time 
5%  minutes.  The  urinalysis  showed  specific 
gravity  of  1020,  and  was  negative  for  albumen 
and  sugar ; an  occasional  sperm  was  seen  in  the 
microscopic  study. 

The  diagnosis  of  acute  appendicitis  Avas  made. 
The  possibility  of  some  relationship  to  the  trauma 
Avas  considered  and  immediate  appendectomy 
Avas  decided  upon.  A McBurney  muscle-splitting 
incision  Avas  made  and  Avhen  the  peritoneum  Avas 

’'Published  with  permission  of  the  Chief  Medical  Director, 
Department  of  Medicine  and  Surgery,  Veterans  Administration, 
who  assumes  no  responsibility  for  the  opinions  expressed  or 
conclusions  drawn  by  the  authors. 


encountered  free  fluid  Avas  found.  This  Avas  thin, 
brown-gray  and  not  malodorous.  The  cecum 
Avas  found  in  the  operative  field  and  on  it  there 
Avas  encountered  an  area  which  at  first  appeared 
to  be  exudate.  This  area  Avas  near  the  ileocecal 
valve  and  the  base  of  the  appendix.  Further 
investigation  revealed  that  it  represented  an  ab- 
scess involving  the  wall  of  the  cecum.  There 
Avas  seepage  through  the  serosa  over  this  area 
Avhich  Avas  about  5 cm.  in  diameter.  It  was  neces- 
sary to  resect  this  lesion  and  it  Avas  possible  to 
free  the  cecum  by  cutting  its  lateral  attachment. 
Using  a Furniss  clamp,  the  area  to  be  sacrificed 
Avas  brought  up  through  the  clamp  and  after 
applying  a clamp  distally  for  protection,  the  pro- 
truding bowel  Avas  sacrificed.  The  part  remain- 
ing flush  Avith  the  clamp  Avas  treated  with  phenol 
and  alcohol.  Closure  was  effected  over  the  spit 
of  the  clamp  using  chromic  catgut  folloAved  by 
fine  silk  for  a second  row  of  sutures. 

Immediate  examination  of  the  resected  lesion 
showed  a considerable  defect  in  the  wall  of  the 
cecum  which  resembled  an  evacuated  abscess. 
The  possibility  of  amoeboma  Avas  considered; 
hoAvever,  the  lesion  lacked  granulomatous  char- 
acteristics. Smears  from  the  interior  of  this  le- 
sion were  examined  and  several  cysts  Avere 
found.  They  resembled  E.  histolytica,  but  were 
not  positively  identified  as  such.  On  the  basis 
of  the  examination,  the  patient  Avas  given  emetin 
hydrochloride,  one-half  grain  tAvice  a clay  for 
seven  days.  Numerous  examinations  of  the  stool 
were  negative ; however,  on  the  15th  of  March, 
cysts  of  E.  histolytica  Avere  found  in  the  stool. 
At  that  time  the  patient  Avas  placed  on  diodiquin, 
3.3  grains  three  times  a day.  EeeoATery  Avas  un- 
eventful. 

The  surgical  specimen  Avas  studied  by  Leo 
Kaplan,  M.  D.,  Chief,  Laboratory  Service,  Yet- 
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FIGURE  I — Gross  appearance  of  resected  area 
of  cecum  involving  abscess  as  shown  from  mu- 
cosal surface. 

erans  Administration  Center,  Los  Angeles,  Cal- 
ifornia, whose  report  follows: 

“The  specimen  consists  of  an  irregular  seg- 
ment of  the  wall  of  the  cecum  measuring  7.5  x 
-1.0  x 1.0  cm.  and  a bisected  appendix  measur- 
ing 7 cm.  in  length  and  approximately  0.8  cm. 
in  diameter.  A segment  of  mesoappendix  is 
attached.  The  serosal  surface  of  the  cecum  is 
coarsely  and  irregularly  folded  and  indurated. 
It  is  generally  dull.  The  colors  vary  from  slate 
blue  to  pale  tan.  A trans-section  has  previously 
been  made  through  ulceration  of  the  mucosa. 
The  ulcer  measures  up  to  1.5  cm.  in  diameter 
at  its  mucosal  aspect.  It  penetrates  to  the  serosa 


which  at  this  site  is  covered  by  friable  granular 
material  and  which  appears  to  have  undergone 
marked  degenerative  changes.  The  walls  and 
floor  of  the  nicer  are  dirty  grey-white  and  ir- 
regularly granular.  The  ulcer  undermines  the 
superficial  layers  of  the  bowel  for  a variable 
distance  up  to  approximately  0.5  cm.  in  its  cir- 
cumference. The  mucosa  and  the  rest  of  the 
bowel  wall  are  indurated  for  approximately  1.0 
cm.  about  the  ulceration.  The  serosal  surface 
of  the  appendix  is  generally  dull  and  brown, 
but  is  transparent  throughout.  Several  minute 
dilated  subserosal  granules  are  apparent.  On 
section  the  wall  is  found  to  be  approximate 
uniform  thickness  and  the  lumen  of  slightly 
variable  diameter  but  patent  throughout. 

DIAGNOSES:  Ulcerative  cecitis  with  intra- 
mural and  serosal  hemorrhages  and  abscesses  of 
non-specific  variety. 

No  amoeba  observed. 

Organizing  fibrinopurulent  perieeeitis  and 
periappendicitis. 

SUMMARY  AND  DISCUSSION 

1.  A single  case  of  ulcerative  cecitis  follow- 
ing trauma  to  the  abdomen  is  presented. 

2.  Absence  of  amoeba  or  cysts  in  section  of 
the  cecum  speaks  against  this  protozoan  as  an 
etiological  agent. 

3.  It  is  believed  that  trauma  may  have  been 
a factor  in  the  patient’s  disease  and  that  this 
case  might  therefore  be  considered  as  one  of 
cecitis  following  subcutaneous  injury  of  the 
abdomen. 


RECENT  PROGRESS  IN  CANCER 

E.  PAYNE  PALMER,  M.  I). 

Phoenix,  Arizona 


'T'HE  problem  of  cancer  is  a challenge  to  the 
scientists  of  the  world.  The  outlook  for  the 
solution  of  the  cancer  problem  is  hopeful.  In- 
creased funds  are  being  made  available  for  re- 
search and  a growing  body  of  skilled  workers 
in  the  field  are  extending  their  knowledge  with 
respect  to  cancer.  The  ultimate  hope  of  conquer- 
ing cancer  lies  in  scientific  research.  Tn  the 
field  of  biology,  the  fundamental  problem  of  can- 
cel’ is  bound  up  with  the  factors  which  control 
normal  and  abnormal  growth. 

Presented  before  the  Tenth  Annual  Navajo  Clinical  Confer- 
ence. Harlow  Brooks  Memorial.  Ganado.  Arizona,  August  22, 
1949. 


Cancer  follows  no  set  rules  in  its  lethal  growth. 
Many  unpredicted  factors  may  nullify  the  cal- 
culated result  of  treatment.  Probably  among 
these  is  the  inherent  susceptibility  or  resistance 
of  tissues  of  the  individual  to  cancer  derived 
from  his  ancestors.  The  patterns  of  growth  and 
the  spread  of  cancer  in  two  portions  of  the  same 
organ  are  interesting  in  their  extreme  divergence. 

The  research  man,  confronted  by  this  baffling 
maze  of  inter-relationships  within  the  living  cell, 
cannot  give  up. 

He  knows  that  the  presence  or  absence  of  cer- 
tain genes  controls  susceptibility  or  resistance 
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to  malignant  growth,  and  that  the  hereditary 
characteristics  of  a cell  can  be  changed  by  ex- 
posing its  nucleus  to  certain  cancer  agitator. 
He  knows  a virus  can  also  cause  the  cell  to  be- 
come cancerous  and  that,  strangely,  the  virus 
greatly  resembles  the  nucleus  of  the  cell. 

He  knows  that  production  of  enzymes  within 
the  cell  is  controlled  by  the  genes.  He  also 
knows  that  when  the  gene  is  changed  by  a can- 
cer irritant  one  result  is  partial  destruction  of 
the  enzyme  production  capacity  that  the  gene 
transmits  to  its  offspring.  Somewhere  within 
this  closed  circle  of  the  cell’s  processes  lies  the 
explanation  of  why  a normal  cell  turns  can- 
cerous and  grows  wildly.  The  question,  is  where  ? 

Clinical  research  in  cancer  has  been  and  is 
still  being  handicapped  by  the  fact  that  there 
are  not  enough  fundamental  scientists  with  a 
knowledge  of  the  physical,  chemical  and  biologi- 
cal factors  which  govern  the  basic  phenomina  of 
cell  growth.  Researchers  are  now  going  to  pro- 
duce basic  knowledge  which  may  be  applied 
through  clinical  research  in  developing  better 
means  of  early  diagnosis  and  appropriate  treat- 
ment. Herein,  lies  the  only  hope  of  cure  in  can- 
cer. 

Research  has  already  made  significant  contri- 
butions to  progress  against  cancer.  These  in- 
clude the  first  known  test  for  a form  of  cancer, 
a hormone  suppression  treatment  for  breast  and 
prostatic  cancer,  the  nitrogen  mustard  treatment 
for  Hodgkin's  Disease  and  lymphacytic  leukemia 
and  the  operation  technique  for  cancer  of  the 
esophagus  and  pancreas.  Castration  therapy  and 
the  administration  of  the  female  and  male  hor- 
mones all  have  a place  in  the  treatment  of  ad- 
vanced cancer. 

There  have  been  some  recent  changes  in  the 
tests  for  cancer  which  will  make  it  much  more 
simple.  I have  no  personal  knowledge  of  these 
tests  other  than  the  information  which  I have 
obtained  from  literature,  so  I feel  that  it  is  best 
to  stop  here. 

Taylor  and  his  associates  observed  the  effects 
of  estrogenic  substances  in  the  last  eighteen 
months  on  42  patients  with  advanced  inoper- 
able cancer  of  the  breast.  They  selected  29  pa- 
tients with  advanced  cancer  of  the  breast  for 
androgen  therapy.  In  this  group  there  were 
more  patients  of  younger  age  and  more  with 
osseous  metastases  than  in  the  group  given  es- 
trogens; included  here,  too,  were  patients  who 


showed  a poor  response  to  estrogens.  It  was 
found  that  diethylstilbestrol  and  ethinyl  es- 
tradiol produced  regression  in  primary  lesions 
and  in  soft  tissue  metastases  of  cancer  of  the 
female  breast  and  apparent  inhibition  of  osseous 
metastases  in  certain  cases.  These  effects  were 
found  in  no  more  than  half  the  patients  treated. 
Age  was  the  only  clearly  determined  factor  in- 
fluencing the  response  of  these  patients  to  estirn- 
gens.  The  most  satisfactory  results  are  obtained 
in  patients  more  than  60  years  of  age.  Appar- 
ent acceleration  of  tumor  growth  was  occasion- 
ally produced  by  estrogens  in  younger  patients, 
less  often  in  older  ones.  Androgens  produced 
reduction  in  soft  tissue,  as  well  as  in  osseous 
metastases  in  some  cases.  The  response  to  andro- 
gens is  similar  to  that  of  estrogens,  except  that 
androgens  are  effective  in  both  younger  and 
older  age  groups,  whereas  estrogens  may  more 
frequently  cause  acceleration  of  growth  in  the 
younger  age  group.  Some  patients  seem  to  re- 
spond equally  well  to  either  drug,  while  others 
respond  to  neither.  Androgens  also  occasionally 
produce  acceleration  of  tumor  growth.  Andro- 
gens controlled  the  pain  and  produced  recalcifi- 
cation of  osseous  metastases  more  efficiently 
than  estrogens.  Neither  estrogens  nor  androgens 
produced  a permanent  control  of  metastatic 
breast  cancer. 

Researchers  first  discovered  that  in  dogs  the 
development  and  function  of  the  prostate  gland 
were  to  a great  extent  governed  by  the  male 
sex  hormone.  The  same  was  found  true  in  men. 
Next  it  was  learned  that  castration  or  elimina- 
tion of  the  male  sex  hormone,  brought  immediate 
relief  from  pain,  improvement  of  appetite  and 
a gain  in  weight  for  most  prostatic  cancer  pa- 
tients. Then  it  was  found  the  same  results  could 
be  attained  by  administration  of  the  female  sex 
hormone.  Complete  cure  has  not  been  the  rule 
but  a significant  number  of  men  has  remained 
free  of  symptoms  for  five  years.  In  prostatic 
cancer  the  effect-  of  estrogenic  substances  and 
the  androgens  are  very  similar  to  the  results 
obtained  in  the  breast  cancer.  Neither  estrogens 
nor  androgens  produce  a permanent  control  of 
metastatic  prostatic  cancer. 

Although  the  research  program  is  necessarily 
focused  on  the  prevention  and  cure  of  cancer, 
the  advanced  cancer  patient  has  not  been  neg- 
lected. 

Physicians  have  long  relied  on  morphine, 
which  is  very  effective,  for  relief  from  severe 
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and  continued  pain.  But  this  drug  may  produce 
nausea,  mental  dullness  and  other  side  effects ; 
further,  the  patient  may  develop  tolerance,  re- 
quiring increased  dosage.  One  drug,  inethadon 
lias  proved  especially  valuable  in  hopeless  can- 
cer cases.  It  can  be  given  by  mouth  instead  of 
by  injection,  and  it  appears  equal  or  superior 
to  morphine  in  relieving  pain.  Unpleasant  side 
effects  are  less  and  tolerance  develops  more 
slowly. 

Surgical  treatment  and  irradiation,  singly  or 
in  combination,  still  must  be  considered  the  pri- 
mary forms  of  treatment,  steroid  hormone  ther- 
apy being  reserved  only  for  those  cases  in  which 
orthodox  methods  cannot  be  applied  or  have 
proved  unsuccessful. 

This  last  point  is  of  considerable  importance, 
and  the  usefulness  of  properly  administered 
roentgen  irradiation  and  operation  should  not 
be  overlooked  in  the  present  period  of  steroid 
research.  Roentgen  irradiation  in  the  control 
or  palliative  treatment  of  inoperable  breast  can- 
cer, and  of  recurrences  or  metastases,  is  of  well 
established  usefulness.  Its  employment  in  tbe 
treatment  of  inoperable  primary  lesion,  local 
recurrences,  regional  lymph  node  metastases, 
most  cases  of  bone  metastases  and  selected  cases 
of  pulmonary,  cerebral  and  other  metastases  will 
usually  alleviate  symptoms  and  prolong  life. 
The  side  effects  of  irradiation,  properly  admin- 
istered, are  usually  fewer  and  less  severe  than 
those  of  steroid  therapy,  at  least  up  to  the  pres- 
ent date.  Steroid  therapy  should,  the  participat- 
ing investigators  believe,  be  reserved,  in  every- 
day clinical  practice,  for  patients  in  whom  the 
possibilities  of  adaquate  surgical  treatment  and 
careful  roentgen  irradiation  have  been  first  fully 
utilized  and  have  given  clear  evidence  of  being 
no  longer  of  benefit.  Use  in  this  sequence  is 
suggested  as  being  the  most  logical  method  in 
the  light  of  present  information.  The  fact  that 
steroid  hormones  do  produce  changes  provides 
a hitherto  unavailable  tool  for  the  study  of  the 
growth  and  regression  of  cancer  cells. 

One  of  tbe  most  hopeful  advances  of  cancer 
research  was  the  proof  that  nitrogen  mustard, 
although  not  a cure,  had  a retarding  effect  up- 
on cancer.  Nitrogen  mustard  Avas  developed 
originally  as  a military  poison  gas  and  is  a most 
interesting  cystotoxin.  It  neutralizes  the  dis- 
ease producing  power  of  viruses,  halts  cell  divi- 
sion and  retards  or  alters  embryonic  develop- 
ment. It  has  shown  some  promise  in  Hodgkin's 


disease  and  leukemia,  but  has  not  proven  as  ef- 
fective as  has  x-ray  treatment. 

hi  acute  leukemias,  no  consistant  clinical  re- 
missions were  seen  after  the  administration  of 
nitrogen  mustard,  but  occasional  temporary  sys- 
tematic relief  occurred  from  nitrogen  mustard 
therapy.  In  chronic  lymphocytic  leukemia  re- 
sults are  difficult  to  predice.  In  general,  those 
with  far  advanced  disease  responded  poorly. 

Karnofsky  and  associates  have  obtained  in  the 
course  of  their  study  of  the  effects  of  the  nitro- 
gen mustards  on  various  types  of  neoplastic 
disease,  a remarkable  temporary  remission  in  a 
patient  Avith  an  anaplastic  cancer  of  the  lung. 
This  observation  prompted  the  more  extensive 
trial  of  the  nitrogen  mustards  in  primary  lung 
cancer.  Methyl-bis  (beta-choloethyl)  amine  hy- 
drochloride (IINl>),  a nitrogen  mustard,  Avas 
used  in  the  treatment  of  3 5patients  with  inop- 
erable cancer  of  the  lung.  In  nearly  three- 
fourths  of  the  patients  some  clinical  improve- 
ment occurred.  This  Avas  evidenced  by  an  allevi- 
ation in  symptoms  such  as  cough,  dyspnea,  hem- 
optysis, pain,  weakness,  and  the  syndrome  as- 
sociated Avith  obstruction  to  the  superior  Amelia 
cava  and  by  such  objective  changes  as  regres- 
sion of  pulmonary  and  metastastic  lesions  and 
absorption  of  pleural  effusions.  The  improve- 
ment usually  lasted  from  two  weeks  to  two 
months,  and  further  courses  of  the  drug  Avere 
usually  not  as  effecth'e  as  the  first.  1 u the 
rapidly  groAving,  anaplastic  lung  cancer,  the  ni- 
trogen mustard  frequently  alleviated  symptoms 
and  appeared  to  interrupt  the  course  of  the  dis- 
ease briefly ; here  it  may  be  more  effective  and 
sometimes  less  hazardous  than  roentgen  therapy. 

Some  clinical  improvement  Avas  produced  also 
in  the  more  slowly  progressing  lung  tumors,  but 
in  these  conditions,  particularly  in  the  early 
stages,  roentgen  therapy  may  alleviate  symp- 
toms for  long  periods.  It  is  suggested  that  nitro- 
gen mustard  may  occasionally  be  effective  as  an 
adjuvant  to  roentgen  therapy  in  the  palliative 
management  of  lung  cancer.  In  one  patient  Avith 
a recurrent  pleural  effusion  caused  by  metas- 
tases to  the  pleura,  the  intrapleural  injection  of 
HN2  prevented  further  formation  of  fluid.  Of 
18  patients  presenting  a miscellaneous  group 
of  tumors  the  use  of  HN2  caused  brief  clinical 
improvement  in  two  Avith  metastatic  cancer  of 
the  prostate  no  longer  responding  to  hormonal 
therapy  and  in  one  patient  each  with  carcinoma- 
tosis from  a gastric  cancer,  metastatic  seminoma, 
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carcinomatosis  from  adenocarcinoma)  of  the 
uterus,  neurogenic  sarcoma  and  neuroblastoma. 

The  cystologieal  method  as  an  aid  in  the  diag- 
nosis of  cancer  has  been  discussed  widely  and 
has  been  recommended  as  a routine  test  in  a 
gynecological  examination.  Slides  taken  from 
patients  with  degenerating  cervical  polyps  has 
sometimes  presented  a confusing  picture.  The 
cells  seen  in  these  slides  show  marked  distortion 
of  cervical  cells,  which  may  be  shed  in  numbers, 
occasionally  there  will  be  bizarre  nuclei  that 
may  also  be  hyperchromatic.  Slides  from  pa- 
tients with  pelvic  inflammatory  disease  might 
he  difficult  to  evaluate  because  they  show  cells 
that  are  not  only  bizarre,  but  at  times  suggest 
cancer  Estrogen  effect  can  present  a confusing 
picture,  especially  when  the  examiner  of  the 
slides  does  not  know  that  the  patient  has  been 
taking  estrogen. 

The  presence  of  endometrial  cells  on  a slide 
received  from  a patient  past  the  menopause  is, 
in  itself,  an  abnormal  finding.  Hyperplasia,  of 
the  endometrium,  especially  one  induced  by  pro- 
longed estrogen  therapy,  will  at  times  give  rise 
to  shedding  of  endometrial  cells  with  nuclei  of 
different  size  and  staining  quality,  hyperchro- 
motosis,  as  well  as  vacuolization — characteristics 
that  will  make  distinction  from  endometrial  cells 
obtained  from  adenocarcinoma  difficult  at  times. 
However,  close  and  detailed  examination  of  these 
slides  will  usually  lead  to  the  correct  interpreta- 
tion. 

The  changes  that  are  obtained  in  cells  after 
irradiation  especially  soon  after  the  event  of 
irradiation,  might  cause  a difficult  differential 
diagnosis.  A ease  that  has  been  followed  at  reg- 
ular intervals  after  radiation  therapy  in  which 
cystologieal  examinations  show  no  malignant 
cell  changes  for  a while,  and  then  malignant  cells 
appear,  rarely  present  a cystologieal  problem. 
But  the  isolated  slide  from  a patient  who  has 
recently  received  radiation  therapy,  in  whom 
the  cell  population  before  irradiation  is  un- 
known, and  in, whom  the  gradual  changes  after 
irradiation  have  not  been  observed,  may  be  dif- 
ficult to  interpret.  It  lias  been  shown  that  can- 
cer of  the  female  genital  tract  can  be  found 
with  the  cystologieal  method.  It  has  also  proved 
valuable  to  the  practicing  physician,  who,  by 
obtaining  routine  slides  made  from  vaginal  or 
cervical  secretions,  has  his  attention  called  to 
the  existence  of  early  clinically  unrecognizable 
cancer. 


The  cystologieal  method  must  not  be  depend- 
ed upon  in  the  diagnosis  of  cancer,  it  is  a distinct 
aid  in  the  diagnosis  of  cancer,  but  not  as  one 
that  replaces  histological  methods.  A negative 
smear  is  not  an  absolute  proof  that  cancer  is  not 
present.  On  the  other  hand,  a positive  vaginal 
smear  should  only  lead  to  a thorough  investiga- 
tion, not  to  immediate  therapy.  It  should  be 
emphasized,  that  the  cystologieal  interpretation 
should  not  be  used  as  the  only  diagnosis  and 
that  a histological  examination  and  diagnosis 
must  be  made  before  treatment  is  instituted  for 
cancer  of  the  uterus. 

Sponge  biopsy,  a new  method  involving  the 
use  of  sponges  in  the  collection  and  preparation 
of  tissue  for  microscopic  examination,  is  appli- 
able  in  the  study  of  accessible  ulcerative  lesions 
or  mucous  membranes  that  may  be  reached  by 
the  sponge.  The  method  was  applied  with  ad- 
ditional tissue  for  comparative  study  and  made 
available  by  surgical  biopsy,  surgical  specimen 
or  post-mortem  examination.  With  respect  to 
accuracy  and  reliability  of  results,  the  method 
of  sponge  biopsy  closely  approximates  that  of 
surgical  biopsy. 

Woollier  and  McDonald  examined  sputum  or 
bronchial  secretions  for  cancer  cells  from  a total 
of  1,600  patients.  In  150  of  these  the  results 
were  positive.  Sputum  was  examined  wdiile  fresh 
or  it  was  collected  in  a few  cubic  centimeters  of 
95  per  cent  alcohol.  Five  smears  were  made 
from  each  specimen.  The  smears  were  fixed, 
while  wet,  in  equal  parts  of  absolute  alcohol  and 
ether  for  thirty  minutes.  The  staining  method 
adopted  was  Harris’  hematoxylin  followed  by 
dilute  eosiu  as  a counter-stain.  Cancer  cells  in 
smears  could  be  distinguished  from  normal  cells 
by  numerous  atypical  characteristics  including 
large  size,  variation  in  size  and  shape  of  the  cells 
and  of  the  nucleus,  the  nuclear-cytoplasmic  ra- 
tion, hyperchromatism  of  the  nucleus  and  the 
presence  of  lai-ge  nucleoli.  The  appearance  of 
cancer  cells  in  sputum  and  bronchial  secretions 
varies  with  the  histologic  type  of  tumor  in  the 
bronchus.  Cancer  cells  originating  in  a bron- 
chogenic cancel-  of  small  cell  “oat-cell”  type  or 
in  a keratinizing  squamous  cell  type  provide  the 
most- distinctive  morphologic  characteristics.  In 
the  more  undifferentiated  tumors,  a diagnosis 
of  “cancer  cells  present”  was  made  without  ref- 
erence to  histologic  type.  In  146  of  the  150  cases 
the  source  of  the  atypical  cells  was  believed  to 
be  a tumor  in  the  bronchial  tree.  In  141  of  the 
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146  cases  a final  diagnosis  of  cancer  of  the  lung 
was  made.  In  three  cases  diagnoses  made  on  the 
basis  of  smears  were  proved  to  be  false  positive. 
In  two  cases  the  final  diagnosis  was  not  definite- 
ly established.  Cancer  cells  in  sputum  or  bron- 
chial secretions  provided  the  only  preoperative 
microscopic  evidence  of  cancer  in  25  of  a total 
of  58  cases  in  this  series,  in  which  surgical  ex- 
ploration was  carried  out.  Of  21  cases  of  bron- 
chogenic cancer  in  which  the  lesion  could  be 
removed,  cancer  cells  in  the  smears  provided  the 
only  microscopic  evidence  of  cancer  in  nine  cases. 

Differential  diagnosis  of  breast  tumors  by 
physical  examination  is  a commonly  difficult 
clinical  problem  and  it  is  frequently  impossible 
to  arrive  at  a definite  diagnosis  without  a biopsy. 
This  is  particularly  true  in  the  case  of  early  le- 
sions, which  are  now  seen  more  frequently  owing 
to  the  current  cancer  educational  campaign. 

Because  of  the  greater  number  of  breast  tu- 
mors seen  in  their  early  stage  when  physical 
signs  are  not  yet  well  developed,  an  increasing 
proportion  of  our  cases  must  be  scheduled  in 
the  operating  room  for  local  excision  and  frozen 
section  diagnosis.  It  is  imperative  that  we  ob- 
tain microscopical  proof  of  cancer  by  formal 
surgical  biopsy  or  aspiration  prior  to  perform- 
ing radical  mastectomy. 

The  majority  of  benign  and  malignant  lesion 
of  the  breast  lend  themselves  readily  to  gross 
or  microscopic  identification.  However,  it  is 
apparent  that  many  pathologists  still  confuse 
the  process  that  we  designate  by  the  term,  “scle- 
rosing adenosis"  or  “sclerosing  adenomotosis” 
with  cancer  of  the  breast.  Ewing  was  quite  cor- 
rect in  his  statement  that  sclerosing  adenosis 
constituted  the  one  benign  breast  lesion  most 
often  mistaken  for  mammary  cancer.  Unques- 
tionably, in  the  statistics  of  cured  cancer  cases, 
there  are  many  inclusions  of  this  lesion,  which 
results  in  a higher  percentage  of  curability  than 
is  valid  for  true  breast  cancer. 

Sclerosing  adenosis  is  a specific  benign  breast 
lesion  not  infrequently  erroneously  diagnosed 
as  mammary  cancer.  Slerosing  adenosis  rarely 
occurs  as  a localized,  palpable  mass.  The  con- 
sistency is  usually  less  rubbery  than  that  of  fi- 
broadenoma and  less  firm  than  that  of  mammary 
cancer.  The  tumors  exhibit  nodularity  of  vary- 
ing coarseness.  They  are  distinct  but  not  defi- 
nitely incapsulated.  At  its  periphery  the  lesion 
is  usually  noninfiltrating  in  appearance,  but 


some  specimens  may  be  confusing  in  this  respect. 
A characteristic  finding  on  gross  examination  is 
definite  tabulation  that  may  vary  from  a milli- 
meter to  more  than  a centimeter  in  diameter. 

These  lobules  usually  occur  in  contiguity  but 
may  merge  or  be  separated  from  one  another. 
The  Mmlated  surface  customarily  projects 
slightly.  But  when  lobulation  and  circumscrip- 
tion are  not  clear,  and  if  chalky  streaks  and 
undue  firmness  are  added,  one  is  very  apt  to  get 
a gross  impression  of  mammary  cancer. 

Physical  examination  revealed  inconstant  find- 
ings. Some  are  freely  movable  and  others  are 
somewhat  fixed.  Some  are  diffuse  and  others 
are  more  discreet  in  outline.  Some  are  of  a rub- 
bery consistency  while  others  are  quite  firm. 
It  is  obvious  that  accurate  clinical  diagnosis  of 
sclerosing  adenosis  is  impossible  when  one  con- 
siders the  diverse  signs  and  symptoms  found  in 
such  cases.  Differential  diagnosis  must  be  made 
on  pathological  grounds.  Although,  as  has  been 
stated,  the  gross  appearance  of  the  lesion  is 
usually  quite  typical.  In  exceptional  cases,  we 
must  depend  entirely  upon  frozen  section  exam- 
ination and  decision  may  be  very  difficult.  The 
greatest  importance  of  sclerosing  adenosis  lies 
in  its  occasional  misinterpretation  and  the  ren- 
dering of  an  erroneous  diagnosis  of  cancer.  Bi- 
opsy examination  of  all  breast  tumors  prior  to 
radical  surgery  is  imperative. 

CONCLUSIONS 

We  are  making  some  progress  in  the  advance- 
ment of  cancer,  so  the  outlook  for  the  solution 
of  the  cancer  problem  is  hopeful.  The  ultimate 
hope  of  conquering  cancer  lies  in  scientific  re- 
search. Research  has  already  made  significant 
contributions  to  progress  against  cancer.  Much 
work  is  being  done  in  advanced  cancer,  with  the 
administration  of  estrogens  and  androgens. 
While  some  temporary  improvement  has  been 
noted  after  the  administration  of  these  substanc- 
es, neither  estrogens  nor  androgens  produce  a 
permanent  control  of  metastatic  breast  or  pros- 
tatic cancer.  Nitrogen  mustard  has  some  retard- 
ing effect  upon  Hodgkin’s  disease  and  leukemia, 
but  has  not  proven  as  effective  as  irradiation. 
There  has  been  a remarkable  temporary  remis- 
sion in  patients  with  anaplastic  cancer  of  the 
lungs.  Surgical  treatment  and  irradiation,  sing- 
ly or  in  combination,  still  must  be  considered 
the  primary  forms  of  treatment  for  cancer. 
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Estrogens  and  androgens  are  being  reserved 
only  for  those  eases  in  which  the  orthodox  meth- 
ods cannot  be  applied  or  have  proved  unsuccess- 
ful. The  cystologic  method  is  a distinct  aid  in 
diagnosis  of  cancer  and  is  strongly  recommend- 
ed, but  not  as  one  that  replaces  histological 
methods.  The  diagnosis  should  be  confirmed 
before  treatment  is  instituted  for  cancer.  Sponge 
biopsy  is  applicable  in  the  study  of  accessible 
ulceration  lesions  or  mucous  membrane  that 
may  be  touched  by  the  sponge — it  closely  ap- 
proximates that  of  surgical  biopsy.  Sclerosing 


adenosis  is  a specific  benign  lesion  of  the  breast, 
not  infrequently  erroneously  diagnosed  as  breast 
cancer.  Differential  diagnosis  must  be  made  on 
pathological  grounds.  Biopsy  examination  of 
all  breast  tumors  prior  to  radical  surgery  is 
imperative. 

I have  worked  with  the  cancer  problems  for 
a half  century  and  have  seen  remarkable  prog- 
ress during  that  time.  Many  years  may  elapse 
before  the  mystery  of  cancer  growth  is  complete- 
ly solved.  Fortunately,  great  improvements  in 
prevention  and  treatment  need  not  wait. 


MAGNETIC  INTRA-OCULAR  FOREIGN  BODIES 

A.  E.  CRUTHIRDS,  M.  D. 

Phoenix,  Arizona 


HEN  a patient  presents  himself  with  a 
history  of  experiencing  a sharp  pain  in 
the  eye  while  hammering  or  manipulating  metal 
of  any  kind,  we  must  realize  that  here  is  a major 
ophthalmic  problem.  A brief  history  and  a 
thorough  eye  examination  is  indicated,  keeping 
in  mind  that  about  60%  of  intra-ocular  foreign 
bodies  are  steel,  that  72%  of  foreign  bodies  enter 
the  eye  through  the  cornea,  and  that  82%  of 
intra-ocular  foreign  bodies  are  found  in  the 
posterior  chamber  of  the  eye. 

The  important  points  in  the  history  are : 

1.  Time  of  accident — if  gotten  within  a few 
hours,  then  foreign  body  is  easily  extracted. 
If  after  a few  days  to  a week,  foreign  body 
may  be  embedded  in  exudate  and  difficult 
to  remove. 

2.  Type  of  metal  handled — if  it  is  ordinary 
iron  or  carbon  steel,  it  is  easily  extracted, 
but  if  copper,  lead,  zinc,  aluminum,  glass 
or  plastic,  it  is  not  so  easily  extracted. 

3.  Distance  and  possible  angle  of  origin  of 

* foreign  body  — how  far  away  — must  be 

learned. 

4.  If  not  a severe  injury,  we  test  vision  and 
near  distance. 

EYE  EXAMINATION 

Examination  of  eye  shoidd  include : 

a.  Slit  lamp  examination  and  staining  with 
fluorescein  the  cornea  and  conjunctiva  to 
detect  point  of  entrance.  Both  Bowman’s 
Membrane  and  Descemet’s  Membrane 
should  be  examined  for  injury. 

b.  Anterior  chamber  should  be  studied  for 
blood  cells;  however,  blood  in  the  anterior 
chamber  can  come  after  contusion  of  the 
eyeball. 

Presented  before  Regular  Staff  Meeting,  St.  Joseph’s  Hospital, 
Phoenix,  September  12,  1949. 


c.  Tension  should  be  taken  as  there  is  gener- 
ally loss  of  tension  in  penetration  cases. 

SCOUT  X-RAY  FOR  DETECTION  ONLY 
The  next  move  is  an  A-P  and  Lateral  x-ray — 
a preliminary  test  with  a hand  or  giant  magnet 
or  Berman  Locator  is  made  to  determine  if 
there  is  a magnet  response,  after  which  patient 
is  sent  for  x-ray  localization.  There  are  about 
30  different  methods  of  localization  of  foreign 
body  varying  in  detail.  I shall  briefly  discuss 
other  aids  in  foreign  body  localization  with  the 
object  in  mind  of  obtaining  a pin-point  localiza- 
tion. The  localization  must  be  meticulously  ac- 
curate because  it  is  upon  this  localization,  size, 
shape,  and  quality  of  the  foreign  body  that  we 
base  our  judgment  of  whether  to  use  the  anterior 
or  posterior  route  of  extraction. 

BERMAN  LOCATOR 

One  of  the  most  useful  tools  for  accurate  for- 
eign body  localizing  developed  during  the  war 
and  used  successfully  at  Pearl  Harbor  is  the 
Berman  Locator  which  gives  a shrill  audible 
and  a visable  dial  signal  when  the  magnetic 
finder  is  near  the  foreign  body. 

TYPICAL  LOCATOR  CASE 
A surgeon  reports  a case  where  patient  was 
struck  in  the  eye  by  a fragment  from  a hammer. 
X-ray  was  negative  for  foreign  body.  The  Ber- 
man Locator  was  applied  and  it  indicated  the 
foreign  body  8 mm.  posterior  to  lower  margin 
of  cornea.  A thin  flake-like  particle  2x2  mm. 
was  removed  by  hand  magnet  through  scleral 
incision  and  eye  saved. 

In  Field  of  Oto-Laryngology 
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1.  Foreign  body  in  neck  may  be  localized. 

2.  Broken  needles  after  T.  and  A.  located. 

The  Berman  Locator  is  a valuable  aid  in  re- 
moval of  intra-ocular  foreign  body  and  affords 
definite  information  as  to  position  of  particle  at 
all  stages  of  operation. 

If  trans-sclera!  removal  is  chosen,  one  may 
determine  before  making  incision  if  object  can 
be  drawn  to  a site  of  election  in  the  so-called 
silent  area  between  ciliary  body  and  ora  serrata 
5.5  to  8 mm.  behind  the  limbus.  If  the  foreign 
body  is  fixed  to  the  sclera  and  can't  be  moved 
by  magnet,  then  the  exact  point  for  incision  can 
be  pointed  out  avoiding  traumatizing  explora- 
tion. 

The  Berman  detector  causes  no  movement  of 
the  foreign  body  as  compared  with  the  magnet 
testing  which  may  change  the  localization  posi- 
tion. Some  non-magnetic  foreign  body  like  cop- 
per and  brass  may  be  located  with  it.  It  tells 
you  the  point  of  sclera  nearest  foreign  body  and 
hence  site  in  most  instances  for  incision. 

USE  OF  BERMAN  LOCATOR 

Devised  by  Mr.  Samuel  Berman  of  the  elec- 
trical engineering  department  of  N.  Y.  C.  Transit 
System  for  Dr.  John  J.  Morehead,  who  recog- 
nized the  need  for  an  operating  room  instru- 
ment to  supplement  x-ray  localization  of  embed- 
der  foreign  body  which  proves  elusive  and  diffi- 
cult to  find,  however  accurate  the  x-ray  localiza- 
tion may  be.  The  Berman  Locator  becomes  actu- 
ated by  fragments  of  iron,  steel,  copper,  silver, 
aluminum,  lead  and  their  combination.  Soft  iron 
and  ordinary  carbon  steel  is  most  responsive — 
alloy  steel  less  responsive.  Certain  stainless  steel 
alloys  are  non-magnetic — no  response: 

Common  Iron  and  Steel 

Approximate  dis- 
tance of  detection 
from  bare  element 
(with  shield — 


Dia.  of  Mass  rubber). 

V\  mm 2V2  mm. 

1 111111.  ... 10  111111. 

8 111m.  30  mm. 

Ordinary  steel  needle  2 in. 

3 in.  iron  nail  J in. 


Non-magnetic  metals  (copper,  brass,  alumi- 
num, lead,  etc.)  response  is  relatively  low  and 


not  always  helpful. 

.45  caliber  lead  bullet  % mm. 

.22  caliber  lead  bullet  % mm. 

Copper  1c  piece 1 inch 


BERMAN  POINTS  IN  BERMAN 
LOG  A T<  )R  T ECHNIQUE 

1.  Magnet  must  be  kept  six  feet  away  or  it 
will  magnetize  the  probe  and  cause  sudden  re- 
duction to  sensitivity. 

2.  Have  Locator  Assistant  help  doctor  put 
sterile  rubber  cover  on  probe  in  operating  room. 

3.  Operating  table  should  be  wood  or  pillows 
or  sand  bags  15  inches  high  under  patient. 

4.  All  towel  clips  should  be  5 inches  from 
field  retractor  to  be  non-magnetic. 

5.  Always  shield  probe  tip. 

MAGNETS— HAND  AND  GIANT 

Our  supreme  aim  in  intra-ocular  foreign  body 
extraction  is  removal  of  foreign  body  with  the 
minimum  amount  of  trauma  using  the  weakest 
magnetic  force  which  will  remove  the  foreign 
body.  In  addition  to  the  hand  magnets  we  have 
the  powerful  giant  electro-magnets  of  Haab,  Lan- 
caster, and  oval  shaped  magnet  of  Mellinger. 
It  is  the  interior  route  where  the  giant  magnet 
finds  its  most  usefulness.  Quite  frequently  the 
hand  magnet  will  suffice  in  posterior  foreign 
body  extraction. 

The  work  done  by  Strnble  (reported  in  1946 
in  0.  and  G.)  is  shown  in  the  following  three 
slides  and  gives  us  experimental  data  as  to  what 
distances  various  sized  particles  could  be  drawn 
through  the  vitreous  and  through  the  Uvea  and 
out  of  the  scleral  incision.  Particles  of  steel 
shavings,  1,  /2  and  V\  mm.  were  used  because 
they  were  the  size  most  encountered  clinically. 

Certain  Critical  Failure 

Steel  Zone  I Zone  II  Zone  III 

Fragment  Dist.  in  MM.  Dist.  in  MM.  Dist.  in  MM. 

14  mm.  3 3 to  7 greater  than  7 

14  mm 6 6 to  11.  ...greater  than  11 

1 mm.  11  11  to  16 greater  than  16 

This  of  course  is  posterior  route  extraction  in 
the  pars  planus  8 mm ; from  limbus,  and  is  a fur- 
thur  argument  for  precise  pin  point  localization. 
The  loss  of  power  by  increasing  the  distance 
from  the  magnet  to  the  foreign  body  is  equal  to 
the  cube  of  that  distance.  So  if  the  pulling  pow- 
er of  a magnet  at  1 mm.  is — say  1 gram — thus  by 
increasing  the  distance  to  2 mm.  the  pulling  pow- 
er becomes  Vs  gram ; at  3 mm.  distance  1/27 
gram ; 4 mm.  1/64  grain,  etc.  The  larger  the  for- 
eign body,  the  more  magnetic  lines  reach  it  and 
the  stronger  the  pull. 

Now  as  to  the  controversial  question  of  remov- 
al of  foreign  body  through  posterior  route  or 
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anterior  route.  Shall  the  foreign  body  he  taken 
out  through  the  scleral  coat,  (presuming  the  for- 
eign body  lies  behind  the  iris-ciliary  body)  or 
shall  it  be  coaxed  around  the  suspensory  liga- 
ment of  the  lens  and  into  the  anterior  chamber 
of  the  eye  through  the  pupillary  aperture  and 
there  removed  by  a clean  incision  in  the  anterior 
chamber.  Dr.  Edmund  Spaeth,  Will’s  Hospital, 
Philadelphia,  Pa.,  says  there  is  not  the  slightest 
doubt  whatsoever  that  the  posterior  route  sur- 
gery results  in  the  highest  percentage  of  lost 
eyes.  The  anterior  route  results  in  a consider- 
ably higher  percentage  of  successful  operations 
and  successful  extractions. 

However,  there  are  certain  situations  where 
the  posterior  route  may  or  must  be  used  and 
also  situations  where  the  anterior  route  may  or 
must  be  used.  The  smaller  the  particle — the  an- 
terior route  is  used.  The  larger  the  particle — 
the  posterior  route  is  used  or  permitted — one 
must  stay  behind  equator  with  posterior  sclerot- 
omy. One  must  avoid  large  vortex  veins.  Sclera 
must  be  sutured  after  posterior  sclerotomy. 

The  matter  of  retinal  detachment  following 
posterior  route  extraction  is  a most  serious  sub- 
ject. This  is  a most  common  complication  fol- 
lowing posterior  route  extraction.  The  magnet 
tip  should  never  be  introduced  into  the  eye. 

RETINAL  SEPARATION 

In  posterior  route  retinal  separation  offers 
little  hope  of  cure  in  comparison  to  other  retinal 
separation  cases  presumably  because  normal 
vitreous  actually  separates  retina  from  choroid. 

Danger  of  sympathetic  ophthalmia  is  slightly 
up  in  posterior  route  cases.  There  is  a limit,  of 
safety  for  sympathetic  ophthalmia.  All  eyes 
that  eventually  will  come  to  enucleation  should 
be  enucleated  before  the  dead  line  of  12  days. 

Now  as  to  the  anterior  route,  the  magnet  tip 
is  to  be  started  as  far  posteriorly  as  is  possible. 
Then  with  the  magnet  field  closed,  the  foreign 
body  will  pass  to  that  magnet  field  by  its  short- 
est possible  route.  Then  as  the  magnet  is  carried 
forward,  the  foreign  body  should  pass  through 
the  suspensory  ligament  of  the  lens  into  the 
posterior  chamber  of  the  eye.  From  there  it 
can  be  coaxed  around  the  iris  on  its  posterior 
surface  through  the  pupillary  aperture  and  into 
the  angle  of  anterior  chamber — to  be  then  re- 
moved by  the  hand  magnet  after  making  a cor- 
neal incision.  If  the  foreign  body  is  caught  bad- 


ly in  the  iris,  iridectomy  should  be  made  and 
foreign  body  extracted  with  hand  magnet. 

Another  method  of  differentiating  intra-  from 
extra-ocular  foreign  body  is  the  use  of  air  or 
oxygen  in  Tenon  ’s  Capsule.  6 c.c.  air  or  oxygen 
is  injected  into  capsule  of  Tenon.  It  is  diagnos- 
tic but  hazardous  if  operation  is  performed  soon 
after  injection  is  made  where  anterior  chamber 
has  to  be  opened  as  the  air  in  Tenon’s  Capsule 
exerts  pressure  causing  loss  of  vitreous  and  iris 
prolapse. 

We  may  use  the  following  in  anterior  chamber  : 
Air — 3-1  days  absorption 
CO2 — too  rapid  absorption  to  be  practical 
O2 — best  4 to  8 hours  before  there  is  com- 
plete absorption. 

TECHNIQUE 

Use  curved  25  needle  10  c.c.  syringe,  have  eye 
look  down  and  in,  needle  inserted  6 mm.  behind 
limbus,  needle  goes  subconjunctively  few  mm. 
first  in  outer  upper  quadrant  of  eye.  (Spade- 
man.) 

REACTION  OF  STEEL  AND  COPPER 
IN  EYE 

It  is  well  known  that  the  retention  of  steel  in 
the  eye  means  loss  of  that  eye  due  to  siderosis. 
Reaction  to  copper  depends  on  whether  it  is 
in  pure  or  in  alloy,  poor  in  copper.  Due  to  the 
fact  that  Arizona  is  a copper  producing  state, 
we  see  copper-bearing  ore  particles  in  eyes  more 
so  here  than  elsewhere.  Copper  in  pure  form 
sets  up  a violent  inflamation,  but  causes  a cop- 
per plating  of  tbe  eye,  causing  typical  lens  ef- 
fect— sunf lo wer  cataract . 

After  care  of  intra-ocular  foreign  body  should 
be  the  use  of  the  sulfas,  antibiotics,  foreign  pro- 
tein therapy. 

REPORT  HISTORY  OF  HENRY 
BREIDENBACK  . 

On  March  13,  1949,  while  driving  a steel 
wedge  with  steel  ax,  foreign  body  struck  in  the 
right  eye.  Patient  went  to  doctor  but  no  foreign 
body  was  found  and  patient  returned  to  work. 
Patient  came  to  see  me  one  month  later.  X-ray 
showed  two  foreign  bodies,  one  in  the  lid  and 
one  as  shown  by  localization  to  be  lower  nasal 
quadrant,  right  eye,  near  ora  serrata  and  in 
exudate  visable  with  ophthalmoscope.  After 
several  localizations,  giant  magnet  was  used  and 
foreign  body  brought  through  suspensory  liga- 
ment of  lens  around  iris  and  into  anterior  cham- 
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ber  and  then  removed  by  hand  magnet.  Exam- 
ination showed  some  dis-insertion  in  area  of 
foreign  body  removed.  Sent  to  St.  Joseph’s 
Hospital  and  re-attachment  operation  was  per- 
formed. Patient  sees  20/20  for  distance  and 
Jaeger  J. 

SUMMARY 

I have  briefly  mentioned  means  of  magnetic 
diagnosis  of  intra-ocular  foreign  body,  the  dif- 
ferent routes  of  removal  and  outlined  briefly  a 
case  in  St.  Joseph’s  Hospital. 

Pin  point  accurate  localization  is  of  utmost 


importance  to  avoid  unnecessary  trauma  in  re- 
moval of  intra-ocular  foreign  body. 

The  hand  and  giant  magnet  each  have  their 
indicated  field  and  the  Berman  Locator  should 
be  used  to  supplement  x-ray  localization  and  as 
a ready  guide  in  extraction  of  intra-ocular  for- 
eign body. 

Every  patient  presenting  himself  with  sudden 
pain  in  eye  or  discomfort  in  any  form  follow- 
ing hammering  or  manipulating  metals  should 
have  an  x-ray.  Even  though  it  is  negative,  it  is 
good  evidence  later  on  that  this  precaution  was 
taken. 


THE  ANNUAL  MEETING 


The  Fifty-ninth  Annual  Meeting  of  the  Ari- 
zona Medical  Association  will  be  held  at  the 
Westward  Ho  Hotel  in  Phoenix  on  April  30- 
May  1,  2 and  3. 

The  Program  has  been  completed.  Guest 
speakers  will  be  Doctors  John  M.  Waugh  of 
Rochester,  Minnesota;  Stephen  R.  Elek  of  Los 
Angeles,  California  ; Harry  B.  Macey  of  Temple, 
Texas,  and  George  C.  Griffith  of  Pasadena,  Cali- 
fornia. 

In  addition  to  the  guest  speakers  approxi- 
mately fifteen  papers  will  be  presented  by  mem- 
bers of  the  State  Association. 

Following  the  new  arrangement  which  was 
started  last  year,  the  Meeting  will  begin  on  Sun- 


day, April  30.  There  will  be  entertainment  and 
golf  Sunday  afternoon.  The  Council  will  hold 
its  first  session  Sunday  afternoon. 

The  House  of  Delegates  will  meet  Monday 
morning  and  Wednesday  morning.  Monday  af- 
ternoon will  be  given  over  to  the  various  special- 
ties for  sectional  meetings.  The  Opening  Exer- 
cises and  the  first  scientific  meeting  will  be  held 
on  Monday  night.  The  President's  Dinner- 
Dance  will  be  on  Tuesday  evening. 

On  Sunday  evening  the  Annual  Meeting  of 
the  Blue  Shield  Corporation  will  be  held  at  the 
Westward  Ho.  The  Corporation  consists  of  the 
members  of  the  Council,  the  House  of  Delegates, 
the  Board  of  Directors  and  officers  of  Blue 
Shield. 
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infection  may  result  from  inoculation  of  saliva 
into  breaks  in  the  skin,  when  the  owner  tries  to 
examine  or  feed  the  poor  beast. 

The  Arizona  attitude  conforms  to  the  general 
practices  toward  animals  and  bitten  humans. 

Dr.  Ward  of  the  Arizona  State  D.  of  H.  be- 
lieves that  vaccination  of  animals  is  valuable, 
though  the  vaccine  is  not  a perfect  one. 

Dr.  Lewis  Howard,  health  officer  of  Tucson, 
goes  along  with  the  one-injection  prophylaxis 
for  dogs,  but  is  skeptical  about  the  Pasteur  treat- 
ment for  humans — though  it  prevents  worry. 

An  animal  bite  should  be  cleansed  with  green 
soap  and  water,  and  with  an  antiseptic.  No  one 
has  died  from  rabies  or  vaccination  in  Arizona 
this  past  year.  The  dog  population  is  not  quar- 
antined at  present. 

There  is  a report  that  an  improved  vaccine 
is  being  sought,  and  that  success  is  not  too  re- 
mote a possibility. 
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The  Rabies  Problem 

The  problem  of  rabies  -is  not  peculiar  to  Ari- 
zona but  it  is  of  considerable  concern.  The  haz- 
ard to  humans  from  rabid  dogs  is  intensified 
in  certain  areas  of  the  state  by  the  contact  be- 
tween dogs  and  the  reservoir  of  desert  animals. 

The  U.  S.  Public  Health  Service  believes  that 
the  disease  can  be  eliminated,  though  some  auth- 
ors question  the  value  of  the  current  Pasteur 
treatment. 

About  a half  million  Americans  are  bitten 
by  dogs  each  year.  Between  30  and  40  thousand 
individuals  are  required  to  take  the  anti-rabies 
vaccine.  The  disease  kills  from  35  to  50  persons 
per  year.  The  vaccine  causes  CNS  paralysis  in 
seven  or  eight  of  those  who  take  it. 

Veterinarians  urge  the  licensing  of  all  dogs; 
an  annual  vaccination ; impounding  and  destruc- 
tion of  all  strays;  quarantine  of  dogs  during  a 
local  outbreak;  and  a trapping  program  for  wild 
animals. 

Dogs  may  develop  the  “furious”  type  of  dis- 
ease with  a gregarious,  active,  vicious  conduct 
lasting  a week  or  so ; biting  is  the  method  which 
produces  infection  from  this  type.  The  “dumb” 
rabies  lasts  two  or  three  days,  is  characterized 
by  melancholy,  sleepiness,  and  paralysis,  and 


The  Medical  Advisory  Board 

When  the  late  Dr.  B.  B.  Moeur  of  Tempe  was 
elected  Governor  of  Arizona  in  1934  he  appoint- 
ed Dr.  Ralph  F.  Palmer  as  Medical  Director  of 
the  State  Industrial  Commission.  A very  con- 
structive plan  came  into  operation  in  the  early 
months  of  their  administration  when  the  Indus- 
trial Relations  Committee  was  originated.  This 
committee  was  set  up  to  consist  of  four  physi- 
cians from  over  the  state  to  be  appointed  each 
year  by  the  in-coming  president  of  the  Medical 
Association,  with  the  idea  that  they  would  repre- 
sent the  various  specialties  most  likely  to  be 
interested  in  industrial  accidents.  The  president 
and  secretary  of  the  State  Association  are  ex- 
officio  members  of  the  committee.  The  six  physi- 
cians and  the  members  of  the  State  Industrial 
Commission  comprise  the  Industrial  Relations 
Committee.  The  function  of  this  Committee  is 
to  act  as  a liaison  group  between  the  members 
of  the  medical  profession  and  the  Industrial 
Commission.  The  committee  has  met  as  often  as 
once  a month  to  handle  the  various  problems 
which  arise  pertaining  to  the  disposal  of  various 
methods  of  practice,  the  adjustment  of  fees 
charged  which  are  out  of  line  with  the  service 
rendered  and  the  regular  fee  schedule,  the  in- 
terpretation of  the  Industrial  Law  and  innumer- 
able routine  matters  which  require  medical  and 
legal  adjustment.  And  out  of  this  Industrial 
Relations  Committee  has  come  the  Medical  Ad- 
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visory  Board,  which  consists  of  the  four  physi- 
cians who  are  appointed  each  year  by  the  presi- 
dent of  the  Medical  Association.  This  Medical 
Advisory  Board  meets  the  first  Monday  of  each 
month,  the  year  around,  in  the  Central  Office 
in  Phoenix,  and  acts  as  a consulting  hoard  for 
the  many  cases  of  injury  which  have  reached  the 
stationary  period  and  the  degree  of  disability 
must  be  decided  upon  and  awards  made.  Many 
other  types  of  cases  are  reviewed  which  require 
advice  as  to  proper  diagnosis,  consideration  of 
new  and  additional  evidence  of  injury,  and  for 
final  recommendation  to  the  Commission. 

Elsewhere  in  this  issue  is  a report  of  an  Indus- 
trial case  which  reached  the  State  Supreme 
Court  for  final  settlement  and  the  findings  and 
award  made  by  the  Medical  Advisory  Board 
were  upheld  by  the  Supreme  Court.  The  Court 
went  so  far  as  to  approve  the  work  of  such  a 
board.  It  was  the  contention  of  the  court  that 
such  a board  would  be  more  able  to  render  an 
unbiased  opinion  than  any  other  conceivable 
method  in  their  knowledge. 


Communication 

TREASURY  DEPARTMENT 
BUREAU  OF  CUSTOMS 

Nogales,  Arizona 

December  28,  1949 

Dr.  Frank  J.  Millov 
Secretary,  Arizona  Medical  Association 
642  Security  Building 
Phoenix,  Arizona. 

Dear  Dr.  Millov: 

In  recent  months  there  has  been  an  increase  in 
the  number  of  cases  where  it  was  necessary  for 
this  office  to  seize  narcotic  drugs  which  were 
being  imported  by  doctors  of  medicine  licensed 
to  practice  in  Arizona,  who  were  returning  from 
visits  in  Mexico. 

These  narcotic  drugs  are  carried  in  medicine 
kits  or  baggage  by  the  doctors  at  the  time  they 
leave  the  United  States,  at  which  time  their 
baggage  is  not  inspected.  Consequently,  it  is  not 
until  they  return  that  they  realize  or  discover 
that  the  drugs  have  to  be  seized.  There  is  no  in- 
tent on  their  part  to  violate  any  law,  and  in 
many  cases  the  narcotic  drugs  are  included  in 
their  effects  in  order  to  meet  any  emergency 
that  they  may  run  into  during  their  journey. 

In  many  instances  the  doctor  involved  lives  in 


some  other  state,  but  there  have  also  been  several 
cases  involving  doctors  practicing  in  Arizona. 

It  occurs  to  this  office  that  the  loss  of  these 
drugs  and  embarrassment  on  the  part  of  the  doc- 
tor involved,  as  well  as  to  this  office,  would  be, 
at  least  to  some  extent,  avoided  if  the  restric- 
tions on  the  exportation  and  importation  of  nar- 
cotic drugs  by  doctors  of  medicine,  as  well  as 
others,  were  brought  to  the  attention  of  the 
medical  profession.  Under  the  law  the  exporta- 
tion and  importation  of  narcotic  drugs  in  any 
manner  and  by  any  person  is  prohibited  except 
under  an  export  or  an  import  license  issued  by 
the  Narcotics  Control  Board. 

This  office  will  appreciate  any  steps  which 
you  may  take  to  disseminate  this  information  to 
the  medical  profession,  especially  in  Arizona. 

Very  truly  yours, 

Signed 

Craig  Pottinger, 

Collector  of  Customs. 


RESOLUTION 

The  House  of  Delegates  took  some  very  im- 
portant actions  with  regard  to  certain  bills  pend- 
ing before  Congress,  and  we  have  advised  the 
Congressmen  to  this  effect.  There  follows  a copy 
of  the  material  we  sent  them.  You  should  sup- 
plement this  by  communicating  appropriately 
with  your  Senator  and  Representative,  especial- 
ly if  either  of  them  happens  to  be  a member  of 
any  of  the  committees  concerned. 

RESOLUTION  ON  SENATE  BILL  1411 
(Presented  to  House  of  Delegates,  American 

Medical  Association,  at  Washington,  I).  G., 
December  6,  1949) 

WHEREAS,  The  House  of  Delegates  of  the 
American  Medical  Association  at  the  last  session 
adopted  a resolution  opposing  Senate  Bill  1411, 
known  as  the  School  Health  Services  Act;  there- 
fore be  it 

RESOLVED,  That  the  House  of  Delegates 
now  in  session  reaffirms  its  opposition  to  Senate 
Bill  1411  and  instructs  the  Board  of  Trustees  to 
implement  the  opposition  to  this  legislation  by 
appropriate  information  to  the  component  soci- 
eties. 


ACTION  OF  HOUSE  OF  DELEGATES  ON 
RESOLUTION  ON  SENATE  BILL  1411 
The  House  of  Delegates  took  the  following 
action  with  reference  to  S.  1411: 

We  recommend  that  this  bill  in  its  present 
form  be  opposed.  On  page  6 of  the  printed  bill, 
Section  6 (a)  (1)  there  are  three  provisions. 
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(A),  (B)  and  (C).  (A)  provides  for  periodic 
medical  and  dental  examination  of  school  chil- 
dren; (B)  provides  that,  where  indicated,  treat- 
ment shall  be  provided  “whenever  the  parents 
of  such  children  are  unable  to  provide  treat- 
ment,” and  these  sections  are  acceptable.  Sec- 
tion (C),  which  permits  schools  to  provide  treat- 
ment for  all  school  children,  is  an  unwise  pro- 
vision and  makes  it  necessary  to  oppose  S.  1411. 


NOTICE 

The  University  of  Pennsylvania  Medical  Alum- 
ni Society  will  hold  a dinner  meeting  Wednes- 
day, June  28,  1950  at  the  Fairmont  Hotel  in 
San  Francisco,  in  connection  with  the  conven- 
tion of  the  American  Medical  Association.  Cock- 
tails 6:30  p.  m.  (cash-bar),  dinner  at  7 :30  p.  m. 
All  alumni  attending  the  convention  are  urged 
to  come  to  the  dinner. 


PHOENIX  CLINICAL  CLUB 

Massachusetts  General  Hospital 
Case  Record  No.  31031 
December  5,  1949 


A twenty-nine-year-old  woman  was  admitted 
to  the  hospital  complaining  of  a chronic  produc- 
tive cough  and  abdominal  pain. 

Twelve  years  prior  to  admission  the  patient 
began  to  suffer  with  chronic  cough.  This  was 
often  accompanied  with  fever  and  was  produc- 
tive at  times  of  as  much  as  a cupful  of  muco- 
purulent, foul-smelling  sputum  a day.  The  spu- 
tum was  never  blood  streaked  until  a year  before 
entry,  when  flecks  of  blood  were  first  noted. 
The  cough  and  streaking  became  increasingly 
severe  and  were  associated  with  vomiting,  often 
at  the  end  of  a paroxysm.  On  several  occasions 
she  vomited  intractably  for  several  days  at  a 
time.  On  two  occasions  she  was  said  to  have 
vomited  blood,  although  at  no  time  did  the  vom- 
itus  have  a coffee-grounds  appearance.  About 
six  months  prior  to  entry  a bronchoscopy  and 
lipiodol  study  were  performed,  following  which 
she  felt  better  for  a few  weeks.  The  blood  streak- 
ing of  the  sputum  increased,  however,  until  it 
occurred  daily  and  was  most  marked  in  the 
morning.  About  three  weeks  prior  to  admission 
she  became  so  exhausted  that  she  Avas  forced  to 
remain  in  bed ; the  slightest  exertion  often  in- 
duced a severe  paroxysm  of  coughing  folloAved 
by  vomiting.  She  was  able  to  retain  little  food, 
and  the  tongue  and  mouth  became  sore.  She  had 
lost  about  16  pounds  during  the  year  before 
entry.  Five  days  before  admission  she  developed 
severe  pain  under  the  costal  margin  in  the  right 
upper  quadrant,  radiating  to  the  epigastrium 
but  not  to  the  back.  The  pain  occurred  inter- 
mittently in  attacks  of  jaundice.  She  Avas  ad- 
mitted to  the  hospital  for  study. 

The  patient  had  been  married  for  three  years 
but  had  been  unable  to  become  pregnant.  She 
had  been  a heavy  smoker  but  had  cut  down  con- 
siderably in  the  feiv  months  prior  to  admission. 

Physical  examination  revealed  a Avell-devel- 
oped  and  well-nourished  Avoman  Avho  did  not 
appear  particularly  ill.  The  tongue  Avas  beefy 
red  and  moderately  smooth.  The  mouth  con- 
tained numerous  small  ulcers  on  the  mucous 
membranes.  The  lungs  revealed  only  a feAV 


medium  moist  rales  at  the  bases.  The  heart  Avas 
negative.  There  were  considerable  tenderness 
and  muscle  spasm  in  the  right  upper  quadrant. 
A tender  mass,  belieAmd  to  be  the  liver,  Avas  pal- 
pable in  this  area,  extending  down  almost  to 
the  level  of  the  umbilicus;  no  definite  edge  could 
be  felt.  The  spleen  Avas  not  palpable.  There 
Avas  a lack  of  precise  differentiation  betAveen 
sharp  and  dull  sensations  in  the  loAver  legs,  and 
some  questionable  loss  of  position  sense.  Vibra- 
tion sense  Avas  diminished  in  the  left  loAver  leg. 
The  deep  tendon  reflexes  Avere  present  but  the 
ankle  jerks  Avere  Aveak.  The  plantar  responses 
AA'ere  not  elicited. 

The  temperature  Avas  99.4°F.,  the  pulse  100, 
and  the  respirations  24.  The  blood  pressure  Avas 
120  systolic,  80  diastolic. 

Examination  of  the  blood  shoAved  a Avhite-cell 
count  of  11,200  Avitli  93  per  cent  neutrophils, 
4 per  cent  monocytes  and  3 per  cent  eosinophils. 
The  hemoglobin  Avas  11.8  gm.  The  urine  had  a 
specific  gravity  of  1.028,  with  a tAVo  plus  test, 
for  albumin ; the  sediment  contained  a few  red 
cells,  15  white  cells  and  a rare  granular  cast 
per  high-poAver  field.  The  stools  Avere  broAvn, 
and  a guaiac  test  Avas  negative.  The  serum  non- 
protein nitrogen  Avas  23  mg.  per  100  e.c.,  the 
sugar  78  mg.,  the  protein  6.4  gm.  and  the  chlo- 
ride 94  millieguiv.  per  liter.  The  van  den  Bergh 
reaction  Avas  normal.  The  prothrombin  time 
Avas  24  seconds  (normal,  18  to  20  seconds).  A 
bromsulfalein  test  shoAved  40  per  cent  retention 
of  dye  in  forty-free  minutes. 

A roentgenogram  of  the  chest  Avas  Avithin  nor- 
mal limits.  A gastrointestinal  series  revealed 
displacement  of  the  stomach  to  the  left  and 
doAVUAvard  displacement  of  the  hepatic  flexure 
of  the  colon,  but  Avas  otherAvise  negative.  The 
lower  border  of  the  liver  Avas  not  Avell  demon- 
strated. An  intravenous  pyelogram  reevaled 
only  a Ioav  right  kidney.  A Graham  test,  Avas 
negative. 

The  patient  Avas  given  numerous  infusions  of 
dextrose  in  saline  together  Avitli  Vitamin  B com- 
plex, haliver  oil  capsules  and  hvkinone.  The 


38 


Arizona  Medicine 


February,  1950 


white-cell  count  rose  to  25,600,  with  70  per  cent 
neutrophils,  1 1 per  cent  lymphocytes,  8 per  cent 
monocytes  and  2 per  cent  eosinophils. 

On  the  nineteenth  hospital  day  a laparotomy 
was  performed. 

DISCUSSION 
Dr.  O.  0.  Williams: 

The  protocol  on  the  case  of  this  29-year-old 
woman  presents  many  problems  of  contradiction, 
omission,  and  perhaps  one  of  commission.  The 
contradictory  statements  can  be  summarized  as 
follows : This  patiest  was  stated  to  be  well  nour- 
ished, yet  there  was  a sixteen-pound  loss  of 
weight  during  the  last  year.  There  was  like- 
wise considerable  vomiting  and  perhaps  a lack 
of  intake  of  fluid.  It  seems  rather  obvious  that 
this  patient,  if  well  nouristhed,  was  rather  obese 
in  the  early  stages  of  the  disease  or  had  taken 
a fairly  high  coloric  type  of  diet  which  did  not, 
however,  supply  sufficient  amounts  of  the  essen- 
tial nutrition  to  prevent  a vitamin  deficiency. 
Second,  there  are  symptoms  and  signs  of  a fair- 
ly severe  bronchiectasis,  though  in  the  x-ray  find- 
ings nothing  was  found  to  substantiate  a diagno- 
sis of  bronchiectasis.  Thirdly,  in  the  physical 
examination,  the  patient  was  stated  not  to  be 
particularly  ill,  though  her  temperature  and 
pulse  were  slightly  elevated  and  there  was  a 
blood  count  present  on  two  occasions  which  sug- 
gested infection.  This  indicated  that  she  was 
considerably  sicker  than  the  examiner  felt  she 
was. 

The  sins  of  omission  are  the  omitted  data  or 
the  findings  of  the  bronchoscopic  examination 
both  by  the  examiner  and  by  x-ray  following 
lipiodal.  In  addition  there  is  at  no  time  a red 
cell  count  given  though  the  patient  was  obvious- 
ly anemic,  and  thirdly  there  is  no  serology  re- 
ported at  any  place  in  the  protocol.  There  are 
probably  other  laboratory  examinations  and  per- 
haps physical  findings  which  were  omitted  either 
by  not  being  done  or  not  being  included  in  tin; 
protocol.  The  sin  of  commission  may  have  been 
the  operative  procedure  but  this  will  have  to 
wait  for  the  operative  findings  and  the  patho- 
logical discussion  of  the  pathologist. 

It  seems  to  be  quite  obvious  that  this  patient 
has  had  a bronchiectasis  since  17  years  of  age. 
This  is  highly  suggestive  of  a congenital  bron- 
chiectasis, particularly  since  no  history  of  a pre- 
ceding acute  pneumonitis  was  given.  Also  fairly 
typical  of  a bronchiectasis  is  the  fact  that  the 
patient  received  considerable  relief  from  her 
symptoms  of  coughing  and  production  of  muco- 


purulent sputum  after  bronchoscopic  examina- 
tion and  lipiodal.  The  later  bleeding  and  cough- 
ing is  also  fairly  characteristic  of  bronchiectasis. 
Therefore,  in  spite  of  the  x-ray  findings  one 
would  have  to  assume  that  chronic  bronchiecta- 
sis is  present  though  one  would  feel  hesitant 
about  considering  an  abscess  in  the  absence  of 
x-ray  findings. 

Another  very  definite  finding  was  a large  mass 
in  the  right  upper  part  of  the  abdomen  which 
shoved  the  stomach  over  to  the  left,  and  the 
large  intestines  and  perhaps  the  kidney  down- 
ward. This  was  associated  with  a 40%  retention 
of  bromsulfalein  at  the  end  of  forty-five  min- 
utes. This  certainly  indicated  that  something 
was  wrong  intrinsically  with  the  liver.  The  find- 
ings of  red  cells  with  the  2 plus  albumin  and 
a few  white  cells  and  granular  casts  in  the  urine 
is  suggestive  of  some  renal  irritation,  perhaps  a 
low  grade  chronic  glomerular  nephritis.  The 
chlorides  are  slightly  on  the  low  side  though  not 
markedly  so.  This  possibly  is  the  result  of  pro- 
tracted vomiting.  There  are  also  very  vague 
symptoms  of  a neurological  character,  as  the  lack 
of  precise  differentiation  between  sharp  and  dull 
sensation  in  the  lower  portions  of  the  leg,  ques- 
tionable loss  of  position  sense  and  vibration  sense 
and  questionable  Eomberg.  These  findings  do 
not  mean  a great  deal  to  me  as  I know  very  lit- 
tle about  neurology,  but  it  does  suggest  that 
the  patient  was  either  somewhat  apathetic  and 
could  not  make  these  fine  differentiations  or  that 
there  is  a possibility  of  polyneuritis.  I am  un- 
able to  discuss  this  phase  of  the  case. 

The  important  findings  are,  therefore,  a well 
defined  vitamin  deficiency,  definite  liver  dam- 
age, definite  clinical  evidence  of  bronchiectasis, 
possible  neurological  findings  suggestive  of  poly- 
neuritis, evidence  of  a well  defined  infection  as 
shown  by  elevated  temperature,  pulse  and  leuco- 
cytosis  and  the  absence  of  either  clinical  or  sero- 
logical evidence  of  syphilis.  In  regard  to  the 
blood  count  and  serological  test,  1 would  be  com- 
pelled to  state  that  a diagnosis  of  syphilis  and 
of  pernicious  anemia,  could  uot  possibly  be  made, 
in  an  absence  of  these  studies.  Though  syphilis 
is  a pleomorphic  disease  and  is  stated  to  mimic 
almost  any  condition,  1 can  find  no  evidence  that 
it  was  present  in  this  case.  Likewise,  pernicious 
anemia  shows  a decreased  white  count  in  most 
instances,  unless  accompanied  by  infection,  and 
surely  if  suspected  a gastric  analysis  would  have 
been  done.  Therefore,  1 am  going  to  dismiss 
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these  two  diseases  from  discussion  and  attempt 
to  name  a few  conditions  which  may  have  been 
the  cause  of  this  patient  's  illness,  though  I real- 
ize that  diagnosis  by  exclusion  is  not  the  most 
desirable  means  of  making  a differential  diag- 
nosis. 

The  first  condition  to  be  discussed,  which  the 
patient  obviously  had,  is  bronchiectasis.  There 
is  something  to  be  said  for  this  condition  and 
that  is  that  a bronchiectatie  abscess  frequently 
metastasized  to  the  liver.  However,  in  liver  ab- 
scesses, the  temperature  is  much  higher  than  in 
this  case  and  there  are  usually  associated  chills 
and  in  most  instances,  jaundice.  Against  this 
condition  is  that  there  are  certainly  no  x-ray 
findings  of  an  abscess  in  the  lung  and  conse- 
quently with  this  lack  of  pulmonary  abscess, 
one  could  not  consider  seriously  a metastatic 
abscess  from  the  lung. 

Bronchiectasis  is  frequently  associated  with 
generalized  amyloidosis  and  amyloidosis  of  the 
liver.  I believe  in  this  case,  amyloidosis  can  be 
ruled  out  because  of  tenderness  of  the  liver,  the 
presence  of  definite  infection  and  the  presence 
of  an  acute  abdominal  condition.  There  could 
however,  be  two  conditions  present,  one  acute 
abdominal  and  the  other  a chronic  amyloidosis 
of  the  liver.  However,  I do  not  believe  this  to 
be  the  case.  A bronchiogenic  carcinoma  with 
metastasis  to  the  liver  arising  from  an  adenoma- 
tous obstruction  to  the  bronchus  is  a possibility. 
The  age  of  the  patient  is  somewhat  against  this. 
More  convincing  evidence,  however,  is  the  fact 
that  neither  the  bronchoscopic  examination  with 
lipiodal  injection  nor  the  present  x-ray  findings 
suggest  a mass  in  the  lung. 

Myocarditis,  with  myocardial  failure  and  as- 
sociated congestion  of  the  liver  and  lungs  is  a 
possibility.  We  have  against  this  the  normal 
findings  of  the  x-ray,  normal  blood  pressure,  no 
evidence  of  fluid  in  the  abdomen  or  in  the  chest. 
While  myocardial  insufficiency  might  be  on  the 
basis  of  a berberi  heart,  the  x-ray  films  certainly 
would  have  shown  some  dictation  of  the  heart  or 
an  increase  in  myocardial  shadow.  The  liver 
would  not  become  this  large  early  in  a case  of 
congestive  heart  failure.  It  is  also  unlikely  that 
there  is  an  obstruction  of  the  hepatic  vein  caus- 
ing the  so-called  Chiari’s  syndrome.  This  would 
be  associated  with  acites  and  there  is  no  evidence 
that  this  patient  had  fluid  in  the  abdomen. 

Now  to  consider  the  renal  findings.  The  pos- 
sibility of  a glomerular  nephritis  is  certainly 


present.  However,  it  is  not  sufficient  to  have 
caused  hypertension  or  evidence  of  renal  failure 
as  the  NPN  was  normal.  It  is  possible  that  there 
was  a tumor  of  the  kidney,  probably  hyperne- 
phroid in  type  with  diffuse  liver  metastasis. 
However,  apparently  the  lungs  would  have  been 
involved.  Also  pyelograms  show  no  evidence  of 
any  pathological  changes  other  than  a low  right 
kidney  which  might  be  due  to  the  enlarged  mass 
in  the  abdomen.  While  metastatic  tumors  to  the 
liver  will  give  all  the  evidence  of  an  infection 
such  as  fever,  chills  and  leucocytosis,  I do  not 
believe  we  have  sufficient  clinical  or  laboratoi’y 
findings  to  indicate  any  well  defined  pathology 
in  the  kidney  itself.  There  is  one  other  condi- 
tion which  we  are  compelled  to  recognize  in  this 
club  as  it  is  mentioned  in  practically  eveiy  dis- 
cussion, and  that  is  periarteritis  nodosa.  In  this 
case,  with  the  exception  of  the  bronchiectasis, 
one  can  seriously  consider  a so-called  necrotizing 
arteritis  or  panarteritis,  associated  with  pleomor- 
phic symptoms  polyneuritis  and  abdominal 
changes.  Neurological  findings  have  been  report- 
ed as  the  initial  presenting  symptoms  in  many 
cases  of  periarteritis  nodosa.  There  are  also 
abdominal  episodes  which  might  be  consid- 
ered as  a part  of  the  disease.  Likewise  the  kid- 
ney lesions  could  also  be  considered  as  a part  of 
the  syndrome  of  periarteritis  nodosa.  This,  how- 
ever, does  not  explain  the  liver  insufficiency  as 
well  as  the  liver  enlargement.  I do  not  believe 
that  a diagnosis  of  periarteritis  nodosa  can  be 
made  with  any  degree  of  accuracy  though  the 
entire  lesion  may  be  caused  by  this  condition. 
Another  condition  which  might  be  considered  is 
polycystic  kidneys  associated  with  an  enlarged 
polycystic  liver  and  even  a polycystic  pancreas 
and  cysts  of  lungs.  The  pyelograms  would  have 
been  somewhat  revealing  in  polycystic  kidneys 
and  most  certainly  cystic  lungs  would  have  been 
detected  by  the  radiologist.  This  diagnosis  in 
many  instances  can  not  be  made  without  opera- 
tion as  the  kidneys  may  be  relatively  small.  How- 
ever, there  is  no  definite  indication  that  this 
patient  had  polycystic  changes  in  her  viscera. 

We  must  of  course,  come  to  the  primary  site 
of  the  lesion  and  that  is  in  the  upper  right  quad- 
rant of  the  abdomen.  We  can  probably  rule  out 
conditions  of  the  gastrointestinal  tract  such  as 
ulcers  of  the  stomach  and  duodenum  on  the  basis 
of  negative  x-ray  findings,  though  some  ulcers 
might  not.  be  shown  by  x-ray.  However,  an  ulcer 
would  probably  have  been  associated  with  vomit- 
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ing  of  chocolate-colored  blood,  which  this  patient 
did  not  show.  It  is  not  easy  to  rule  out  an  infec- 
tion of  the  gallbladder.  However,  the  Graham 
test  was  completely  negative,  meaning  that  there 
was  filling  of  the  gallbladder  with  proper  expul- 
sion of  the  dye  and  neither  positive  or  negative 
shadows  found  in  the  gallbladder.  Primary  car- 
cinoma of  the  liver  might  be  seriously  considered 
as  it  can  occur  in  this  age  group  though  this  con- 
dition is  not  likely.  The  age  might  be  against 
it  but  there  is  also  a lack  of  jaundice  or  other 
evidence  that  the  patient  may  have  had  a diffuse 
carcinomatosis  of  the  liver. 

The  general  clinical  setup  in  this  case  would 
seem  to  be  that  of  a vitamin  deficiency  with 
fatty  degeneration  of  the  liver  and  subsequent 
cirrhosis  which  does  occur  in  such  conditions  as 
vitamin  deficiency  and  perhaps  alcoholism.  En- 
largement of  the  liver  is  not  unusual,  particu- 
larly in  the  early  stages  of  a cirrhosis  or  a fat- 
ty degeneration  of  the  liver.  Likewise,  ascites 
may  be  absent  early  and  jaundice  may  be  con- 
siderably delayed.  With  the  primary  symptom 
and  signs  of  the  condition  along  with  a well- 
defined  evidence  of  hepatic  insufficiency,  the 
obvious  presence  of  vitamin  deficiency,  one 
would  almost  be  compelled  to  come  to  this  con- 
clusion. The  patient  may  have  been  taking  alco- 
hol or  other  substances  which  gave  high  nutri- 
tional value,  but  no  vitamins  or  essential  pro- 
teins to  prevent  the  development  of  liver  damage. 

In  recent  literature  there  has  been  described 
associated  with  corrhosis  of  the  liver,  a chronic 
pancreatitis  with  pancreatic  pain.  There  is  con- 
siderable to  be  said  against  this.  There  was  no 
amylase  determination  which  probably  would 
have  been  normal,  and  we  are  not  definitely  as- 
sured that  this  enlarged  mass  is  the  liver.  The 
pain  is  not  characteristic  of  a pancreatitis.  There 
was  no  definite  evidence  of  shock  present  and 
no  indication  that  the  patient  had  rigidity  of 
the  abdomen.  It  would  seem,  though,  that 
pancreatitis  might  have  been  the  etiology  of  the 
acute  abdominal  episode. 

In  summary  we  have  a female,  2!)  years  of 
age  who  is  apparently  well  nourished  but  has 
taken  very  little  food  and  vomited  quite  frequent- 
ly in  the  last  few  months.  There  is  a definite 
avitaminosis,  possible  lack  of  essential  proteins, 
suggestive  polyneuritis  enlarged  liver  with  de- 
creased function  and  acute  abdominal  pain. 
With  these  findings  in  all  probability  the  patient 


had  a cirrhosis  of  the  liver  with  a complicating 
pancreatitis. 

DIAGNOSIS 

1.  Cirrhosis  of  the  liver,  probably  on  a vita- 
min deficiency  basis,  associated  with  a chronic 
pancreatitis.  In  addition  the  patient  had  avita- 
minosis, probably  chronic  bronchiectasis,  and 
perhaps  polyneuritis. 


DIF FERENT I A L I ) I AGNOSI S 

Dr.  J.  II.  Means:  “About  six  months  prior 
to  entry  a bronchoscopy  and  lipiodol  study  were 
performed,  following  which  she  felt  better  for 
a few  weeks.”  Are  you  holding  back  what  was 
found  ? 

Dr.  Benjamin  Castleman:  That  is  all  that  is 
in  the  record. 

Dr.  Chester  M.  Jones:  It  was  done  elsewhere. 

Dr.  Means:  Apparently  no  Hinton  test  was 
done  but  1 do  not  believe  the  patient  had  syphilis. 
Dr.  Holmes  has  just  arrived  and  I need  him. 
Since  time  is  short,  I shall  put  it  up  to  him  this 
way.  If  you  glance  at  the  first  paragraph  in 
the  abstract  you  will  see  that  for  twelve  years 
this  woman  was  apparently  coughing  up  puru- 
lent sputum,  which  for  a year  had  often  been 
bloody.  She  raised  as  much  as  a cupful ; it 
smelled  bad  but  later  it  states  that  x-ray  exam- 
ination was  negative. 

Dr.  George  W.  Holmes:  That  is  correct. 

Dr.  Means:  I have  a case  of  tuberculosis  in 
mind  in  which  the  x-ray  films  were  reported  to 
be  negative  for  tuberculosis. 

Dr.  Holmes:  That  is  unusual.  About  the  only 
time  when  x-ray  films  are  negative  in  pulmonary 
tuberculosis  is  when  the  lesion  is  in  the  bron- 
chus. You  can  have  an  ulcerating  lesion  in  the 
bronchus  with  tubercle  bacilli  in  the  sputum  and 
a negative  x-ray  film.  You  cannot  have  paren- 
chymal tuberculosis  and  a negative  x-ray  film. 

!))•.  Means:  One  of  the  wisest  men  on  diseases 
of  the  chest,  under  whom  I was  fortunate 
enough  to  be  a student,  was  the  late  Dr.  Frede- 
rick T.  Lord.  He  said  that  any  patient  who  had 
a story  of  this  sort  must  have  a chronic  bron- 
chopulmonary suppurative  process  of  some  kind. 
If  not  in  the  lung,  at  least  in  the  bronchus. 

Dr.  Holmes:  Do  not  let  me  mislead  you.  The 
fact  that  the  x-ray  films  are  negative  does  not 
prove  that  the  patient  did  not  have  a lesion  in 
the  bronchus. 

Dr.  Means:  I know  that  very  well.  The  an- 
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swer  is  that  the  radiologist  cannot  necessarily 
determine  a lesion  of  the  bronchus. 

According  to  Dr.  Lord’s  philosophy,  if  I re- 
member it  correctly,  this  woman  ought  to  have 
a chronic  lung  abscess  or  bronchiectasis.  It  is 
too  long  a history  for  abscess,  however.  A lung 
abscess  would  have  cleared  up  or  would  have 
killed  her  by  that  time;  therefore  it  must  be 
bronchiectasis.  Dr.  Holmes  could  not  demon- 
strate bronchiectasis,  I suppose,  if  the  cavities 
were  empty.  Is  that  correct  ? 

Dr.  Holmes:  We  miss  a certain  number  of 
cases  but  this  woman’s  chest  is  entirely  normal. 

I hardly  think  that  she  could  have  had  bron- 
chiectasis. 

Dr.  Means : How  could  she  have  raised  a cup- 
ful of  foul-smelling  sputum  daily  for  twelve 
years  and  not  have  had  anything  in  t he  chest? 
Had  site  a fistulous  tract  that  fed  pus  into  the 
bronchus  from  somewhere  else? 

Dr.  Holmes:  We  do  not  know  whether  the 
observation  was  accurate.  The  material  may 
have  come  from  the  stomach. 

Dr.  Means:  The  gastrointestinal  tract  was 

reported  negative  by  x-ray  study. 

Dr.  Holmes:  The  x-ray  films  do  show  a large 
liver. 

Dr.  Means : I am  going  to  get  to  that.  Let 
us  stick  to  the  thorax  for  the  moment.  I was 
thinking  about  the  esophagus  and  the  bronchus. 
Are  they  mixed  up  with  one  another  or  con- 
nected in  some  unholy  alliance  ? 

Dr.  Holmes:  If  they  are,  we  have  no- evidence 
of  it. 

Dr.  Means:  She  was  said  to  have  vomited 
blood  and,  unless  it  is  a perfectly  erroneous  his- 
tory, I am  forced  to  conclude,  x-ray  or  no  x-ray, 
that  she  either  had  or  had  had  some  sort  of 
chronic  bronchopulmonary  suppurative  process. 
I do  not  believe  that  these  facts  fit  with  any 
other  interpretation,  and  a little  thing  like  a 
negative  x-ray  should  not  shake  one  in  one’s 
argument  if  one  thinks  that  the  premises  are 
sound.  We  are  told  that  she  was  vomiting.  If 
this  was  all  gastrointestinal  in  origin  it  seems 
to  me  that  Dr.  Holmes  ought  to  see  something- 
in  the  gastrointestinal  tract  beyond  a little  push- 
ing of  the  liver  in  a southeasterly  direction. 
What  can  you  tell  about  the  gastrointestinal 
tract,  Dr.  Holmes?  Is  there  anything  else  be- 
sides the  pushing  down  of  the  liver? 

Dr.  Holmes:  I did  this  examination  myself 
and  that  is  all  I could  or  can  see. 


Dr.  Means:  But  you  are  willing  to  say  that 
the  liver  is  big. 

Dr.  Holmes:  Yes. 

Dr.  Means:  There  have  been  cases  in  which 
the  radiologist  has  said  that  the  liver  was  big 
and  the  clinician  has  said  that  it  was  not  big, 
and  Dr.  Castleman  has  found  that  sometimes  the 
radiologist  was  right  and  sometimes  the  clini- 
cian was  right.  But  here  both  the  clinician  and 
the  radiologist  thought  that  the  liver  was  big; 
ergo,  I shall  say  that  the  liver  was  big.  Of 
course  if  the  patient  had  a chronic  bronchopul- 
monary suppurative  process  with  a big  liver 
she  is  entitled  to  have  had  amyloid  disease,  but 
I do  not  think  that  amyloidosis  would  explain 
the  acute  picture  of  severe  pain  in  the  right 
upper  quadrant. 

I have  said  all  I need  to  say  about  the  lung- 
situation.  I do  not  believe  that  it  was  tuber- 
culosis. 

In  these  exercises  we  usually  try  to  explain 
the  whole  picture  on  the  basis  of  a single  under- 
lying disease.  We  are  taught  that  that  is  the 
right  thing  to  do  in  differential  diagnosis.  If 
you  stick  too  rigidly  to  it,  however,  you  come 
a “cropper”  a certain  number  of  times,  be- 
cause a person  can  have  two  diseases.  Whether 
the  five-day  story  of  abdominal  pain  has  any- 
thing to  do  with  the  thoracic  story,  I do  not 
know.  I suppose  we  should  try  to  relate  it,  but 
it  does  not  have  to  be  related.  One  thing  is  evi- 
dent. I am  sure  that  she  had  an  avitaminosis, 
which  explains  the  stomatitis,  the  raw  red 
tongue,  the  sensory  changes,  the  reflex  changes 
and  so  forth.  The  clinicians  gave  her  high- 
powered  vitamin  therapy,  so  evidently  they 
thought  the  same. 

On  physical  examination  we  are  told  that  this 
woman  was  well  nourished,  although  she  had 
lost  weight.  She  might  have  been  overweight 
to  start  with.  I do  not  know  why  she  did  not 
look  sick.  She  was  said  to  be  exhausted  and  was 
forced  to  stay  in  bed.  Sometimes  neurotics  take 
to  bed,  but  she  was  not  neurotic  I should  say. 
I do  not  know  whether  she  had  syphilis.  There 
is  no  reason  to  suppose  that  she  did.  I do  not 
believe  that  she  had  tuberculosis  of  the  liver, 
but  she  did  have  a big  liver.  I once  met  my 
Waterloo  at  a clinicopathological  conference  in 
St,  Louis  because  I had  a case  of  big  liver  and 
jaundice  and  asked  Dr.  Chester  M.  Jones  before 
I got  on  the  train  if  I should  consider  hepatic 
tuberculosis.  He  said,  “No;  it  is  so  rare  that 
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you  can  forget  it. 7 ’ But  it  was  tuberculosis  of 
the  liver. 

A word  or  two  about  the  attack.  I tried  to 
think  of  the  various  possible  causes.  One  should 
always  think  of  lymphoma,  but  I do  not  believe 
that  lymphoma  could  have  explained  the  picture. 

I should  like  to  have  more  than  one  body 
temperature.  Was  it  a septic  chart? 

Dr.  Castleman:  No;  it  was  flat,  the  tempera- 
ture reaching  99.2°F.  on  only  one  occasion. 

Dr.  Means : This  is  really  difficult — an  infec- 
tious process  without  any  fever  to  speak  of.  I 
still  do  not  believe  that  it  was  cancer.  Cancer  of 
what?  Of  the  liver,  I suppose.  She  could  not 
have  had  cancer  of  the  lung  for  twelve  years, 
that  is  sure.  Dr.  Holmes  could  find  nothing  in 
the  lung.  If  the  acute  attack  was  related  to 
the  process  in  the  lung,  it  must  have  been  a pro- 
cess in  the  lung  that  was  infectious,  such  as  a 
bronchiectasis.  I looked  up  in  some  text  books 
to  see  if  there  was  any  kind  of  suppurative  pro- 
cess in  the  lung  that  gives  rise  to  suppuration  in 
the  liver.  I tried  to  find  whether  a suppurative 
bronchopulmonary  disease  may  extend  through 
the  diaphragm  and  cause  diaphragmatic  abscess, 
thus  dislocating  the  liver.  We  are  told  that  it 
was  a big  displaced  liver.  I could  not,  however, 
find  a word  about  that  in  my  brief  literary 
studies,  so  perhaps  we  cannot  connect  the  two 
processes. 

How  about  a blood-borne  infection  from  the 
lung?  Could  a blood-borne  infection  get  from 
the  lung  to  the  liver?  It  could  through  the  he- 
patic artery,  I suppose,  but  it  seems  extremely 
unlikely. 

Let  us  see  what  we  can  get  from  the  laboratory 
work.  There  were  no  lymphocytes  in  the  first 
smear.  I asked  Dr.  Wyman  Richardson  what 
that  meant  and  he  said  that  it  made  no  sense 
to  him ; he  added  that  it  probably  was  a poor 
smear  and  that  the  examiner  had  counted  only 
100  cells.  He  is  probably  right,  so  that  I am 
not  going  any  farther  with  that.  He  also  said 
that  scarcity  of  lymphocytes  was  in  favor  of  in- 
fection, but  3 per  cent  of  eosinophils  was  against 
it.  So  there  we  are.  They  found  some  lympho- 
cytes the  next  time,  though.  The  white-cell  count 
was  25,000.  This  favors  an  infectious  process. 
The  non-protein  nitrogen,  sugar  and  protein 
levels  and  the  van  den  Bergh  reaction  were 
normal.  The  Chloride  was  slightly  down.  The 
prothrombin  time  was  only  slightly  elevated, 
but  there  was  a positive  bromsulfalein  test. 


Would  you  call  it  an  impressive  dye  retention, 
Dr.  Jones? 

Dr.  Jones:  Forty  per  cent- — yes. 

Dr.  Means : So  I am  forced  to  believe  that  the 
liver  was  sick  at  least.  She  had  a big  sick  liver. 
What  kind  ? Infectious,  I think.  How  much 
hepatitis  can  one  have  without  jaundice? 

Dr.  Jones:  A great  deal. 

Dr.  Means : She  could  have  had  acute  chole- 
cystitis, I suppose.  That  would  fit  this  five-day 
story  of  severe  pain  at  the  right  costal  margin, 
radiating  to  the  epigastrium  but  not  to  the  back. 
It  does  not  have  to  go  into  the  back.  One  can 
have  gall-bladder  pain  intermittently  for  twelve 
hours.  That  part  of  the  story  is  all  right,  but 
with  a big  sick  liver  we  must  infer  more  than 
gall-bladder  disease.  Also  the  Graham  test  was 
negative. 

I thought  of  multiple  liver  abscesses  in  some 
way  due  to  the  old  infection.  I could  not  find 
any  literary  support  for  that  hypothesis  or  for 
subdiaphragmatic  abscess;  but  certainly  there 
must  have  been  something  acute  going  on  in  the 
region  of  the  liver,  because  of  the  acute  onset 
of  pain,  the  mounting  white-cell  count  and  the 
tenderness  and  spasm  over  the  liver.  I am  much 
impressed  by  the  last  point. 

That  is  the  best  that  I can  do.  I mentioned  a 
number  of  possibilities,  some  of  which  I am  sure 
were  not  present.  I believe  that  she  had  a 
chronic  bronchiectasis.  I believe  that  all  the 
vomiting  in  the  absence  of  any  positive  findings 
in  the  gastrointestinal  tract  ought  to  be  inter- 
preted as  the  result  of  terrific  coughing.  At  any 
rate  there  is  no  positive  evidence  of  gastrointesti- 
nal disease  that  permits  a diagnosis,  so  that  I 
shall  stick  to  the  facts  and  say  that  she  had  a 
chronic  bronchopulmonary  process,  probably 
bronchiectasis  of  long  standing.  Did  she  have 
clubbed  fingers? 

Dr.  Castleman : No. 

Dr.  Means : I do  not  believe  that  she  had  can- 
cer, tuberculosis,  actinomycosis  or  lymphoma.  I 
mentioned  the  possibility  of  an  amyloid  liver, 
but  that  does  not  explain  the  full  picture.  I am 
therefore  forced  to  say  that  she  had  some  kind 
of  infectious  process  of  the  liver.  Where  it 
came  from  I do  not  know.  It  may  have  been 
multiple  abscesses.  I do  not  believe  that  it  could 
have  been  an  amebic  abscess. 

Dr.  Holmes:  Were  the  sinuses  examined?  It 
is  possible  that  the  pus  was  coming  from  the 
sinuses  instead  of  the  lung. 
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Dr.  Means:  A patient  does  not  cough  up  a 
cupful  of  foul  sputum  daily  and  have  symptoms 
for  twelve  years  from  a sinus. 

Dr.  Helen  Pittman : Sinuses  feed  the  bronchi. 

Dr.  Means : Yes,  but  there  has  to  be  some- 
thing in  the  bronchus. 

Dr.  Pittman : I think  that  another  point  that 
Dr.  Holmes  brought  out,  namely,  whether  any- 
one saw  the  sputum,  is  a good  one. 

Dr.  Means:  Well,  of  course,  the  whole  history 
may  be  false,  but  I have  to  accept  the  facts 
given. 

Dr.  Castleman:  Dr.  Meigs,  will  you  tell  us 
about  you  rimpression  ? 

Dr.  J.  V.  Meigs:  This  woman’s  acute  illness 
necessitated  a night  visit.  It  was  thought  to  be 
an  acute  surgical  emergency.  When  I saw  her 
she  did  not  look  so  well  as  this  record  implies. 
She  appeared  extremely  sick  and  was  nauseated 
and  vomiting;  the  white-cell  count  was  25,000 
with  93  per  cent  neutrophils.  She  had  definite 
spasm  and  tenderness  in  the  right  abdomen.  I 
could  not  make  a diagnosis,  nor  did  I believe 
that  she  was  sick  enough  to  warrant  immediate 
surgical  operation. 

Dr.  Means : Did  you  think  that  she  had  in- 
testinal obstruction  ? 

Dr.  Meigs : No ; I thought  that  she  might  have 
had  a chronic  rupture  of  some  viscus.  There 
was  a mass  on  the  right  side.  I could  not  feel 
the  edge  of  the  liver.  All  I knew  wras  that  we 
ought  to  get  her  some  place  where  we  could 
follow  her  closely.  She  was  brought  here.  The 
next  morning  she  looked  better  and  the  white- 
cell count  had  dropped.  I thought  that  she  had 
some  disease  connected  with  the  liver.  I asked 
Dr.  Jones  to  see  her.  We  thought  that  it  was 
some  sort  of  medical  problem  quite  definitely 
connected  with  the  liver.  I did  not  believe  that 
the  pulmonary  difficulties  had  anything  to  do 
with  it.  Dr  Richard  H.  Overholt  had  broncho- 
scoped  her  and  found  bronchiectasis.  Dr.  Jones 
carried  on. 

Dr.  Jones  : By  the  time  I saw  the  patient  there 
was  little  in  the  chest  except  for  a few  rales, 
particularly  at  the  right  base.  We  all  thought 
that  she  had  a low-grade  bronchiectasis  to  ac- 
count for  part  of  the  clinical  picture,  but  we  did 
not  believe  that  it  had  caused  the  symptoms  that 
brought  her  to  the  hospital.  She  had  a large 
mass,  which  Dr.  Meigs  and  I both  thought  was 
probably  a large  liver.  It  was  extremely  tender 
for  two  weeks  after  admission  to  the  hospital. 


We  could  not  be  certain  whether  the  tenderness 
was  along  the  hepatic  border  or  underneath  the 
edge  of  the  liver.  As  she  improved,  with  ade- 
quate hydration  and  rather  intensive  vitamin 
therapy  for  obvious  avitaminosis,  it  became  clear 
that  the  tender  mass  actually  was  liver.  The  one 
test  that  gave  us  a direct  clue  was  the  bromsul- 
falein  test,  with  40  per  cent  dye  retention  in  the 
absence  of  jaundice.  Dr.  Meigs  and  I decided 
that  the  sensible  thing  to  do  was  to  sit  tight 
until  she  got  better  and  then  make  absolutely 
certain  that  there  was  no  disease  besides  the 
intra-hepatic  disease.  For  that  reason  she  was 
explored. 

The  patient  was  explored  with  the  idea  that 
she  had  a subacute  inflammatory,  possibly  cir- 
rhotic, process  in  the  liver,  not  necessarily  the 
liver.  We  simply  wanted  to  make  certain. 

Dr.  Means : The  chief  point  of  disagreement 
between  Dr.  Jones,  who  saw  the  patient  and 
therefore  had  more  information,  and  me  is 
whether  the  process  in  the  liver  was  acute  or 
subacute.  There  is  nothing  in  the  abstract  on 
which  I could  say  that  it  was  other  than  acute. 
I did  have  cirrhosis  down  here  on  my  list  of 
differential  diagnoses  but  forgot  to  mention  it. 
You  have  to  think  of  it  because  it  is  a frequent 
liver  disease  producing  a great  variety  of  pic- 
tures and  does  produce  pain  and  fever.  There 
have  been  a number  of  such  cases ; I recall  one 
in  particular,  that  of  a nurse  who  had  acute  pain 
and  was  rushed  to  the  amphitheater  and  was 
operated  on,  only  to  find  that  she  had  a cirrhosis. 
Of  course  I shall  have  to  agree  that  cirrhosis  is 
a possibility. 

CLINICAL  DIAGNOSIS 
Subacute  hepatitis  (?  cirrhosis). 

DR.  MEANS’  DIAGNOSES 
Acute  infectious  hepatitis  ( ? multiple  ab- 
scesses, ? cirrhosis). 

Chronic  bronchiectasis. 

Avitaminosis  (B  complex). 

ANATOMICAL  DIAGNOSIS 
Acute  alcoholic  hepatitis. 

PATHOLOGICAL  DISCUSSION 
Dr.  Castleman : At  operation  a large  fatty 
liver  was  found,  and  biopsy  showed  the  findings 
that  have  been  described  in  acute  alcoholic  hep- 
atitis. It  was  not  actually  a cirrhosis,  because 
at  this  stage  there  is  no  actual  fibrosis.  The  liver 
cells  were  filled  with  fat,  and  many  showed  the 
hyaline  network  described  years  ago  by  Dr. 
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Frank  B.  Mallory.*  This  ease  showed  it  to  an 
extreme  degree  and  around  these  areas  there 
was  a marked  polymorphonuclear  infiltration, 
which  may  have  accounted  for  the  elevated  white- 
cell  count.  In  the  later  stages  of  this  condition 
there  is  a replacement  of  liver  cells  by  con- 
nective tissue  and  a gradual  decrease  in  the  size 
of  the  liver  to  one  perhaps  a little  larger  than 
normal,  hut  rarely  smaller  than  normal. 

Dr.  Jones:  There  was  a real  discrepancy  in 
the  history  as  regards  the  use  of  alcohol;  I think 
that  it  is  fair  to  say  that  the  use  of  alcohol  was 
not  known  to  be  excessive,  but  it  may  have  been 
an  important  factor.  Six  months  before  entry — 
and  this  is  not  mentioned  in  tin*  history — the 
patient  had  an  episode  that  was  clearly  one  of 
acute  pellagra  and  that  might  have  contributed 
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to  the  development  of  liver  disease  when  com- 
bined with  alcohol  and  other  unknown  factors. 
The  leukocytosis  is  not  inconsistent  with  acute 
liver  damage,  even  on  a non-infectious  basis — a 
point  not  generally  recognized.  1 have  seen  a 
white-cell  count  as  high  as  35,000  with  many  im- 
mature cells,  such  as  young  myelocytes,  in  pa- 
tients with  rapidly  progressing  hepatic  damage. 

It  is  interesting  to  add  that  this  patient  has 
been  extremely  well  since  leaving  the  hospital 
and  the  liver  has  receded  almost  to  the  costal 
margin. 

Dr.  Means : There  was  no  definite  history  of 
alcoholism  ? 

Dr.  Meigs:  No  more  than  cocktail  parties  all 
last  summer  . 

"Mallory,  F.  B.  The  Principles  of  Pathologic  Histology.  Phila- 
delphia: W.  B.  Saunders  Company.  1914,  Pp.  504-508. 


CLINICAL  SOCIETY 

The 

INICAL  CONFERENCE 

5,  1950 


HONOR  GUESTS 


DR.  PAUL  B.  BEESON,  Atlanta,  Ga Medicine 

DR.  WILLIS  E.  BROWN,  Little  Rock,  Ark Obstetrics-Gynecology 

DR.  JEROME  W.  CONN,  Ann  Arbor,  Mich Medicine 

DR.  GEORGE  CRILE,  JR.,  Cleveland.  Ohio Surgery 

DR.  HARRY  EAGLE,  Bethesda,  Md Research  Medicine 

DR.  R.  H.  FLOCKS,  Iowa  City,  la Urology 

DR.  RALPH  K.  GHORMLEY,  Rochester,  Minn Orthopaedics 

DR.  FRANK  GLENN,  New  York  City  Surgery 

DR.  H.  DABNEY  KERR,  Iowa  City,  la ....Radiology 

DR.  JOHN  M.  McLEAN,  New  York  City Ophthalmology 

DR.  MITCHELL  I.  RUBIN,  Buffalo,  N.  Y Pediatrics 

DR.  ROBERT  E.  VOTAW,  St.  Louis,  Mo Otolaryngology 


SPECIAL  HONOR  GUEST 

DR.  ERNEST  E.  IRONS President,  American  Medical  Association 

Make  Your  Plans  NOW  To  Attend  This  Conference! 

Registration  Fee  - - - - $20.00 


Write 

DALLAS  SOUTHERN  CLINICAL  SOCIETY 


433  Medical  Arts  Building 


Dallas  1,  Texas 


Yol.  7,  No.  2 


Arizona  Medicine 


45 


The  nausea,  vomiting  and  dizziness  of  motion  sickness  may 
be  prevented  or  relieved,  in  a high  percentage  of  cases. 


with  Dramamine*  (brand  of  dimenhydrinate). 


DRAMAMINE 


for  the  Prevention  and 


Treatment  of  Motion  Sickness. 


^Trademark  of  G.  D.  Searle  & Co.,  Chicago  80,  Illinois 


RESEARCH  IN  THE  SERVICE  OF  MEDICINE 
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TOPICS  OF  CURRENT  MEDICAL  INTEREST 

RX,  DX,  AND  DRS. 

By  Guillermo  Osier,  M.  D. 


The  clinical  use  of  AUREOMYCIN  is  well  and 
currently  summarized  by  Herrell  in  December 
7th  proceedings  of  the  staff  meetings  of  the  Mayo 
Clinic.  . . . Among  the  data  on  absorption,  excre- 
tion, effects,  etc.,  was  one  point  which  seems 
especially  notable — aureomycin  readily  traverses 
the  blood-brain  barrier  and  diffuses  into  the  cere- 
brospinal fluid.  ...  A useful  fact,  but  also  lucky; 
the  drug  is  too  acid  to  be  given  intra-thecally. 


COMMUNICATION— A query  by  Dr.  Leopold 
Brahdy  of  New  York,  printed  in  the  November 
column,  has  evoked  a very  good  reply  from  an 
Arizona  M.  D.  . . . Dr.  Brahdy  had  wanted  to 
know  (in  a letter  to  “Modern  Medicine”)  why 
HOSPITALS  do  not  improve  TUBERCULOSIS 
SURVEY  METHODS  among  their  EMPLOYEES. 
He  meant  all  hospitals  in  all  cities,  but  referred 
particularly  to  certain  cities  (including  Tucson) 
which  are  known  to  have  a good  municipal  rec- 
ord straight  for  his  city,  as  follows — 1.  St.  Mary’s 
Hospital,  The  Tucson  Medical  Center,  and  the 
Southern  Pacific  Hospital  examine  all  personnel 
members  by  x-ray.  St.  Mary’s  has  done  so  for 
many  years,  and  they  re-examine  all  nurses 
known  to  be  in  contact  with  cases  of  tuberculo- 
sis at  intervals  of  three  months.  2.  St.  Mary’s 
has  had  a photoroentgen  unit  for  taking  small 
films  of  all  ambulatory  new  admissions  in  use 
for  two  years.  Tucson  Medical  Center  has  a unit 
on  order  for  the  same  purpose.  The  S.  P.  Hos- 
pital is  protected  by  a pre-employment  x-ray  ex- 
amination of  all  employees.  . . . This  definitely 
gives  Tucson  a blue  ribbon,  and  Dr.  Brahdy  shall 
hear  of  it  (but  there  are  still  quite  a few  hos- 
pitals with  less  perfect  methods). 


We  are  fortunate  in  having  VITAMIN  B12  to 
use  in  the  cases  of  macrocytic  anemia  for  which 
it  is  indicated — but  we  are  also  lucky  in  not  hav- 
ing to  wait  for  an  explanation  of  its  action  before 
using  it.  . . . The  ingenious  work  of  Castle  and 
colleagues  helped  to  build  a theory  for  the  effect 
of  Dr.  Minot’s  use  of  liver;  the  place  of  liver  and 
gastric  extracts  seemed  to  fit  into  the  scheme; 
folic  acid  disturbed  the  accepted  views;  and  B12 
has  forced  the  entire  problem  to  be  re-evaluated. 
The  intrinsic-extrinsic  factor  relationship  is  be- 
ing studied  again,  and  the  midnight  oil  is  being 
burned  in  Boston  and  parts  west. 


It  has  been  suggested  that  a note  be  written 
concerning  the  difference  between  REGIME  and 
REGIMEN.  ...  A physician  would  seldom  have 


need  to  use  the  term  “regime,”  since  by  usage 
it  is  restricted  to  a royal  rule,  or  a social  or  gov- 
erning system.  “Regimen”  may  have  a similar 
implication,  but  regimen  is  the  preferred  word 
to  be  applied  to  a medical  program  or  system.  . . 
The  words  also  have  a separate  derivation. 


A state  newspaper  editor,  who  wants  to  control 
tuberculosis  in  Arizona  without  paying  for  it, 
has  told  of  the  use  in  Japan  (compulsory — -tch, 
tch!)  of  BCG.  More  than  30,000,000  Nipponese 
have  been  vaccinated  with  the  “serum”  (sic), 
and  all  individuals  between  birth  and  30  years 
of  age  required  to  accept  it  once  a year.  ...  It 
certainly  is  true  that  many  Arizonans  could  use 
the  vaccine  with  profit  (provided  that  the  neces- 
sary conditions  were  fulfilled),  but  it  would  have 
no  effect  on  the  thousands  of  residents  who  now 
HAVE  the  disease,  are  infectious,  and  who  need 
to  be  treated  as  cases  and  sources. 


Although  penicillin  protects  patients  with  re- 
cent rheumatic  fever  and  those  who  tend  to  have 
recurrent  purulent  bronchial  infections,  it  has 
not  been  found  to  reduce  the  time-loss  from  RES- 
PIRATORY or  NON-RESPIRATORY  ILLNESS- 
ES in  an  industrial  group,  as  reported  by  Kuh 
and  Cullen. 


The  TONGUE  AND  MOUTH  form  a handy 
bulletin-board  which  many,  but  not  all  doctors 
inspect.  ...  It  may  show  the  signs  of  systemic 
infections,  intrinsic  lesions,  deficiencies,  allergy, 
local  irritations,  C-V  disease,  relative  hydration, 
psycho  neuroses,  etc.  . . . Medical  texts  give  some 
help  in  diagnosis,  and  a few  books  on  oral  medi- 
cine are  available.  . . . The  questions  which 
plague  physicians  most,  if  one  is  to  judge  by 
the  “Queries  and  Minor  Notes”  section  of  the 
J.A.M.A.,  are  those  which  have  to  do  with  bizarre 
and  chronic  subjective  sensory  changes,  and  the 
endlessly  recurrent  herpetic  stomatitis.  They  are 
both  difficult  problems,  but  can  be  solved  by  a 
careful  medical  detective. 


ANTIHISTAMINE  NOTE  No.  1— Three  North- 
western University  allergists  have  devised  a 
method  to  indicate  the  probable  effect  of  AH 
drugs.  . . . Scratches  are  made  on  the  back;  the 
antihistaminic  is  applied  to  the  scratch,  and 
then  mopped  off;  histamine  is  then  applied.  . . . 
The  degree  by  which  the  AH  drug  prevents  skin 
irritation  is  the  amount  of  protection  to  be  ex- 
pected. . . . The  test  needs  more  testing. 
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(ANTI)  AH  NOTE  No.  2. — Itching  and  burning 
of  the  skin,  due  to  a variety  of  causes,  has  a new 
therapy,  other  than  the  antihistamine  drugs.  . . 
Langley  and  Morgan  of  the  Guthrie  Clinic  in 
Sayre,  Pa.,  report  remarkable  success  from  “chlo- 
resium,”  a water  soluble  chlorophyll  in  a hydro- 
philic ointment.  . . . Lesions  healed  in  80  per  cent 
of  the  cases  in  which  symptoms  were  controlled 
by  the  ointment. 


The  discovery,  about  25  years  ago,  of  the  clini- 
cal effects  of  PHEOCHROME,  (chromaffin)  TU- 
MORS (called  pheochroinocytomas,  chromaffino- 
mas,  or  paragangliomas)  has  led  to  their  more 
occasional  recognition.  It  is  the  sort  of  diagnosis 
which  makes  one  envious,  and  hopeful.  . . . 
Though  the  adrenal  is  the  most  common  site, 
they  may  occur  elsewhere.  Though  the  carotid 
body  is  pheochrome  tissue,  some  of  its  tumors 
do  not  cause  the  symptoms.  Though  usually  uni- 
lateral, the  tumors  may  be  bilateral  or  multiple. 
Though  the  hypertensive  episodes  (and  their  se- 
quellac)  usually  are  paroxysmal,  some  cases  have 
a sustained  hypertension  due  to  the  continuous, 
excessive  release  of  epinephrine.  Though  usually 
benign,  they  may  be  malignant.  . . . Several  clever 
diagnostic  points  have  now  been  described — the 
typical  acute  and  transient  attack  is  most  sug- 
gestive. An  IV  injection  of  adrenalin  will  cause 
the  syndrome,  and  a rise  in  BP.  An  IV  injection 
of  an  epinephrine  antagonist  (benzodioxan)  caus- 
es a decreased  BP — a change  which  does  not  oc- 
cur in  essential  hypertension.  The  effect  of  the 
“blocking”  drug  tetra-ethyl  ammonium  chloride 
is  not  certain.  An  IV  injection  of  histamine  pro- 
duces a hypertensive  crisis.  Recently  mecholyl 
(methacholin ) is  said  to  be  superior  to  hista- 
mine, and  produces  a drop  followed  by  a rise  of 
the  BP.  The  simple  cold  pressor  test  produces  a 
rise  in  BP.  Pressor  substances  may  be  found  in 
the  blood  of  patients  with  tumors.  It  is  said  that 
the  eye-ground  changes  are  characteristic.  . . . 
This  diagnostic  armament  seems  remarkable. 


By  x-raying  the  chests  of  from  300  to  4,000  peo- 
ple at  each  of  32  STATE  AND  COUNTY  FAIRS 
in  Michigan  last  year,  the  mobile  units  of  the 
Department  of  Health  picked  up  485  cases  of 
reinfection  tuberculosis.  In  the  total  of  51,724 
people  examined,  there  were  1,318  chest  abnor- 
malities. 


Certain  NOSE  AND  THROAT  SPECIALISTS 
bear  a heavy  burden  in  their  Tantalus-like  ef- 
forts to  protect  the  public.  No  sooner  does  sil- 
ver nitrate  and  its  argyria  hazard  pass  by,  than 
oily  nose-drops  are  found  to  produce  lipoid  pneu- 
monia. As  oil  becomes  outmoded  as  a vehicle, 
the  use  of  aqueous  and  saline  medications  are 
shown  to  be  over  used  and  harmful.  Then  along 
comes  the  aromatic  “inhalers”  with  their  habit 
formation.  . . . Dr.  Noah  Fabricant  has  summar- 
ized the  ill-effects  of  decongestants,  which  may 


result  in  an  eventual  congestion,  with  destruc- 
tion of  mucosal  form  and  function.  . . . He  be- 
lieves that  the  current  needs  are  for  an  abuse- 
proof  liquid  sympathomimetic  amine,  and  a 
method  of  giving  small  measured  amounts  to 
prevent  over-dosage.  . . . The  latter  hope  has  pos- 
sibly been  realized  in  the  form  of  an  ejectant 
device  now  on  the  market. 


Most  everyone  can  look  back  to  a brief  brush 
with  PATHOLOGY,  or  at  least  a memory  of  hun- 
dreds of  containers  and  dyes  which  were  used 
for  THE  PROCESSING  OF  TISSUES.  ...  It  is 
pleasing  and  surprising  to  see  progress  in  this 
laborious  field;  the  laboratory  journals  now  car- 
ry advertising  for  an  “autotechnicon”  which  can 
be  set  to  fix,  dehydrate,  wash,  stain,  and  deliver 
finished  tissues  — all  without  the  need  of  human 
hands  or  attention. 


POLITICS  No.  1. — The  State  and  Territorial 
Health  Officers  who  recently  expressed  disap- 
proval of  the  proposed  compulsory  health  insur- 
ance laws  really  showed  courage.  Their  big  boss, 
whose  guests  they  were  in  Washington,  was  Os- 
car Ewing  of  the  FSA.  They  pointed  out  the 
high  standards  of  health  and  the  progress  of  sani- 
tation and  preventive  medicine  in  the  U.  S.  This 
is  more  than  honesty  and  sincerity. 


POLITICS  No.  2. — Figuring-all-the-angles  Dept. 
— “National  health  insurance  would  automatical- 
ly give  to  every  man,  woman,  and  child  the  status 
of  a ‘good  paying’  patient.  In  all  this  1 do  not 
see  how  the  retail  druggist  can  fail  to  profit 
enormously.”  An  address  before  the  National 
Association  of  Retail  Druggists,  by  Oscar  Ewing. 


POLITICS  No.  3.— Dr.  Lull  of  the  A.M.A.  has 
recently  replied,  in  an  interview,  that  the  A.M.A. 
is  NOT  antagonistic  in  the  correction  of  national 
health  deficiencies.  . . . Actually  the  Society  is 
only  against  compulsory  health  insurance.  It  is 
FOR  the  hospital  construction  act,  the  federal 
grants  to  local  health  units,  federal  aid  to  medi- 
cal education,  the  National  Research  Foundation, 
the  World  Health  Organization,  and  voluntary 
insurance  plans. 


Almost  everyone  can  remember  seeing  cases 
of  DIABETIC  COMA  which  responded  to  ther- 
apy, with  a cleared  ketosis  and  a lessened  hyper- 
glycemia, but  which  again  became  weak  and 
stuporous,  and  sometimes  died.  The  cause  was 
usually  laid  to  a vagary  of  insulin,  or  a strange 
pancreas.  ...  It  is  now  certain  that  at  least  some 
of  those  cases  suffered  from  a HYPOPOTAS- 
SEMIA  (hypokalemia).  Several  factors  may  cause 
potassium  to  be  released  and  excreted  during 
diabetic  therapy,  and  the  effect  is  a depression 
of  voluntary  and  cardiac  function,  and  an  upset 
of  the  water  balance.  . . . Therapy  should  include 
use  of  insulin  against  the  ketosis  (possible  with- 
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out  addition  of  CH  during  the  early  stages)  and 
the  exhibition  of  potassium  (KCL  in  broth)  or 
potassium-containing  foods  (orange  juice  or  oat- 
meal gruel). 


ADRENAL  CORTEX  NOTES.— Cortisone  is  be- 
coming available  in  larger  amounts,  at  just  about 
the  time  which  was  predicted  six  months  ago.  . . 
The  material  is  synthesized,  though  not  simply, 
and  now  costs  about  $15  per  day.  It  is  still  in 
limited  supply,  and  the  further  study  of  its  ef- 
fects must  be  made  on  those  who  can  afford  it, 
or  on  the  endowed.  . . . Rosenberg  of  Michael 
Reese  Hospital,  Chicago,  reports  the  effectiveness 
of  Compound  F,  another  hormone  of  the  adrenal 
cortex.  The  disadvantage  is  that  it  can  currently 
be  made  only  from  Compound  E.  It  was  also 
first  isolated  by  Kendall.  . . . Incidentally,  the 
Arthritis  and  Rheumatism  Foundation  deflated 
a senseless  report  that  the  various  hormones 
were  producing  serious  endocrine  imbalances.  As 
stated  in  this  column  many  months  ago,  any  side 
effects  (chiefly  from  excessive  dosage)  are  mod- 
erate and  transient,  receding  shortly  after  the 
use  has  ceased. 

A solution  of  the  problem  presented  by  the 
scarce  and  big-molecule  ACTH  may  be  in  sight. 
Dr.  C.  H.  Li  of  Berkeley  has  broken  ACTH  into 
several  peptides  which  are  only  a twentieth  of 
the  molecular  weight  of  their  parent.  . . . Dr.  L. 
W.  Kinsell,  also  of  the  U.  of  Calif.,  has  shown 
that  one  of  them  is  a potent  stimulator  of  the 
adrenal  cortex,  and  has  the  same  effect  on  arthri- 
tis as  does  ACTH  and  cortisone.  . . . The  big  ob- 
stacle is  synthesis,  but  it  should  be  easier  to 
make  a little  one  than  a big  one. 

Somewhere  along  the  way  we  got  lost.  The  di- 
rections now  read  as  follows — Alcoholism  has 
an  allergy-like  character;  this  status  is  intimate- 
ly associated  with  a hypoadrenocorticism;  cor- 
rection of  the  deficiency  is  theoretically  sound  in 
approach,  and  is  justified  by  clinical  results,  since 
chronic  alcoholism  may  be  controlled  by  use  of 
adrenal  cortical  hormone.  . . . The  authors  are 
Tintera  and  Lovell  of  New  York.  (This  column 
does  not  guarantee  either  the  theory  or  the  re- 
sults). 


WHAT’S  IN  A TITLE? — An  article  in  the  Jour- 
nal of  Gerontology,  October  1949,  by  R.  J.  Havig- 
hurst — “Old  Age;  an  American  Problem.” 


It  will  be  interesting  to  observe  the  future  of 
a therapy  for  MALIGNANT  HYPERTENSION, 
proposed  by  Page  and  Taylor  of  Cleveland  in  a 
new  publication  on  cardiovascular  disease.  . . . 
(Page  discovered  a material  eight  or  nine  years 
ago  which  counteracted  the  pressor  substance 
which  was  elaborated  by  the  kidneys,  but  the 
early  high  hopes  for  it  have  not  been  upheld).  . . 
The  new  therapy  consists  of  five  or  six  intraven- 
ous injections  a week  of  a soluble  bacterial  pyro- 
gen called  “Pyromen.”  The  original  kidney  func- 


tion must  be  suitable,  and  an  improvement  of  the 
function  as  well  as  a lowering  of  the  blood  pres- 
sure occur  in  three  to  six  months.  The  symptoms 
of  fever  may  be  controlled  by  aspirin,  barbit- 
urates, etc.  . . . About  half  of  a series  of  this 
usually  fatal  condition  were  reversed  in  their 
course.  Of  the  fatal  results,  each  died  of  stroke 
rather  than  progress  of  the  renal  disease. 


ARIZONA  MEDICINE  has  now  had  a “case- 
analysis”  department  for  three  years.  The  idea 
has  served  to  bring  topical  subjects  to  the  read- 
ers, has  solved  several  difficult  cases,  and  has 
brought  to  our  state  literature  from  two  dozen 
authors  from  outside  of  Arizona.  ...  If  one  is  a 
lion-hunter,  the  bag  of  such  “lions”  would  please 
Teddy  Roosevelt,  or  the  head  of  a lecture  bureau. 
They  have  been  obtained  from  east  to  west  and 
north  to  south  of  the  United  States;  they  have 
included  professors,  editors,  authors  presidents 
of  medical  societies,  and  instructors  on  the  way 
up;  and  they  have  been  almost  uniformly  good. 
We  are  lucky,  and  people  are  very  kind! 


Mary  McLoagUin,  R.R.L. 
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IN  THE  SUPREME  COURT  OF  THE  STATE  OF  ARIZONA 


It.  L.  ISON, 

Petitioner, 

- v - 

WESTERN  VEGETABLE  DIS- 
TRIBUTORS, Defendant 
Employer, 

THE  INDUSTRIAL  COMMIS- 
SION OF  ARIZONA.  Defendant 
Insurance  Carrier, 

Respondents. 


Appeal  by  Certiorari  from  an  Award  of 
The  Industrial  Commission  of  Arizona. 

Award  Affirmed. 


Terrence  A.  Carson,  Attorney 
for  Petitioner,  Emil  Wachtel 
(of  council)  of  Phoenix. 

Don  C.  Babbitt,  Howard  A. 
Twitty,  of  Phoenix,  Attorneys 
for  Respondent  Industrial 
Commission. 


LOCKWOOD,  C.  J. : 

This  is  an  appeal  from  an  award  of  the  In- 
dustrial Commission  of  Arizona,  hereinafter 
called  the  commission,  denying  compensation  to 
R.  L.  Ison,  hereinafter  called  the  petitioner, 
for  injuries  which  the  latter  alleges  he  received 
as  the  result  of  an  accident  arising  out  of  and 
in  the  course  of  his  employment.  The  commis- 
sion made  the  following  finding,  which  was 
challenged  by  the  appeal: 

“That  the  evidence  is  insufficient  to  estab- 
lish that  said  applicant  sustained  any  injury 
by  accident  arising  out  of  and  in  the  course 
of  his  said  employment  on  or  about  said  date; 
and  the  evidence  is  further  insufficient  to 
establish  that  the  disability  from  which  said 
applicant  alleges  to  be  suffering  is  proximate- 
ly  the  result  of  accident.” 

This  finding  is,  in  reality,  a finding  upon  two 
issues  of  fact ; the  first  being  that  the  evidence 
is  insufficient  to  show  the  accident  upon  which 
the  petitioner  relies  happened ; and,  second, 


that  even  assuming  there  was  an  accident,  the 
evidence  is  insufficient  to  show  that  the  dis- 
ability from  which  the  petitioner  admittedly  has 
suffered,  was  caused  by  the  accident.  We  must, 
therefore,  consider  the  testimony  in  the  case 
and  in  so  doing,  are  bound  to  apply  the  rule  to 
which  we  have  adhered  consistently,  that  if  there 
is  reasonable  evidence  sustaining  the  award  of 
the  commission,  this  court  will  not  set  it  aside. 

We  consider  first  the  evidence  in  regard  to  the 
alleged  accident.  It  is  the  contention  of  peti- 
tioner that  while  he  was  engaged  in  putting 
tops  on  certain  lettuce  crates  by  means  of  an 
electric  lidding  press,  a crate  on  which  he  was 
working  was  ejected  from  the  press  in  such  a 
manner  as  to  hit  him  a severe  blow  upon  the 
chest,  and  that  as  a result  of  such  accident  his 
lung  became  abscessed,  so  that  he  lost  four 
months’  work.  In  support  of  the  fact  that  the 
accident  did  occur,  we  have  the  testimony  of 
the  petitioner  himself,  the  affidavit  of  one  James 
P.  Brown  who  apparently  saw  the  crate  hit  peti- 
tioner, the  testimony  of  the  witness  Akin,  who 
did  not  actually  see  the  accident  but  saw  the 
erate'of  lettuce  scattered  over  the  floor  immedi- 
ately after  the  accident  was  said  to  have  occurred 
and  heard  petitioner  complain  the  next  day  of 
being  hit;  and  the  testimony  of  witnesses  Roach 
and  Sprankle,  who  also  heard  petitioner  com- 
plain of  the  accident  the  day  after  it.  happened. 
As  opposed  to  this,  we  have  the  statement  of  the 
employer’s  foreman,  who  said  that  while  he 
heard  the  petitioner  .claim  his  side  hurt  him 
shortly  after  the  accident,  he  did  not  state  that 
the  pain  was  caused  by  the  accident  until  the 
time  when  he  went  to  the  hospital,  nearly  thirty 
days  after  the  alleged  accident.  On  this  evi- 
dence, was  the  commission  justified  in  the  find- 
ing that  it  was  not  proved  the  accident  occurred? 

We  have  held  that  in  view  of  the  interest  of 
an  applicant  for  compensation,  the  commission 
is  not  required,  as  a matter  of  law,  to  accept 
his  uncorroborated  testimony  in  regard  to  an 
accident ; Davis  v.  Industrial  Commission  (Ariz.) 
49  Pac.  (2d)  394.  But  we  have  also  held  in  sev- 
eral civil  cases,  and  we  think  the  same  rule  ap- 
plies to  compensation  cases,  that  triers  of  fact 
may  not  disregard  the  undisputed  testimony  of 
witnesses  who  have  no  interest  in  the  matter, 
unless  their  testimony  is  unreasonable  or  im- 
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peached  by  some  of  the  circumstances  of  the 
case;  Otero  v.  Soto,  34  Ariz.  87,267  Pac.  947; 
Equitable  Life,  etc.  v.  De  Johnson,  36  Ariz.  428, 
286  Pac.  817.  Applying-  this  last  rule,  we  think 
the  commission  was  not  justified  in  disregard- 
ing the  affidavit  of  Brown  which  is,  in  substance, 
that  he  saw  the  accident  occur,  especially  when 
corroborated  by  the  testimony  of  the  other  wit- 
nesses in  regard  to  the  complaints  made  by  peti- 
tioner shortly  after  the  accident.  We  hold, 
therefore,  that  the  finding  that  there  was  insuf- 
ficient evidence  to  show  that  the  petitioner  was 
injured  by  an  accident  arising  out  of  and  in  the 
course  of  his  employment  on  April  9,  1935,  is 
not  sustained  by  the  record. 

We  consider  next  the  question  of  whether  any 
disability  arose  from  the  accident  and  injury. 
It  is  not  every  accident  nor  every  injury  arising 
from  an  accident  which  is  compensable.  The  the- 
ory of  the  law  is  that  it  is  only  injuries  which 
produce  financial  loss  to  the  injured  party  that 
are  compensable ; sections  1421,  1439,  R.  C.  1929. 
The  petitioner  claims  compensation  for  loss  of 
time  which  he  alleged  was  caused  by  the  accident 
and  injury.  It  is  admitted  that  he  was  com- 
pelled to  go  to  the  hospital  for  a chest  affec- 
tion on  April  25th,  and  that  by  reason  of  such 
affection  he  lost  about  four  months’  time  from 
his  work,  being  apparently  perfectly  recovered 
after  that  period.  The  question  then  is,  was  the 
condition  which  caused  his  hospitalization  and 
subsequent  loss  of  time  caused  by  the  accident 
of  April  9th  ? Like  most  cases,  where  the  injury 
is  not  an  immediate  and  patent  one,  such  as  the 
loss  of  a member  or  a broken  limb,  the  question 
of  causal  relation  between  the  accident  and  the 
disability  depends  upon  expert  medical  testi- 
mony. Two  expert  medical  witnesses  gave  evi- 
dence on  this  point,  Dr.  Fred  G.  Holmes  and 
Dr.  Coit  I.  Hughes,  both  of  them  thoroughly 
qualified  physicians.  Dr.  Hughes  first  saw  peti- 
tioner on  April  25th.  After  examination,  he  sent 
him  to  a hospital,  and  diagnosed  his  case  as  being 
a ruptured  blood  vessel  in  the  lung  which  had 
produced  a clot  of  blood,  blocking  a bronchial 
tube,  which  eventually  resulted  in  an  abscess 
of  the  tube.  He  judged,  from  the  history  of  the 
case  given  him  by  the  patient,  that  the  original 
cause  of  the  lung  condition  was  the  blow  received 
from  the  crate  of  lettuce  on  April  9th.  Dr. 
Holmes  examined  the  patient  some  time  later, 
but  prior  to  June  18th.  He  also  examined  the 
x-rays  taken  of  the  patient  while  he  was  in  the 
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hospital,  and  had  other  x-rays  taken  at  the  time 
of  the  physical  examination  made  by  him,  and 
secured  a full  history  of  the  case.  He  made  a 
very  full  report,  which  was  characterized  by 
Dr.  Hughes  as  being  very  fair,  and  reached  the 
following  conclusion : 

“It  would  seem  that  all  of  the  symptoms  in 
this  case  would  be  adequately  explained  by  a 
pneumonia  with  possible  small  abscess  forma- 
tion starting  the  latter  part  of  April  and  con- 
cluding after  eight  days  in  the  hospital.  His 
pain  on  taking  a deep  breath  is  undoubtedly 
due  to  some  lung  adhesion  on  this  side  follow- 
ing this  condition.  Whether  one  may  in  any 
way  ascribe  this  pneumonia  with  probable 
lung  abscess  to  his  accident  on  April  10th,  is 
difficult  to  say.  If  the  history  as  obtained  is 
correct  that  he  did  not  show  any  sickness  from 
April  10th  to  April  28th,  it  would  seem  that 
eighteen  days  intervened  before  his  pneu- 
monia. A pneumonia  following  a severe  con- 
tusion to  the  chest  is  possible  but  quite  rare. 
However,  such  a pneumonia  would  be  expect- 
ed to  supervene  within  three  or  four  days  or 
at  most  a week.  It  is  felt  that  pneumonia  is 
usually  due  to  a plug  in  a bronchus  and  there 
is  no  reason  to  think  that  such  a plug  should 
wait  for  several  weeks  to  form.  It  is  very  rare 
to  find  an  abscess  formation  following  an  in- 
jury to  the  chest.  Any  injury  to  the  chest 
which  is  not  sufficiently  severe  to  stop  him 
from  working  would  be  most  improbable  as  a 
cause  of  a pneumonia  two  weeks  later.  One 
cannot  absolutely  exclude  an  old  tuberculosis 
in  this  case,  but  1 believe  that  all  of  the  symp- 
toms and  findings  can  be  just  as  well  account- 
ed for  as  following  his  acute  pneumonia  with 
probable  lung  abscess  early  in  May.  ” 

It  will  be  seen  by  this  that  Dr.  Holmes  agreed 
with  Dr.  Hughes  in  diagnosing  petitioner’s  trou- 
ble as  a lung  abscess,  but  concluded  that  it  was 
very  improbable  that  it  was  caused  by  the  blow 
on  the  chest  of  April  9th.  We  have,  therefore, 
the  opinion  of  two  reputable  physicians  in  direct 
conflict  as  to  whether  it  appeared  affirmatively 
that  the  abscess  was  the  result  of  the  blow.  It  is, 
of  course,  the  law  that  the  petitioner  must  estab- 
lish his  case  by  a preponderance  of  the  evidence 
upon  every  material  point  in  compensation  cases 
in  the  same  manner  as  the  plaintiff  in  civil  ac- 
tions ; Ocean  Accident  & Guarantee  Corp.,  32 
Ariz.  265,  257  Pac.  641;  Johnson  v.  Industrial 
Comm.,  35  Ariz.  19,  274  Pac.  161.  Preponder- 
ance of  the  evidence  means  such  evidence  as  when 
weighed  with  that  opposed  to  it  has  more  con- 
vincing force,  and  from  which  it  results  that  a 
greater  probability  is  in  favor  of  the  party  upon 
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whom  the  burden  rests.  It  does  not  necessarily 
depend  upon  the  number  of  witnesses;  it  merely 
means  that  the  testimony  which  points  to  one 
conclusion  appears  to  the  trier  of  facts  to  be 
more  credible  than  the  testimony  which  points 
to  the  opposite  one.  The  capacity  of  the  submit- 
ted testimony  to  enforce  belief  on  the  arbiter  to 
whom  it  is  submitted  is  the  touchstone  of  pre- 
ponderance as  applied  to  the  testimony  of  wit- 
nesses. With  this  rule  for  our  guidance,  can 
we  say  affirmatively  that  the  preponderance  of 
the  evidence  as  to  the  causal  connection  between 
the  accident  and  the  bronchial  abscess  is,  as  a 
matter  of  law,  with  the  petitioner?  Obviously, 
when  two  equally  honest  and  experienced  expert 
witnesses  reach  opposite  conclusions,  the  only 
thing  the  trier  of  fact  can  do  is  to  decide  which 
one  of  these  witnesses  is  more  probably  correct 
in  his  conclusion.  In  so  doing,  he  may  take  into 
consideration  the  experience  of  the  witnesses  in 
diagnoses  of  ailments  of  the  kind  under  consid- 
eration, and  their  interest  or  bias,  conscious  or 
unconscious,  in  the  result  to  be  reached.  Apply- 
ing these  rules,  we  think  it  is  clear  to  any  fair- 
minded  layman  that  it  cannot  be  said  affirma- 
tively that,  as  a matter  of  law,  it  was  the  duty 
of  the  commission  to  accept  the  opinion  of  one 
medical  witness  over  that  of  the  other.  Such 
being  the  case,  we  are  bound  by  the  conclusion 
which  it  has  reached  as  to  which  witness  was 
more  probably  correct.  It  is  urged  that  the  tes- 
timony of  one  physician  is  positive  that  the  in- 
jury caused  the  abscess,  while  the  other  merely 
states  that  it  was  extremely  probable  that  it  did 
not,  and  that  the  commission  should,  therefore, 
have  accepted  the  positive  testimony  over  that 
which  was  merely  conjecture.  There  might  be 
some  merit  in  this  contention  if  the  point  at  issue 
was  one  which  was  subject  to  positive  knowl- 
edge, such  as  the  presence  or  absence  of  a cer- 
tain person,  a collision  between  two  automobiles, 
or  other  similar  matters,  but  the  question  is 
necessarily  one  of  opinion  and  not  of  knowledge, 
and  when  this  is  so,  the  fact  that  one  opinion  is 
expressed  more  positively  than  the  other,  does 
not,  as  a matter  of  law,  require  that  a trier  of 
fact  give  it  more  weight.  We  are  compelled  to 
hold,  therefore,  that  the  conclusion  of  the  com- 
mission that  it  does  not  appear  affirmatively 
that  there  was  any  causal  connection  between 
the  accident  of  April  9th  and  the  disability  from 
which  petitioner  admittedly  suffered,  must  be 
upheld. 


The  next  question,  however,  and  one  which  is 
of  first  impression  in  this  state,  is  whether  or 
not  the  petitioner  has  been  denied  that  due  pro- 
cess of  law  guaranteed  him  by  the  14th  Amend- 
ment to  the  Constitution  of  the  United  States. 
Petitioner’s  position  on  this  point  apparently  is 
that  the  Industrial  Commission  of  Arizona,  by 
reason  of  the  fact  that  in  addition  to  its  duties 
of  making  awards  in  cases  where  compensation 
is  asked,  it  is  also  charged  with  the  care  and 
custody  of  the  state  compensation  fund,  cannot 
be,  within  the  meaning  of  the  constitutional  pro- 
vision referred  to,  that  fair  and  impartial  tri- 
bunal which  every  man  is  entitled  to  in  deter- 
mining his  legal  rights.  In  support  of  this  con- 
tention, petitioner  relies  primarily  upon  two  fed- 
eral cases,  the  first  being  that  of  Turney  v.  Ohio, 
71  L.  Ed.  749,  273  U.  S.  509,  51  A.  L.  R.  243, 
and  the  second  that  of  Ohio  Valley  Water  Co. 
v.  Avon  Borough,  64,  L.  Ed.  908,  253  U.  S.  237. 
In  the  first  case  the  situation  was  substantially 
as  follows : Under  the  statutes  of  Ohio,  the 
mayors  of  certain  villages  were  given  jurisdic- 
tion to  try  cases  involving  a violation  of  the 
prohibition  act  of  the  state.  In  case  of  a convic- 
tion, the  mayor  was  paid  the  amount  of  his  costs 
as  taxed  under  the  statute,  but  in  case  of  an  ac- 
quittal, he  received  no  fee.  The  fines  collected 
were  paid,  half  to  the  general  revenue  fund  of 
the  state,  and  the  other  half  to  the  general  fund 
of  the  Municipality.  Error  lay  from  the  mayor’s 
court  to  the  court  of  common  pleas  of  the  county, 
but  the  review  in  that  court  in  respect  to  evi- 
dence was  such  that  the  judgment  could  only 
he  set  aside  if  the  evidence  was  insufficient  to 
the  extent  that  it  indicated  prejudice  or  bias 
on  the  part  of  the  trial  court.  The  Supreme 
Court  of  the  United  States,  in  passing  on  the 
question,  said  as  follows : 

“From  this  review  we  conclude  that  a sys- 
tem by  which  an  inferior  judge  is  paid  for  his 
service  only  when  he  convicts  the  defendant, 
has  not  become  so  imbedded  by  custom  in  the 
general  practice  either  at  common  law  or  in 
this  country  that  it  can  be  regarded  as  due 
process  of  law  unless  the  costs  usually  imposed 
are  so  small  that  they  may  be  properly  ignored 
as  within  the  maxim  de  minimis  non  curat  lex. 
The  mayor  received  for  his  fees  and  costs  in 
the  present  ease  $12,  and  from  such  costs  un- 
der the  prohibition  act  for  seven  months  he 
made  about  $100  a month,  in  addition  to  his 
salary.  We  cannot  regard  the  prospect  of  re- 
ceipt or  hiss  of  such  an  emolument  in  each 
case  as  a minute,  remote,  trifling  or  insignifi- 
cant interest.  It  is  certainly  not  fair  to  each 
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defendant  brought  before  the  mayor  for  the 
eareful  and  judicial  consideration  of  his  guilt 
or  innocence  that  the  prospect  of  such  a pros- 
pective loss  by  the  mayor  should  weigh  against 
his  acquittal.  But  the  pecuniary  interest  of 
the  mayor  in  the  result  of  his  judgment  is  not 
the  only  reason  for  holding  that  due  process 
of  law  is  denied  to  the  defendant  here.  ***The 
mayor  is  the  chief  executive  of  the  village.  He 
supervises  all  the  other  executive  officers.  He 
is  charged  with  the  business  of  looking  after 
the  finances  of  the  village.  It  appears  from 
the  evidence  in  this  case,  and  would  be  plain 
if  the  evidence  did  not  show  it,  that  the  law 
is  calculated  to  awaken  the  interest  of  all 
those  in  the  village  charged  with  the  responsi- 
bility of  raising  the  public  money  and  expend- 
ing it,  in  the  pecuniarily  successful  conduct 
of  such  a court.  The  mayor  represents  the  vil- 
lage and  cannot  escape  his  representative 
capacity. 

In  the  Ohio  Valley  Water  Company  case,  a state 
public  service  commission  was  given  the  power 
to  fix  the  value  of  the  water  company’s  prop- 
erty for  rate  making  purposes,  and  while  an 
appeal  was  granted  to  the  superior  court,  it  was 
held  by  the  Supreme  Court  of  Pennsylvania 
that  such  court  had  no  right  to  substitute  its  own 
independent  judgment  on  the  valuation  for  that 
of  the  superior  court,  but  was  confined  to  con- 
sidering whether  there  was  any  reasonable  evi- 
dence sustaining  the  finding  of  the  commission. 
The  majority  opinion  of  the  Supreme  Court  of 
the  United  States  held : 

“Looking  at  the  entire  opinion  we  are  com- 
pelled to  conclude  that  the  Supreme  Court 
interpreted  the  statute  as  withholding  from 
the  courts  power  to  determine  the  question  of 
confiscation  according  to  their  own  inde- 
pendent judgment  when  the  action  of  the 
Commission  comes  to  be  considered  on  appeal. 
The  order  here  involved  prescribed  a complete 
schedule  of  maximum  future  rates  and  was 
legislative  in  character.  Prentis  v.  Atlantic 
Coast  Line  IE  Co.,  211  LT.  S.  210,  53  L.  Ed. 
150,  29  Sup.  Ct.  Rep.  67 ; Lake  Erie  & W.  R. 
Co.  v.  State  Public  Utility  Commission,  249 
U.  S.  422,  424,  63  L.  Ed.  ‘664,  687,  P.  U.  R. 
1919D,  459,  39  Sup.  Ct.  Rep.  345.  In  all  such 
cases,  if  the  owner  claims  confiscation  of  his 
property  will  result,  the  state  must  provide 
a fair  opportunity  for  submitting  that  issue 
to  a judicial  tribunal  for  determination  upon 
its  own  independent  judgment  as  to  both  law 
and  facts ; otherwise  the  order  is  void  because 
in  conflict  with  the  due  process  clause,  14th 
Amendment.  ’ ’ 

It  thus  appears  that  the  situation  upon  which 


the  two  opinions  cited  by  petitioner  were  ren- 
dered differed  greatly  from  that  found  in  the 
present  case,  both  as  to  the  facts  and  the  legal 
issues  arising  from  such  facts.  In  both  of  the 
cited  cases,  the  appellant  was  in  the  position  of 
a defendant  against  an  action  by  the  opposite 
party  ; in  the  first  case  defending  against  a crim- 
inal prosecution,  and  in  the  second  case  defend- 
ing against  a valuation  of  its  property  which 
would  necessarily  greatly  lessen  its  income.  In 
the  present  case,  the  petitioner  was  not  brought 
before  the  commission  against  his  will,  nor  by 
any  act  on  its  part.  He  invoked  its  jurisdiction 
voluntarily,  for  the  purpose  of  securing  from  it 
an  affirmation  of  an  alleged  right,  created  by 
the  same  act  which  made  the  commission  the 
judge  as  to  whether  such  right  existed  in  a par- 
ticular case.  It  is  the  general  rule  of  law  that 
when  a party  invokes  the  benefit  of  a statute, 
he  may  not,  in  one  and  the  same  breath,  claim  a 
right  granted  by  it  and  reject  the  terms  upon 
which  the  right  is  granted  ; Tovrea  Packing  Co.  v. 
Livestock  Sanitary  Board,  (Ariz.)  34  Pac.  (2d) 
420.  Our  compensation  act  is  elective  so  far  as 
the  workman  is  concerned,  he  may  either  claim 
compensation  under  the  terms  of  the  statute,  or 
may  reject  it  and  rely  upon  his  common  law  ac- 
tion of  negligence  or,  if  he  prefers,  he  may  pro- 
ceed under  the  employer ’s  liability  law  described 
in  section  7,  Art.  XVIII  of  the  Constitution  of 
Arizona.  It  is  true  that  the  employer  has  no 
right  of  election  and  to  such  an  extent  the  law 
is  not  a voluntary  one,  but  it  is  very  generally 
held  that  an  employer  may  not  claim  an  act  to 
be  unconstitutional  upon  grounds  which  affect 
only  an  employee,  and  we  think  in  reason  and 
common  sense  the  converse  applies,  so  that  the 
employee  cannot  claim  that  an  act  is  unconsti- 
tutional as  to  him  merely  because  it  might  be  as 
to  the  employer.  The  Supreme  Court  of  the 
United  States,  in  the  case  of  Booth  Fisheries  Co. 
v.  Industrial  Commission,  271  U.  S.  208,  70  L. 
Ed.  908,  in  discussing  the  very  point  under  con- 
sideration at  the  present  time,  says  as  follows : 

“It  is  argued  that  the  employer  in  a suit 
for  compensation  under  the  act  is  entitled  un- 
der the  14th  Amendment  to  his  day  in  court, 
and  that  he  does  not  accrue  it  unless  he  may 
submit  to  a court  the  question  of  the  prepon- 
derance of  the  evidence  on  the  issue  raised. 
A complete  answer  to  this  claim  is  found  in 
the  elective  or  voluntary  character  of  the  Wis- 
consin Compensation  Act.  If  the  employer 
elects  not  to  accept  the  provisions  of  the  com- 
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[>c*iisation  act,  lie  is  not  bound  to  respond  in  a 
proceeding  before  the  Industrial  Commission 
under  the  act,  but  may  await  a suit  for  dam- 
ages for  injuries  or  wrongful  death  by  the 
person  claiming  recovery  therefor,  and  make 
Ids  defense  at  law  before  a court  in  which  the 
issues  of  fact  and  law  are  to  be  tried  by  jury. 
In  view  of  such  an  opportunity  for  choice,  the 
employer  who  elects  to  accept  the  law  may  not 
complain  that  in  the  plan  for  assessing  the  em- 
ployer's compensation  for  injury  sustained, 
there  is  no  particular  form  of  judicial  review. 
This  is  clearly  settled  by  the  decision  of  this 
court  in  Hawkins  v.  Bleakly,  243  U.  S.  210, 
216,  61  L.  Ed.  678,  684,  37  Sup.  Ct.  Rep.  355, 
Ann.  Cas.  10171),  637,  13  N.  C.  C.  A.  959. 
More  than  this,  the  employer  in  this  case  hav- 
ing elected  to  accept  the  provisions  of  the  law, 
and  such  benefits  and  immunities  as  it  gives, 
may  not  escape  its  burdens  by  asserting  that  it 
is  unconstitutional.  The  election  is  a waiver 
and  stops  such  complaint.  Daniels  v.  Tearney, 
102,  U.  S.  415,  26  L.  Ed.  187;  Grand  Rapids 
& I.  R.  Co.  v.  Osborn,  193  U.  S.  17,  48  L.  Ed. 
598,  24  Sup.  Ct.  Rep.  310.  The  counsel  for  the 
plaintiff  in  error  relies  chiefly  on  the  case  of 
Ohio  Valiev  Water  Co.  v.  Ben  Avon  Borough, 
283  U.  S.,  287,  Cal.  Ed.  903,  F.  U.  R.  1920E, 
814,  40  Sup.  Ct.  Rep.  527.  That  case  does  not 
apply.  An  order  of  a public  service  commission 
in  fixing  maximum  rates  for  a water  company 
was  there  attacked  on  the  ground  that  the 
rates  fixed  were  confiscatory.  It  was  held 
that  the  law  creating  the  commission  which 
had  operated  to  withhold  an  opportunity  for 
appeal  to  the  courts  to  determine  the  question, 
as  a matter  of  fact  and  law,  whether  the  rates 
were  confiscatory  could  not  be  sustained,  and 
was  in  conflict  with  the  due  process  clause  of 
the  14th  Amendment.  But  in  that  case,  the 
water  company  was  denied  opportunity  to  re- 
sort to  a court  to  test  the  question  of  the  con- 
fiscatory character  of  its  rates  and  of  its  right 
to  earn  an  adequate  income.  Here  the  employer 
was  given  an  election  to  defend  against  a full 
court  proceeding  but  accepted  the  alternative 
of  the  Compensation  Act.” 

We  are  of  the  opinion  that,  applying  the  reason- 
ing of  the  Booth  case  to  the  present  case,  peti- 
tioner is  not  in  a position  to  question  whether 
that  provision  of  the  compensation  law,  giving 
to  the  Industrial  Commission  the  jurisdiction  to 
sit  in  a quasi- judicial  capacity  for  the  purpose 
of  determining  whether  a given  case  falls  within 
the  terms  of  the  law,  is  in  contravention  of  the 
14th  Amendment  to  the  Constitution  of  the 
United  States. 

But  assuming,  for  the  purpose  of  argument 
only,  that  the  petitioner  may  question  the  con- 
stitutionality of  that  feature  of  the  law  to  which 
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we  have  just  referred,  on  the  ground  that  the 
Industrial  Commission  as  created  by  the  statute 
is  not,  within  the  meaning  of  the  14th  Amend- 
ment, a fair  and  impartial  tribunal,  let  us  ex- 
amine the  situation  to  see  whether  his  claim  is 
justified.  It  is,  of  course,  generally  true  that  of- 
ficers acting  in  a judicial' or  quasi- judicial  capac- 
ity are  disqualified  by  their  interest  in  a contro- 
versy to  be  decided  from  sitting  therein,  Turney 
Ohio,  supra.  But  it  is  frequently  a close  question 
as  to  what  the  degree  or  nature  of  the  interest 
which  would  disqualify  a judge  must  be.  It  is 
not  always  that  the  question  of  judicial  qualifi- 
cation involves  the  constitutional  validity  of  a 
law.  For  example,  matters  of  relationship  with 
the  parties,  or  general  state  policy  are  general- 
ly held  to  be  questions  of  legislative  discretion, 
not  rendering  a judge  constitutionally  incom- 
petent to  try  a case.  So  personal,  substantial, 
pecuniary  interest  in  reaching  a conclusion 
against  a litigant  that  it  is  held  the  due  process 
provision  of  the  constitution  is  violated  by  per- 
mitting him  to  act,  and  even  in  such  circumstanc- 
es, if  there  is  no  other  judge  with  jurisdiction  to 
determine  the  question  at  issue,  it  is  sometimes 
held  that  interest  of  the  nature  just  referred  to 
does  not  constitutionally  disqualify  a judge, 
Turney  v.  Ohio,  supra.  In  the  present  case,  if 
the  Industrial  Commission  may  not  hear  and 
determine  compensation  eases,  there  is  no  tri- 
bunal authorized  under  the  law  of  Arizona  to 
do  so,  and  the  whole  act  is  inoperative,  and  those 
claimants  justly  entitled  to  compensation  will  be 
unable  to  obtain  it.  We  think  this  alone  would 
be  sufficient  to  cause  us  to  determine  that  the 
act  is  not  unconstitutional  on  the  ground  set  up 
by  petitioner. 

But  going  a step  further,  what  is  the  nature 
of  that  interest  of  the  commission  which  it  is 
claimed  constitutionally  disqualifies  it  from 
hearing  compensation  cases?  The  three  mem- 
bers of  the  Industrial  Commission  are  appointed 
by  the  Governor,  by  and  with  the  consent  of  the 
Senate,  and  are  removable  by  him  for  cause. 
We  must  presume  he  will  choose  honest,  intel- 
ligent and  competent  commissioners  or  that,  if 
inadvertently  he  has  been  in  error  in  bis  judg- 
ment that  his  appointees  possess  such  qualifi- 
cations, lie  will  exercise  his  power  of  removal, 
for  the  law  assumes  public  officers  will  do  their 
duty.  Such  being  the  presumption,  have  such 
commissioners  “a  direct,  personal,  substantial, 
pecuniary  interest”  in  reaching  a conclusion 


that  claimants  ace  not  entitled  to  compensation  ? 
The  salaries  of  the  commissioners  are  neither 
increased  nor  diminished  by  any  conclusion  they 
may  reach  in  regard  to  the  payment  of  com- 
pensation. The  state  compensation  fund  is  not 
raised  by  taxation  upon  the  property  of  citi- 
zens in  general.  It  comes  from  an  annual 
assessment  upon  the  pay-rolls  of  the  vari- 
ous employers  who  are  protected  by  the  fund, 
the  rate  to  be  fixed  by  the  commission  so  that 
the  fund  will  be  self-supporting  and  no  more; 
sections  1413  and  1427  R.  C.  1928.  The  only  in- 
terest which  any  commissioner  could,  by  the 
wildest  flight  of  imagination,  be  conceived  to 
have  denying  compensation  to  one  entitled  by 
law  to  receive  it,  is  a desire  to  satisfy  the  em- 
ploying class  of  the  state  by  keeping  the  pay- 
roll assessment  low.  On  the  other  hand,  it  might 
well  be  said  there  is  an  equal  inducement  to  sat- 
isfy the  more  numerous  employee  class  by  mak- 
ing awards  more  liberal  than  the  law  permits. 
We  think  it  is  plain  it  cannot  be  presumed  an 
honest  commissioner  would  be  biased  by  either 
motive.  So  far  as  we  can  see,  a tribunal  selected 
in  the  manner  the  law  directs  the  commission  to 
be  chosen,  will  presumably  be  as  impartial  in 
making  decisions  as  any  other  which  could  be 
established.  As  in  all  cases,  assuming  him  to  be 
honest,  the  character,  temperament  and  general 
social  point  of  view  of  the  individual  and  disin- 
terested trier  of  fact,  be  he  commissioner,  judge 
or  juror,  always  will  be  the  final  determinant 
of  the  result  which  he  will  reach  in  a given  case, 
if  the  evidence  is  doubtful  or  close,  and  this  is 
something  which  cannot  be  changed  nor  pre- 
vented by  any  conceivable  law. 

It  is  urged  that  the  commission  has  shown 
clearly  by  its  past  record  that  it  will  invariably 
accept  the  testimony  of  its  own  medical  advisor 
and  its  medical  rating  board  as  against  the  opin- 
ion of  the  medical  witnesses  appearing  for  a 
claimant,  and  that  this  fact  establishes  definitely 
that  it  is  not  a fair  and  impartial  tribunal,  but 
is  biased  and  prejudiced.  Whether  this  alleged 
attitude  of  the  commission  exists  in  all  cases 
which  come  before  it,  we  have  no  means  of  know- 
ing, but  it  does  appear  from  the  cases  which  have 
come  before  us  that  such  is  its  general  custom. 
We  think,  however,  assuming  that  fact  to  be 
true,  there  is  perhaps  a reason  therefor  which 
has  not  been  fully  considered  by  those  who  con- 
tend this  practice  shows  bias  and  prejudice 
against  a claimant.  It  must  be  presumed  the 


Arizona  Medicine 


February,  1950 


58 


Laboratory  and  X-Ray 

Diagnostic  Procedures  of  All  Types 
Clinical  Laboratory  Tests 
Basal  Metabolism 
Electrocardiography 

RADIUM  and  X-RAY 
THERAPY 

at 

Pathological  Laboratory 

507  Professional  Building 
Telephone  3-4105 

or 

Medical  Center  X-Ray  Laboratory 

1313  North  Second  Street 
Telephone  8-3484 

PHOENIX,  ARIZONA 

★ 


W.  Warner  Watkins,  M.  D.  R.  Lee  Foster,  M.  L). 

John  W.  Kennedy,  M.  1). 

Diplomates  of  American  Board  of  Radiology 


Vol.  7,  No.  2 


Arizona  Medicine 


59 


commission  chooses  a medical  advisor  because 
its  members  have  confidence  in  his  integrity  and 
ability,  for  if  the  commissioners  are  honest  men 
themselves,  these  above  all  things  are  the  quali- 
fications which  they  will  necessarily  desire  in 
a medical  advisor.  He  is  upon  a fixed  salary, 
and  certainly  has  no  pecuniary  interest  in  either 
advising  that  compensation  be  granted  or  that  it 
be  denied,  for  his  income  is  in  no  way  affected 
by  the  award  made  by  the  commission.  The  med- 
ical rating  board,  which  is  apparently  the  final 
medical  authority  whose  opinion  in  doubtful 
cases  the  commission  is  apt  to  take,  even  in  pref- 
erence to  that  of  its  own  chosen  advisor,  is  select- 
ed in  a manner  entirely  different.  The  presi- 
dent of  the  Arizona  Medical  Association  selects 
a number  of  specialists  in  the  various  lines  of 
medicine  and  surgery,  in  accordance  with  his 
judgment,  to  be  the  permanent  Industrial  Rela- 
tions Committee  of  the  Association,  and  this 
committee  is  requested  by  the  commission  to  act 
as  a medical  rating  board.  These  experts  meet 
from  time  to  time  to  examine  these  claimants 
concerning  whose  condition  and  right  to  compen- 
sation there  is  doubt,  from  a medical  standpoint. 
Their  compensation  for  so  doing  is  fixed  by  and 
paid  by  the  commission,  regardless  of  the  na- 
ture of  their  recommendations.  It  seems  to  us 
beyond  any  reasonable  probability  that  a board 
composed  as  we  know  from  the  frequent  reports 
which  we  have  examined,  of  men  of  the  very 
highest  standing  in  their  chosen  profession, 
would  render  a report  based  on  anything  but 
their  honest  opinion  and  their  best  skill.  And 
it  appears  that  any  tendency  on  the  part  of  the 
commission  to  accept  the  professional  opinion 
of  such  experts  rather  than  that  of  other  experts 
who,  though  of  equal  standing  in  the  profession, 
in  most  cases  are  dependent  on  an  award  being 
made  to  the  claimant  for  compensation  for  their 
services,  and  who  have  been  selected  as  witness- 
es only  after  the  claimant  has  ascertained  their 
testimony  will  support  his  claim,  is  explained 
reasonably  on  the  theory  that  the  commission 
believes  a witness  who  has  an  interest  in  the  re- 
sult of  a case  and  has  been  called  because  the 
party  knows  in  advance  his  testimony  will  be 
favorable,  is  more  apt  to  be  biased,  even  uncon- 
sciously, and  therefore  mistaken  in  his  judgment, 
than  one  who  has  no  financial  interest  in  the 
nature  of  the  award,  and  is  not  chosen  because 
of  a previously  expressed  opinion  in  the  instant 
case,  but  whose  testimony  will  be  used  in  all 


cases  which  he  examines,  regardless  of  whether 
it  favor  a claimant  or  not. 

The  testimony  of  expert  witnesses  selected 
and  paid  for  by  the  litigants  is  so  notoriously 
unreliable  that  it  has  even  passed  into  a proverb, 
and  the  positive,  comparative  and  superlative 
degrees  of  prevaricators  are  frequently  illus- 
trated by  “the  liar  the  liar,  and  the  ex- 

pert witness.”  This  fact  has  been  recognized  by 
our  legislature,  and  it  has  provided,  in  sub- 
stance, that  in  civil  actions  for  personal  injuries 
the  court  may  select  expert  medical  witnesses  to 
examine  the  injured  party  and  to  testify  con- 
cerning his  condition.  Section  4168,  R.  C.  1928. 
Certainly  under  all  these  circumstances,  we  can- 
not say  the  fact  that  the  commission  believes  the 
experts  not  chosen  by  the  interested  party  rath- 
er than  the  ones  he  has  selected  shows,  as  a mat- 
ter of  law,  that  as  a trier  of  fact  it  is  not  fair 
and  impartial.  We  realize  that  all  men  are  liable 
to  error  at  time,  and  we  have  no  doubt  that 
there  have  been  cases  where  the  medical  advisor 
of  the  commission,  the  medical  rating  board,  and 
the  commission  itself  have  made  mistakes,  but 
in  view  of  all  those  things  which  we  have  set 
forth,  we  think  that  to  hold  the  method  of  choos- 
ing expert  advisors,  such  as  the  commission  has 
adopted,  and  its  habit  of  believing  such  advis- 
ors, is  a denial  of  due  process  of  law  and  of  a 
fair  and  impartial  hearing,  would  be  without 
any  base  in  reason  or  probability. 

Finally  assuming,  solely  for  the  purpose  of 
argument  and  without  any  intimation  on  our 
part  that  it  be  true  as  a matter  of  fact,  that 
everything  that  petitioner  in  this  case  asserted 
or  even  suggested  in  regard  to  the  commission 
is  true ; that  its  awards  are,  in  many  cases,  un- 
fair to  claimants;  that  it  willfully  and  even 
maliciously  and  corruptly  is  seeking  to  deny 
just  compensation  where  it  is  due,  we  think  it 
is  evident  from  our  review  of  the  method  of 
choosing  the  commission,  its  powers,  duties  and 
interest,  and  its  method  of  determing  which  wit- 
nesses should  be  believed,  that  the  trouble  is 
not  with  the  system  established  by  law  and  by 
the  rules  of  the  commission,  but  solely  with  the 
individual  commissioners,  and  that  petitioner’s 
charges,  in  effect,  are  that  the  commissioners 
themselves  are  wholly  unfit,  either  by  tempera- 
ment or  character,  to  hold  the  positions  which 
they  occupy.  If  these  charges  are  true,  and  of 
course  we  express  no  opinion  in  regard  to  that 
matter,  the  remedy  is  political  and  not  legal.  It 
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is  not  the  system  which  should  be  changed  but 
the  individuals  who  administer  it.  If  an  indi- 
vidual judge  is  incompetent  or  corrupt,  we  do 
not,  on  that  account,  attack  the  organization  of 
the  courts;  we  remove  the  individual  and  secure 
a better  man. 

We  hold,  therefore,  that  the  petitioner  in  this 
case  has  had  an  opportunity  to  present  his  claim 
before  a tribunal  which,  in  its  essential  nature, 
is  presumably  fair  and  impartial,  and  which  is 
not  disqualified  by  any  interest  from  sitting  on 
compensation  cases.  Whether  a mistake  has  been 
made  in  the  conclusion  which  the  commission  has 
reached  on  conflicting  evidence  in  the  present 
case,  is  not  within  our  province  to  determine. 


The  award  is  affirmed. 


ALFRED  C.  LOCKWOOD, 
Chief  Justice. 


( Concurring : 


a.  c.  McAlister 
Judge 


HENRY  D.  ROSS 
Judge 
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REPORT 

Public  Relations  Conference 

AMERICAN  MEDICAL  ASSOCIATION, 
CHICAGO,  ILLINOIS 

M.  W.  Merrill,  M.  D.,  Chairman 
Health  Activities  Board 
Arizona  Medical  Association 

The  second  annual  public  relations  confer- 
ence, national  in  scope,  called  by  the  A.M.A., 
was  held  in  Chicago  on  November  5 and  6,  1949. 
Some  of  the  meetings  were  held  at  the  A.M.A. 
headquarters  and  the  remainder  of  them  at  the 
Bismarck  Hotel. 

The  first  Public  Relations  Conference  was 
held  last  year  at  Saint  Louis.  It  was  well  at- 
tended and  was  an  excellent  conference.  Many 
valuable  ideas  for  use  in  public  relations  by  state 
societies  were  brought  out  in  this  conference. 
This  year’s  meeting  was  also  very  well  attend- 
ed, approximately  250  doctors,  executive  secre- 
taries and  others  interested  from  all  over  the 
United  States  were  in  attendance.  The  meeting 
was  called  to  order  at  9 :30  a.  m.,  November  5 by 
Lawrence  W.  Rember,  who  is  the  Public  Rela- 
tions Director  of  the  American  Medical  Associ- 
ation. He  introduced  Dr.  George  F.  Lull,  Secre- 
tary and  General  Manager  of  the  American  Med- 
ical Association,  who  briefly  addressed  the  vari- 
ous members  present,  welcoming  them  to  the 
convention.  Following  this  Mr.  Rember  gave 
a few  comments  as  to  the  purpose  of  the  meeting 
and  the  meeting  was  then  turned  over  for  the 
morning  program  to  Dr.  Max  M.  Hattaway,  who 
is  Chairman  of  the  Council  on  Medical  Service 
and  Public  Relations  of  the  Louisiana  State  Med- 
ical Society.  Dr.  Hattaway  acted  as  the  Mod- 
erator and  Chairman  of  the  morning  session. 

The  general  subject  of  the  morning  session 
was  “Organizing  For  An  Overall  Public  Rela- 
tions Program.”  Dr.  Donald  B.  Koonce,  who  is 
Chairman  of  the  Public  Relations  Committee  of 
the  North  Carolina  Medical  Society,  gave  the 
history  of  the  development  of  the  public  rela- 
tions program,  in  the  state  of  North  Carolina. 
The  topic  of  his  subject  was  ‘ ‘ Organizing  The 
State  Public  Relations  Program  at  District  and 
County  Levels.  ’ ’ Dr.  Koonce  pointed  out  how, 
in  the  brief  past  two-year  period,  they  have  in- 
creased in  their  state  medical  society  their  ap- 
propriation for  public  relations  from  $600.00 
to  $30,000.00.  North  Carolina  has  a very  excel- 


lent program  outlined.  The  basis  of  their  pro- 
gram is  the  contacting  of  every  doctor  individu- 
ally in  his  office  and  selling  him  on  the  need 
for  an  active  public  relations  program.  In  ad- 
dition to  this  they  have  many  other  excellent 
projects  with  the  state  of  North  Carolina  really 
doing  a “bang-up”  job,  in  promoting  their  pub- 
lic relations  program. 

The  second  subject  of  the  morning  was  dis- 
cussed by  Dr.  Percy  E.  Hopkins,  who  is  chair- 
man of  the  Committee  on  Medical  Service  and 
Public  Relations  of  the  Illinois  State  Medical 
Society.  His  discussion  tv  as  on  working  with  all 
other  committees  of  the  state  society.  Dr.  Hop- 
kins pointed  out  the  necessity,  particularly  in 
the  larger  state  societies,  where  they  have  a 
great  number  of  committees  doing  work,  for  the 
public  relations  committee  to  keep  in  close  con- 
tact at  all  times  with  the  work  of  the  other  com- 
mittees. First,  to  prevent  overlapping  and,  sec- 
ondly, to  utilize  the  work  of  the  other  commit- 
tees, whenever  possible,  in  the  public  relations 
program.  Illinois  has  an  excellent  public  rela- 
tions program  and  they  are  “on  the  ball  at  all 
times  keeping  it  rolling. 

Dr.  Charles  L.  Farrell,  Chairman  of  the  Com- 
mittee on  Public  Policy  and  Relations  of  the 
Rhode  Island  Medical  Society  then  talked  on  the 
“Cooperation  Desired  by  Public  Relations  Com- 
mittees from  State  Society  and  A.M.A.  Head- 
quarters.” Dr.  Farrell  discussed  the  importance 
of  a close  cooperation  between  the  Executive 
Secretaries  of  the  State  Medical  Associations 
and  the  public  relations  committees.  He  also 
stressed  the  importance  of  carrying  the  public 
relations  program  to  each  county  society.  He 
stressed  particularly  the  importance  of  securing 
the  cooperation  of  the  presidents  and  secretaries 
of  the  various  county  components  of  the  state 
societies.  Dr.  Farrell  also  outlined  briefly  how 
the  Rhode  Island  Medical  Society  obtains  their 
funds  for  their  public  relations  program  and 
some  of  the  projects  which  they  are  undertak- 
ing. Following  his  discussion  the  meeting  ad- 
journed for  lunch. 

I might  add  that  after  each  speaker  had  fin- 
ished his  topic,  a fifteen  minute  question  and 
answer  period  was  conducted  by  the  Chairman. 
During  these  intervals,  many  remarks  of  value 
were  brought  out  by  members  from  the  floor 
bringing  out  these  specific  problems  that  are 
being  met  along  public  relation  lines  by  the 
various  county  societies.  After  lunch,  which  was 


62 


Arizona  Medicine 


February,  1950 


held  at  the  A.M.A.  headquarters,  the  meeting 
was  turned  over  to  Dr.  Cardie.  Dr.  Cardie  is 
Chairman  of  the  Health  Education  Committee 
of  the  Minnesota  State  Medical  Association. 

The  general  topic  for  the  afternoon  was  “State 
Society  Public  Relations  Projects.”  The  first 
speaker  was  Dr.  J.  Id.  A.  Peck,  President  of 
the  Kansas  Medical  Society.  Dr.  Peck  dis- 
cussed the  problem  of  getting  doctors  into 
rural  areas  and  pointed  out  the  details  of 
the  Kansas  plan  which  has  been  quite  effective 
during  the  past  few  years  in  getting  doctors 
interested  in  practicing  in  rural  areas.  Dr.  Peck 
pointed  out  that  no  better  public  relations  can 
exist  in  rural  areas  than  to  get  well  trained 
young  doctors  into  these  areas  to  give  medical 
service  to  the  people.  Dr.  Peck  went  into  quite 
some  detail  about  the  Kansas  plan,  how  much 
money  the  state  society  was  able  to  get  from  the 
legislature  to  enlarge  the  Kansas  Medical  School, 
the  accent  that  is  placed  there  on  getting  the 
younger  doctors  interested  in  rural  practice.  He 
talked  some  about  the  apprenticeship  practice 
that  is  carried  out  in  Kansas  by  some  of  the  older 
doctors  emphasizing  its  value  to  a young  man 
who  plans'  to  go  into  rural  practice.  It  was  clear 
after  hearing  Dr.  Peck’s  discussion  that  to  meet 
the  medical  needs  of  the  rural  areas,  particularly 
where  they  lack  medical  care,  is  an  important 
step  toward  improving  the  public  relations  and 
in  circumventing  a national  plan. 

Dr.  George  H.  Garrison,  who  is  President  of 
the  Oklahoma  State  Medical  Association,  dis- 
cussed the  public  relations  value  of  a Grievance 
Committee.  Dr.  Garrison  pointed  out  that  in 
Oklahoma  during  this  year  the  State  Medical 
Association  has  formed  a Grievance  Committee. 
This  so-called  Grievance  Committee  is  composed 
of  the  immediate  five  past  presidents  of  the  Okla- 
homa Medical  Association.  These  five  past  presi- 
dents met  as  a Grievance  Committee.  Through 
the  press  it  was  advertised  to  all  of  the  people 
in  Oklahoma  that  anybody  who  had  a grievance, 
or  anybody  who  had  been  overcharged,  or  had 
what  they  considered  a legitimate  “kick”  at  the 
practice  of  some  physician,  could  come  to  the 
Grievance  Committee,  put  out  their  complaints 
in  writing  and  the  Grievance  Committee  would 
go  into  this  with  the  doctor  in  question.  Actual- 
ly what  has  happened  is  that  they  have  received 
a great  deal  of  praise  in  Oklahoma  for  this 
Grievance  Committee  proposition  and  it  has  de- 
veloped a lot  of  excellent  public  relations  for 


the  Oklahoma  State  Medical  Association.  How- 
ever, actually,  they  have  had  very  little  in  the 
form  of  grievances  to  take  care  of.  As  a matter 
of  fact.  Dr.  Garrison  states  that  they  have  only 
had  up  to  the  present  time  about  12  complaints. 
Of  these  about  four  or  five  of  them  were  obvious- 
ly from  irresponsible  people,  while  the  rest  of 
them  have  been  satisfactorily  settled.  Several 
other  states  have  Grievance  Committees  under 
different  names  and  everybody  who  has  had 
anything  to  do  with  it  states  that  this  is  an  ex- 
cellent public  relations  medium.  It  probably 
should  be  considered  as  a project  for  the  Arizona 
State  Medical  Association. 

Dr.  McKinnie  Phelps,  who  is  Chairman  of  the 
Public  Policy  Committee  of  the  Colorado  State 
Medical  Society,  gave  one  of  the  very  best  talks 
of  the  conference.  Dr.  Phelps  has  been  Chair- 
man of  the  committee  which  has  attempted  to 
promote  press  relations  in  Colorado.  The  title 
of  his  talk  was  “Press  and  Radio  Relations  for 
County  Societies  and  Individual  Doctors.”  Col- 
orado has  done  an  excellent  job  in  promoting 
their  press  relationships.  It  wasn’t  easy  at  first, 
particularly  in  Denver  where  they  have  two  ex- 
tremely active  rival  newspapers,  but  through  a 
long  series  of  meetings,  cocktail  and  dinner  meet- 
ngs  with  various  members  of  the  press  and  the 
radio,  Colorado  has  succeeded  in  establishing  an 
excellent  press-radio  state  society  relationship. 
This  not  only  holds  for  Denver  but  throughout 
the  entire  state. 

It  would  be  well  for  the  state  of  Arizona  to 
consider  carefully  the  value  that  has  been 
achieved  through  the  public  relations  program 
carried  on  in  Colorado. 

Dr.  C.  Allen  Payne,  who  is  Chairman  of  the 
Advisory  Committee  of  the  Woman’s  Auxiliary 
to  the  Michigan  State  Medical  Society,  gave  a 
discussion  on  the  full  utilization  of  the  woman’s 
auxiliary  as  a public  relations  force,  and  he 
made  a plea  for  a wider  use  and  a closer  coopera- 
tion with  the  auxiliary  in  promoting  public  re- 
lations projects.  Apparently  in  Michigan  they 
have  achieved  a very  close  and  a very  satisfac- 
tory working  arrangement  with  the  woman’s 
auxiliary,  and  the  woman’s  auxiliary  is  proving 
to  be  a potent  factor  in  promoting  public  rela- 
tions. This  discussion  closed  the  afternoon  meet- 
ing. 

The  evening  meeting  was  held  in  the  Walnut 
Room  of  the  Bismarck  Hotel  and  was  under  the 
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direction  of  Dr.  Louis  Bauer,  who  is  Chairman 
of  the  Board  of  Trustees  of  the  American  Medi- 
cal Association.  After  dinner  Dr.  Ernest  E. 
Irons,  President  of  the  American  Medical  As- 
sociation, gave  a general  discussion  on  “The 
Profession  and  Public  Relations’’  with  a strong 
plea  for  greater  unity  and  for  increased  effort, 
stating  that  although  at  the  present  time  we  are 
not  in  as  serious  a danger  from  national  sociali- 
zation of  medicine  as  we  have  been  in  the  im- 
mediate past,  that  now  is  the  time  to  work  even 
harder  to  keep  this  program  from  becoming  a 
reality.  Mr.  Leonard  E.  Read,  President  of  the 
Foundation  for  Economic  Education,  gave  an 
excellent  discussion  on  the  importance  of  every 
American  realizing  that  we  must  work  for  and 
preserve  our  liberty,  and  that  by  doing  this  we 
are  conducting  a good  public  relations  project. 

The  morning  session  held  on  Sunday,  Novem- 
ber 6,  was  under  the  direction  of  Dr.  F.  S. 
Winslow,  Chairman  of  the  Public  Relations  Com- 
mittee of  the  New  York  Medical  Society.  The 
entire  morning  was  devoted  to  an  open  discus- 
sion on  the  various  public  relations  projects, 
carried  on  throughout  the  various  state  medical 
associations. 

The  strongest  impression  which  I carried  away 
from  the  Public  Relations  Conference  was  this — 
although  we  have  made  some  progress  through- 
out this  country,  more  in  some  states  than  in 
others,  in  promoting  our  public  relations  pro- 
grams— that  now  is  no  time  to  let  this  part  of 
our  activities  subside.  Although  at  the  present 
time  the  problem  of  national  socialization  of  med- 
icine seems  to  be  somewhat  quiescent,  it  is  im- 
portant now  for  us  to  develop  a permanent  and 
a progressive  public  relations  program  because 
it  is  only  through  this  means  that  we  are  going 
to  be  able  to  prevent  in  the  future  some  national 
health  act  being  put  over  in  Congress.  On  the 
whole,  the  meeting  was  very  good.  It  lacked  a 
little  perhaps  in  the  spontaneous  enthusiasm  of 
the  first  public  relations  meeting.  It  was  prob- 
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ably  more  of  a sober  working  type  of  a meeting. 
There  was  some  little  re-hash  of  things  that  were 
said  last  year,  but  on  the  whole  the  interest  of 
the  state  medical  associations  in  sending  such  a 
wide  representation  was  an  indication  that  we 
do  have  a better  realization  now  of  the  value  of 
proper  public  relations. 
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National  Conference 

THE  SECOND  NATIONAL  CONFERENCE 
ON  PHYSICIANS  AND  SCHOOLS 
Highland  Park,  Illinois,  October  13-15,  1949 

A — The  Family  Physician  and  School  Health 
Services. 

It  is  important  that  the  records  of  the  exam- 
ination by  the  family  physician  or  by  the  physi- 
cian serving  the  schools  should  be  made  avail- 
able to  the  school  health  service  personnel.  Local 
physicians  and  family  physicians  should  be  sup- 
plied with  school  examination  record  forms  and 
one  copy  of  this  form  should  be  returned  by  the 
family  physician  for  each  school  medical  exam 
done  by  him. 

Family  physicians,  on  the  other  hand,  should 
request  records  of  any  examinations  done  in 
school  by  the  school  physician.  These  requests 
should  he  forwarded  to  the  family  physician  di- 
rectly and  not  through  parents  or  children 

Medical  examination  records  should  be  filed 
with  the  child's  cumulative  health  record  and 
must  be  kept  so  as  to  be  immediately  available 
to  the  family  physician,  school  physician  and 
health  department. 

Family  physician  and  school  physician  should, 
by  teacher-physician  conferences,  explain  to  the 
teacher  any  significant  medical  findings  for  her 
use  in  counseling.  Teachers  must  safeguard  con- 
fidential information. 

In  performing  school  physical  examinations 
in  his  office,  the  physician  should  have  avail- 
able the  reports  of  health  appraisal  from  the  ob- 
servations and  screening  tests  by  school  per- 
sonnel. 

Marked  orthopedic  defects  and  certain  growth 
abnormalities  which  are  obviously  apparent  to 
the  teacher,  nurse  or  physical  educator,  should 
be  promptly  referred  to  the  family  physician 
for  further  investigation. 

Only  in  those  instances,  where  there  is  no  fam- 
ily physician,  or  where  the  deviation  from  nor- 
mal is  so  slight  as  to  make  questionable  the 
necessity  of  referring  the  matter  to  the  family 
physician,  should  special  medical  examination 
by  the  school  physician  be  done. 

Because,  in  many  instances  a family  physician 
cannot  be  made  available  for  daily  service,  it 
becomes  essential  that  teachers  and  nurses  as- 
sume the  responsibility  for  making  certain  health 
inspections  for  the  purpose  of  finding  those  chil- 


dren in  need  of  medical  services  and  proper 
referral  be  made  to  the  family  physician. 

It  was  strongly  recommended  that  the  family 
physician  use  the  examination  record  form  in 
use  in  the  schools  in  the  area.  He  should  make 
such  suggestions  regarding  exercise  and  modifi- 
cation of  the  school  schedule  as  indicated  from 
his  examination.  If,  in  a transfer  of  his  record 
to  the  school  record,  a breach  in  the  confidential 
relationship  between  doctor  and  patient  might 
occur,  he  should,  instead,  give  such  information 
in  confidence  to  the  physician  serving  the  school. 

Schools  are  not  established  as  health  centers 
or  diagnostic  clinics  but  as  educational  institu- 
tions playing  an  integral  part  in  health  edu- 
cation. 

When  an  accident  occurs,  or  when  a pupil  be- 
comes ill  the  family  physician  should  be  called 
immediately.  In  cases  where  this  is  impossible 
or  physicians  are  not  available,  the  school  medi- 
cal advisor  or  any  other  immediately  available 
physician  should  be  called,  but  the  services  of 
such  a physician  should  he  limited  to  the  immedi- 
ate emergency  care  that  is  needed. 

The  usual  practice  of  competent  first  aid  in 
managing  emergencies  of  sickness  or  accident 
should  not  be  exceeded  by  teachers  and  nurses. 
They  should  not  diagnose  nor  should  they  ad- 
minister any  medication  of  any  sort  except  as 
prescribed  by  a physician.  The  family  physi- 
cian's name,  address  and  telephone  number 
should  he  made  a part  of  the  pupil’s  permanent 
school  health  record. 

The  family  physician  can  best  participate  in 
the  control  of  communicable  disease  by  basing 
his  policies  on  the  most  recent  and  authoritative 
public  health  practices.  The  physician’s  responsi- 
bility is  to  encourage  parents  to  make  full  use 
of  all  available  preventive  measures. 

Physicians  must  realize  that  control  of  com- 
municable disease  is  the  special  and  legal  re- 
sponsibility of  the  public  health  officer  and  his 
staff,  and  he  should  solicit  and  follow  their 
recommendations. 

Where  adequate  public  health  services  are  not 
available  the  local  medical  society  should  be 
called  on  for  guidance. 

Many  schools  have  their  own  physician  or 
medical  advisor  with  whom  to  consult  on  medi- 
cal or  school  health  matters,  but  special  or  re- 
quired periodic  medical  examinations  should  be 
done  by  the  family  physician. 
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B — The  School  Health  Program  and  School 
Physician. 

Strong  emphasis  was  made  to  the  end  that 
school  physicians  do  not  make  medical  examina- 
tions their  only  function.  Wherever  possible  all 
physical  exams  should  be  done  by  the  private 
practitioner  of  medicine  and  recorded  on  the 
pupil’s  health  card.  However,  this  policy  must 
have  flexibility  to  allow  school  physicians  to 
make  examinations. 

The  school  physician  should : 

1.  Advise  with  family  physicians,  parents, 
and  school  authorities  with  regard  to 
health  supervisory  activities: 

2.  Advise  school  administrators  regarding 
conditions  especially  conducive  to  the 
maintenance  of  healthful  school  environ- 
ment. 

3.  Work  with  his  local  health  department, 
medical  and  dental  societies,  and  com- 
munity groups  to  assure  necessary  health 
services  for  all  children.  All  school  health 
authorities  should  confer  with  the  medi- 
cal and  dental  professions  in  planning  the 
follow-up  and  treatment  program. 

4.  Coordinate  all  school  health  programs  with 
community  health  programs  especially  in 
the  fields  of  communicable  disease  con- 
trol, health  education  and  medical  and 
dental  services. 

The  medical  and  dental  professions  should  be 
contacted  through  a community  health  council 
with  representatives  of  the  medical  and  dental 
professions,  public  health  personnel  and  school 
health  people.  The  medical  coordinator  should 
be  an  individual  with  a primary  interest  in 
school  health  and  with  special  training  and  ex- 
perience in  his  field. 

C — Pole  of  Schools,  Health  Departments  and 
Medical  Societies. 

The  desirable  role  of  each  of  the  three  agencies 
would  be  the  formation  of  Health  Councils.  Only 
in  such  a way  can  all  health  activities  be  co- 
ordinated to  fit  problems  arising  in  different 
communities.  This  conference  strongly  recom- 
mended that  this  be  done  on  State  and  Local 
levels.  The  belief  was  apparent  that  the  best 
qualified  person  should  explain  and  interpret 
any  developing  program  to  the  three  agencies. 
The  state  health  department,  with  cooperating 
medical  societies,  can  be  very  helpful  to  each 
other  in  presenting  this  program  to  practicing 
physicians  in  any  community.  It  was  shown  that 
the  continued  availability  of  advice  from  state 
health  departments  is  an  important  element  in 
the  success  of  local  cooperative  programs. 


The  problem  of  adequate  compensation  for 
school  medical  services  was  discussed  only  brief- 
ly and  nothing  tangible  resulted. 

This  conference  went  on  record  as  recommend- 
ing the  following: 

1.  All  state  and  local  medical  societies  should 
sincerely  sponsor  community  health  con- 
ferences and  all  school  health  problems 
be  fully  considered  in  order  to  stimulate 
forward  planning. 

2.  Rural  school  health  problems  be  especial- 
ly considered. 

3.  The  health  council  should  send  as  a nu- 
cleus in  promulgation  of  school  health 
services.  Medical  societies  must  be  sold 
on  this  idea  and  should,  at  least,  follow 
through  on  a presumptive  diagnosis, 
either  right  or  wrong. 

Other  factors  of  no  particular  interest  to  the 
medical  profession  or  the  health  office  were  also 
brought  up  for  discussion.  No  mention  of  them 
is  made  in  this  report,  but  I certainly  will  be 
only  too  happy  to  bring  them  to  the  attention 
of  the  Arizona  Medical  Society,  upon  my  return 
to  the  state  next  June. 

Signed : 

L.  R.  Mezera,  M.  D., 

Director,  Maternal,  Child  Health 
Arizona  State  Department  of  Health. 

(Dr.  Mezera  represented  the  Arizona  Medical 
Association  at  the  Second  National  Conference 
on  Physicians  and  Schools,  held  at  Highland 
Park,  Illinois  on  October  13-15,  1949.) 

NOTICE 

The  next  meeting  of  the  ARIZONA  SOCIETY 
of  PSYCHIATRY  and  NEUROLOGY  will  be 
held  in  Tucson,  Arizona,  Saturday,  March  18th, 
at  the  Tucson  Medical  Center  at  3 P.  M.  Dr. 
Tracy  J.  Putnam,  eminent  Neurologist,  will 
speak  on  “The  Treatment  of  Epilepsy.” 
Philip  S.  Greenbaum,  M.  D., 

Secretary. 


The  appointment  of  Charles  E.  Lewis  as  Vice- 
President  of  L.  W.  Frohlieh  and  Company,  Inc., 
pharmaceutical  advertising  agency,  has  been  an- 
nounced as  of  February  1,  1950.  Mr.  Lewis  has 
been  associated  with  the  agency  since  1946  in  the 
capacity  of  Account  Executive. 


If  is  important  to  all  members  of  the 
Association  to  patronize  the  advertisers 
who  use  space  in  our  Journal.  They  pay 
the  bills  and  make  it  possible  for  a bigger 
and  better  journal. 
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Guarding  (he  goodness  of 
A-l  Pilsner’s  PREMIUM  quality 


Master  brewers,  who  count  their  experience  in 
generations,  guard  the  goodness  of  A-l  Pilsner  every 
step  of  the  way.  This  is  one  more  reason  why  every 
drop  of  A-l  meets  the  most  exacting  test  of  all  — the 
taste  test  of  folks  who  know  and  appreciate  beer 
at  its  best. 

Modern  equipment  and  methods  . . . the  choicest 
grains  and  hops  . . . generations  of  brewing  skill  . . . 
slow,  patient  aging  — each  plays  its  part  to  make 
smooth,  mellow-aged  A-l  Pilsner  one  of  America’s 
finest  beers.  Serve  A-l  Pilsner  with  pride  . . . drink 
;t  with  pleasure ! 


Oyncis 


jwiunnc  cof 


We’d  like  to  have  you  see  our  laboratory-controlled 
brewing  process  from  start  to  finish.  You’re  cordially 
invited  to  visit  the  A-l  Pilsner  plant  any  weekday. 


ARIZONA  BREWING  COMPANY,  INC.*  12th  ST.  AT  MADISON  * PHOENIX,  ARIZONA 


Yol.  7,  No.  2 


Arizona  Medicine 


67 


PERSONAL  NOTES 


I)R.  EDITH  LORD,  new  state  supervisor  for 
mental  hygiene  in  Arizona,  addressed  the  Sun- 
day Evening  Forum  in  Tucson  on  the  topic  of 
"Mental  Hygiene  in  Everyday  Living.’’  Speakers 
at  the  Forum  are  usually  noted  public  figures 
from  other  parts  of  the  world. 


The  first  move  to  obtain  help  for  children  with 
cerebral  palsy  was  recently  made  when  the 
“Cerebral  Palsy  Foundation  of  Southern  Arizona” 
was  formed  and  incorporated  by  100  residents  of 
Tucson.  Among  the  .associates  are  DRS.  Lindsay 
BEATON,  HOLLIS  BRAINARD,  GEORGE  DIX- 
ON, DAVID  MARCUS,  C.  M.  WITZBERGER,  and 
PROF.  M.  M.  R.  SCHNECK. 


DRS.  BAKER  and  SHAPIRO  of  Tucson  attend- 
ed the  annual  meeting  of  the  American  Academy 
of  Dermatologists  and  Syphilologists  in  Chicago 
on  December  3rd  to  9th. 


The  census  of  former  Arizona  students  who 
are  now  studying  medicine  has  risen.  Eighteen 
who  graduated  from  the  University  last  year  are 
attending  medical  school,  and  six  have  already 
been  accepted  by  January  of  this  year  for  ad- 
mission to  Columbia,  Yale,  Harvard,  N.  Y.  U.,  and 
Northwestern. 


The  Tucson  Veterans  Administration  Hospital 
has  just  announced  completion  of  kitchen  and 
dining  facilities  costing  $300,000. 

The  program  of  lectures  at  the  Hospital  in- 
cludes a report  on  “ACTH  and  Cortisone”  by 
DR.  W.  PAUL  HOLBROOK  of  Tucson,  and  “In- 
tractable Pain  in  Neoplastic  Disease;  the  Neuro- 
surgical Measures  for  Relief”  by  DR.  H.  G. 
CROCKETT  of  the  Veterans  Administration  of 
Los  Angeles. 


A controversy  between  the  Federal  Security 
Administration  and  the  Arizona  state  welfare 
commission  has  resulted  in  a compromise.  The 
federal  board  withdrew  allocated  funds  (the  bal- 
ance of  $50,000  for  the  fiscal  year).  As  a result 
the  operation  of  such  projects  as  the  rheumatic 
fever  program  at  the  Tucson  Medical  Center 
were  to  be  closed. 

The  sudden  closures  were  due  to  a reversal  of 
an  earlier  ruling  by  Dr.  Edwin  Daly,  assistant 
to  the  chief  of  the  children’s  bureau,  FSA.  The 
first  decision  was  to  withdraw  all  funds  unless 
Arizona  used  15%  of  its  crippled  children’s  budget 
to  care  for  Indian  reservation  children;  then  it 
was  agreed  to  support  any  child  now  hospital- 
ized; and  next  it  was  learned  that  the  first  deci- 
sion would  be  maintained. 


This  is  the  second  federal  withdrawal  within 
a year.  The  U.S.P.H.S.  recalled  a tuberculosis 
control  director,  who  was  here  on  loan,  shortly 
after  the  state  failed  to  allocate  funds  for  care 
of  tuberculosis. 


DR.  ROBERT  S.  FLINN,  President  of  the  Ari- 
zona Medical  Association,  addressed  the  Pima 
County  Medical  Society  on  “An  Account  of  My 
Observations  in  England.” 

An  explanation  of  the  methods  which  are  being 
used  by  the  Alameda  County  Medical  Association 
(California)  to  protect  the  public  were  explained 
by  MR.  ROLLAN  WATERSON,  Executive  Di- 
rector of  the  Association.  The  efforts  to  inform 
the  public  of  their  excellent  plan,  copies  of  which 
have  been  sent  to  many  members  of  the  Arizona 
association,  have  seemed  to  be  about  as  good  as 
possible. 

The  new  officers  of  the  PCMS  are  DRS.  HUGH 
THOMPSON,  president;  BRICK  P.  STORTS,  vice- 
president;  WILLIAM  B.  STEEN,  secretary-treas- 
urer, and  HAROLD  W.  KOHL,  Censor.  Elected 
to  the  County  Hospital  Medical  Advisory  Board 
were  DR.  DAVID  E.  ENGLE  and  1)R.  MAX  COS- 
TIN.  The  three-year  delegates  are  DRS.  O.  J. 
FARNESS,  R.  W.  RUDOLPH,  and  DONALD  B. 
LEWIS;  two-year  delegate,  J.  B.  LITTLEFIELD; 
and  for  one  year,  C.  J.  NEWCOMB. 


The  Square  and  Compass  Crippled  Children’s 
Clinic  at  2900  East  Broadway,  Tucson,  was  dedi- 
cated at  its  completion  in  December.  The  project 
was  constructed  with  local  funds,  and  with  do- 
nated labor,  equipment,  and  materials.  Thirteen 
local  organizations  have  become  continuous  par- 
ticipating or  contributing  sources,  and  ten  other 
groups  have  aided.  Representatives  of  contract- 
ing and  labor  groups,  radio  stations,  and  news- 
papers were  among  the  honored  guests. 

Arizona  has  received  a portion  of  its  funds  for 
research  from  the  American  Cancer  Society.  Dr. 
Herbert  L.  Stahnke,  director  of  the  poisonous 
animals  research  laboratory  at  Arizona  State  Col- 
lege, Tempe,  will  use  the  $1,000.00  grant  to  deter- 
mine the  effect  of  various  venoms  on  malignant 
growths. 


DR.  BRUCE  HART,  superintendent  of  the  Ari- 
zona State  Hospital  for  the  Insane,  has  announced 
the  appointment  of  DR.  H.  H.  BROWN  as  clini- 
cal director.  Dr.  Brown  has  been  a member  of 
the  staff  of  the  North  Carolina  State  Hospital, 
and  has  recently  completed  post-graduate  work 
in  psychiatry  at  Duke  University. 
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An  Arizona  resident,  Mr.  Dixon  Fagerberg  of 
Prescott,  has  given  the  income  from  fifty  thou- 
sand dollars  worth  of  Missouri  property  to  the 
Kansas  University  Endowment  Association  for 
medical  research. 

Funds  of  this  sort  could  lie  used  to  finance  the 
work  of  a Clinical  Research  Group  in  Tucson  or 
Phoenix,  as  has  been  recommended  in  the  col- 
umns of  ARIZONA  MEDICINE.  Physicians  form 
the  logical  contacts  to  obtain  such  funds. 


At  the  annual  meeting  of  the  Maricopa  County 
Medical  Society  in  Phoenix  December  5,  1949 
DR.  E.  W.  MELICIv  was  elected  President-elect; 
DR.  FRANK  EDEL  was  elected  Vice-president, 
and  DR.  DAVID  JAMES  was  elected  Secretary- 
Treasurer.  The  1949  President-elect,  DR.  HENRY 
WILLIAMS,  has  assumed  the  Presidency. 

At  this  meeting  of  the  Maricopa  County  Medi- 
cal Society  an  interesting  subject,  “Air  Pollution,” 
was  discussed  by  MR.  LEWIS  R.  JERWITZ  of 
the  U.  S.  Weather  Bureau  in  Phoenix,  and  DR. 
GEO.  McKHANN.  The  interesting  program  was 
made  more  so  by  a talk  by  the  U.  S.  Public  Health 
Service  officer,  Chief  of  the  Field  Service,  Sani- 
tary Engineer,  MR.  HENRY  DOYLE,  Sr.,  from 
Salt  Lake  City,  Utah. 


ROLLEN  W.  WATERSON,  Executive  Secre- 
tary Officer  of  the  Alameda  County  Medical  So- 
ciety, discussed  the  Alameda  County  Medical 
Association  Medical  Plan  and  answered  questions 
at  the  January  meeting  of  the  Maricopa  County 
Medical  Society.  The  matter  of  adapting  such  a 
plan  for  Maricopa  County  or  for  Arizona  was 
left  in  the  hands  of  a committee  for  study. 


St.  Joseph’s  Hospital  Staff  elections  were  held 
in  Phoenix,  and  the  following  officers  were  elect- 
ed: President,  DR.  J.  MADISON  GREER;  Vice- 
President,  DR.  ROBERT  BARFOOT,  and  Secre- 
tary, DR.  ROBERT  CUMMINGS. 


At  the  annual  meeting  of  the  Good  Samaritan 
Hospital  Staff  in  Phoenix,  DR.  GEO.  ENFIELD 
was  elected  President;  DR.  REED  SHUPE,  Vice- 
president.  and  DR.  DONALD  G.  CARLSON,  Sec- 
retary. 


The  officers  of  the  St.  Monica’s  Hospital  Staff 
were  unanimously  re-elected,  without  change 
from  the  1949  officers— DR.  ROBERT  FLINN, 
President,  DR.  PAUL  SINGER,  Secretary. 


Lawrence  Reynolds,  roentgenologist  of  the 
Harpers  Hospital  in  Detroit,  spoke  to  the  staff 
of  St.  Joseph’s  Hospital,  Phoenix,  in  a most 
interesting  fashion  on  the  Radio-active  Isotopes. 
He  strongly  recommended  in  the  future  construc- 
tion of  local  hospitals  that  radio-active  isotope 
laboratories  be  included  in  their  construction. 


He  very  accurately  outlined  the  value  of  the 
radio-active  isotopes  in  the  diagnosis  and  treat- 
ment in  medicine  today. 


A new  club  has  been  organized  in  Phoenix 
patterned  somewhat  after  the  Phoenix  Clinical 
Club.  It  is  called  the  “Osier  Club.”  The  President 
of  this  group  is  DR.  HAYES  CALDWELL;  Sec- 
retary, DR.  Al'DRY  URRY. 


DR.  FRANK  MILLOY,  Jr.,  Phoenix,  began  a 
four-years  residency  in  surgery  at  the  Cook 
County  Hospital  in  Chicago  on  January  1st. 


CLASSIFIED  SECTION 


"Intern,  married,  finishing  July  I,  1950,  looking 
for  position  in  general  practice,  desires  to  hear 
from  practitioner  in  small  town;  preferably  one 
who  does  general  surgery,  who  needs  assistant." 

Write 

JAMES  E.  HENNEY,  M.  D. 

8317  A.  Gridley  Avenue, 

Wauwatosa,  Wisconsin 


SCANLON-MORRIS  AUTOCLAVE, 

GAS  OPERATED  STERILIZER — 40  by  20  inches 

HESS  HOT  WATER  INCUBATOR  AND  BED, 
All  in  Good  Condition,  Nickeled  Throughout 

GOODWILL  INDUSTRIES 

420  East  Jefferson  Phone  4-8148 

Phoenix,  Arizona 


355  west  McDowell  road 

Doctors'  Offices,  Suite,  Waiting  Room,  Consultation 
Room,  Two  Examination  Rooms,  and  X-ray  Room. 

Also  six-room  beautiful,  completely  furnished 
home;  will  build  several  more  offices, 
suites  if  desired. 

This  valuable  property  can  be  bought  or  leased. 
Open  Daily  10  a.  m.  to  6 p.  m. 

Phone  8-3392 


FOR  SALE 

HAMILTON  EXAMINATION  TABLE  AND  STOOL 
Mahogany.  Practically  new. 

Cost  $380,  sell  $300. 

Call  St.  Monica's  Hospital,  ask  for  Dr.  Nolds 
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Acceptance  of  two  new  member  hospital  ap- 
plications by  the  Board  of  Directors  of  Arizona 
Blue  Cross  brings  the  state's  total  of  Blue  Cross 
member  hospitals  to  twenty-two. 

Newest  members  are  the  Benson  Hospital  and 
the  Douglas  Hospital  of  the  Phelps  Dodge  Cor- 
poration. Both  memberships  became  effective  on 
January  1. 

The  I )ouglas  Hospital  was  established  by  the 
Phelps  Dodge  Corporation  to  serve  its  employees 
and  the  community  at  large.  Dr.  Nicolo  V.  Alessi 
has  been  in  charge  since  1932. 


Arizona  Blue  Cross  added  9,802  to  its  mem- 
bership in  1949,  bringing  the  total  to  109,832  at 
the  end  of  the  year.  This  is  about  one  in  six  of 
the  state’s  population,  with  population  figures 
based  on  recent  unofficial  estimates  of  something 
in  the  neighborhood  of  700,000, 

The  $2,000,000  mark  in  payments  to  hospitals 
was  passed  by  Arizona  Blue  Cross  on  November 
15,  just  thirteen  months  after  the  first  million 
was  reached  in  October,  1948.  The  payment 
which  boosted  the  figure  over  $2,000,000  was 
made  to  the  Community  Hospital  in  Wickenburg. 


The  10-bed  Benson  Hospital  was  established 
at  the  beginning  of  1949  by  Dr.  J.  M.  Hesser, 
the  only  doctor  of  medicine  in  the  eastern  Ari- 
zona community.  Mrs.  Mary  Lou  Hesser  is  ad- 
ministrator. 

“We  are  proud  to  welcome  the  Douglas  and 
Benson  Hospitals  into  the  family  of  Blue  Cross 
member  hospitals,”  said  L.  Donald  Lau,  Execu- 
tive Director  of  the  Arizona  Blue  Cross  and  Blue 
Shield  Plans.  “Their  Blue  Cross  memberships 
assure  our  members  in  the  Douglas  and  Benson 
areas  the  full  benefits  of  membership  without 
the  necessity  of  traveling  from  their  home  com- 
munities for  hospital  care.  Local  Blue  Cross 
membership  will  be  vastly  encouraged.” 

In  addition  to  the  Benson  and  Douglas  Hos- 
pitals, the  Arizona  Blue  Cross  member  hospitals 
now  are:  Good  Samaritan,  St.  Joseph’s  and  St. 
Monica’s  in  Phoenix;  St,  Mary’s  and  the  Medi- 
cal Center  in  Tucson ; Copper  Queen  Hospital, 
Bisbee  ; Marcus  Lawrence  Hospital,  Cottonwood; 
Pinal  General  Hospital,  Florence;  Mohave  Gen- 
eral Hospital,  Kingman ; Flagstaff  Hospital, 
Flagstaff;  Southside  Hospital,  Mesa;  Inspira- 
tion Hospital,  Miami;  St.  Joseph's  Hospital, 
Nogales ; Holbrook  Hospital,  Holbrook ; Com- 
munity Hospital,  Prescott;  Tempe  Hospital, 
Tempe ; Community  Hospital,  Wickenburg; 
United  Verde  Hospital,  Jerome;  Winslow  Hos- 
pital, Winslow,  and  Yuma  General  Hospital. 
Yuma. 


Arizona  Blue  Shield  continued  its  steady  climb 
in  enrollment  during  1949,  with  a gain  of  18,361 
over  the  32,476  membership  at  the  end  of  1948 — 
for  a total  net  membership  of  51,837.  There  were 
17,548  Blue  Shield  contracts  effective  last 
December  31,  for  an  average  of  2.95  partici- 
pants per  contract. 


Latest  national  figures  from  the  Blue  Cross 
Commission  show  that  more  than  35,000,000  per- 
sons were  enrolled  in  ninety  plans  in  the  United 
States  and  Canada  at  the  end  of  last  Septem- 
ber— or  about  22  per  cent  of  the  population. 
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FEDERAL  AID  TO  MEDICAL  EDUCATION 


A Joint  Statement  by  the  Board  of  Trustees 
and  the 

Council  on  Medical  Education  and  Hospitals 
of  the 

American  Medical  Association  on 
Senate  Bill  S.  1453  and  H.  R.  5940 


The  following1  statement  was  prepared  jointly 
by  the  Board  of  Trustees  and  the  Council  on 
Medical  Education  and  Hospitals  of  the  Ameri- 
can Medical  Association.  The  statement  was 
adopted  by  the  House  of  Delegates  of  the  Ameri- 
can Medical  Association  at  the  Clinical  Session 
in  Washington,  I).  C.,  December  8,  1949. 

The  Twelfth  Point  of  the  American  Medical 
Association’s  program  for  the  advancement  of 
medicine  and  public  health  supports  financial 
aid  to  medical  education  “with  funds  free  from 
political  control  and  regulation  of  the  medical 
and  allied  professional  schools.”  This  point  was 
elaborated  by  the  Board  of  Trustees  after  con- 
sultation with  the  American  Medical  Associa- 
tion’s Council  on  Medical  Education  and  Hos- 
pitals as  follows : 

“Some  medical  schools  are  finding  it  difficult 
to  secure  sufficient  funds  to  maintain  their 
standards  of  training.  The  American  Medical 
Association  would  prefer  to  see  medical  schools 
receive  the  support  they  require  from  private 
philanthropy  or  local  public  funds.  Unless  and 
until  such  support  is  provided,  it  may  be  neces- 
sary for  some  medical  schools  to  accept  financial 
aid  from  the  federal  government.  Such  aid, 
however,  must  carry  with  it  the  assurance  of 
freedom  from  political  control  and  regulation. 

“To  preserve  the  freedom  and  independence 
of  the  medical  schools,  it  is  important  that  the 
responsibility  for  determining  which  schools  may 
qualify  for  federal  aid  should  reside  in  the  states. 
This  can  be  satisfactorily  accomplished  if  the 
legislation  provides  that  any  medical  school  shall 
be  eligible  for  financial  aid  if  three-fourths  of 
the  states  through  their  medical  licensing  boards 
judge  the  schools  to  be  conducting  an  educa- 
tional program  of  sufficiently  high  quality  to 
warrant  the  admission  of  its  graduates  to  their 
state  examinations  for  medical  licensure. 

“To  encourage  continued  local  support  of 
medical  education  from  public  and  private  funds, 
the  formula  for  allocating  federal  aid  should 
provide  only  a limited  portion  of  a school’s 
total  budget. 

“Since  medical  schools  are  already  increasing 


enrolments  as  rapidly  as  they  can  expand  their 
facilities,  the  provision  of  a relatively  large  fi- 
nancial premium  which  might  induce  certain 
schools  to  enroll  more  students  than  they  could 
properly  accommodate  should  be  avoided. 

“The  formulas  for  the  allocation  of  all  funds 
should  be  simple  in  principle  and  written  into 
the  law.  The  responsibility  and  authority  of  the 
officials  administering  the  program  should  be 
limited  to  an  audit  to  determine  that  the  funds 
are  employed  for  the  general  purposes  for  which 
they  were  granted. 

“Any  federal  scholarship  program  should 
leave  the  medical  schools  entirely  free  in  the 
selection  of  their  students  and  should  avoid  the 
regimentation  of  the  future  careers  of  the  recipi- 
ents. ’ ’ 

Following  the  favorable  report  by  the  Senate 
Committee  on  Labor  and  Public  Welfare  of 
an  amended  version  of  S.  1453,  the  Council  on 
Medical  Education  and  Hospitals  submitted  the 
following  statement  to  the  Board  of  Trustees : 

“On  August  3,  1949,  Senator  Pepper,  on  be- 
half of  the  Committee  on  Labor  and  Public  Wel- 
fare, reported  favorably  to  the  Senate  an  amend- 
ed version  of  S.  1453,  t lie  bill  which  he  had  intro- 
duced in  March,  1949  to  provide  federal  aid  for 
medical  education.  The  amended  bill  was  prepar- 
ed following  public  hearings  by  the  Sub-commit- 
tee on  Health  on  all  bills  concerned  with  federal 
aid  to  medical  education  and  following  a two-day 
conference  with  the  professional  staff  of  the  Sub- 
committee in  which  representatives  of  the  Amer- 
ican Medical  Association  and  the  medical  schools 
participated.  The  bill  in  its  present  version  car- 
ries the  unanimous  endorsement  of  the  full  Sen- 
ate Committee  on  Labor  and  Public  Welfare. 

“The  bill  in  its  present  form  represents  in 
general  a distinct  improvement  over  all  earlier 
measures.  The  following  changes  have  been  made 
which  represent  concessions  of  varying  degrees 
to  the  requests  made  by  the  American  Medical 
Association  representatives  at  the  hearings  and 
the  conferences  referred  to  above : 

“1.  The  payments  to  the  medical  schools 
have  been  changed  from  $300  for  each  student 
enrolled  up  to  a school’s  average  past  enrolment 
and  $1,700  for  each  student  enrolled  in  excess 
of  a school’s  average  past  enrolment  to  $500  and 
$1,000  respectively,  and  a limitation  of  30  per 
cent  of  the  average  past  enrolment  has  been  set 
for  the  number  of  students  for  which  the  high- 
er rate  of  $1,000  will  be  paid. 

“2.  The  total  payment  that  the  Federal  gov- 
ernment may  make  to  any  school  has  been  re- 
duced from  50  per  cent  of  the  school’s  budget 
to  40  per  cent. 
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“3.  The  provision  for  federal  scholarships 
for  medical  students  has  been  rewritten  so  that 
no  scholarships  will  be  provided  so  long  as  the 
medical  schools  are  able  to  fill  their  enrolments 
with  students  who  do  not  need  federal  scholar- 
ship aid. 

"4.  The  constitution  and  powers  of  the  Na- 
tional Council  on  Education  for  Health  Profes- 
sions have  been  improved  so  as  to  provide  a 
more  effective  check  on  the  Surgeon  General's 
powers  in  administering  the  act. 

“5.  The  provisions  of  the  act  are  effective 
only  for  a five-year  period,  at  the  end  of  which 
time  the  Congress  will  have  to  determine  wheth- 
er to  continue  such  aid  and,  if  so,  in  what  form. 

“Despite  these  improvements  the  bill  contains 
several  provisions  which  are  objectionable  to 
varying  degrees: 

“The  $1,000  payable  for  each  additional  medi- 
cal student  will  be  paid  to  new  medical  schools 
for  all  students.  This  provision  undnly  and  un- 
fairly favors  new  schools  over  established  schools 
in  the  matter  of  federal  aid.  Our  representa- 
tives had  recommended  that  the  same  limitation 
on  the  number  of  students  for  whom  the  higher 
payment  of  $1,000  would  be  made,  namely  30 
per  cent  of  the  enrolment  be  applied  to  new 
schools  as  well  as  to  old  schools. 

“The  bill  provides  $5,000,000  annually  for 
grants  for  construction  to  assist  in  the  establish- 
ment of  new  schools  in  the  health  professions 
and  in  the  improvement  and  expansion  of  exist- 
ing facilities,  these  grants  to  be  made  by  the 
Surgeon  General  in  the  order  of  the  estimated 
importance  of  the  requests  received.  Our  repre- 
sentatives felt  that  no  grants  for  construction 
should  be  made  until  the  needs  of  all  the  medical 
schools  had  been  surveyed  and  a balanced,  long 
range  program  developed.  They  also  felt  that 
vesting  in  the  Surgeon  General  full  authority 
to  award  such  grants  opened  the  door  for  politi- 
cal pressure  and  interference.  This  last  objec- 
tion has  been  partially  met  by  providing  that 
the  Surgeon  General  should  obtain  the  advice 
and  recommendations  of  the  National  Council 
on  Education  for  Health  Professions  before 
awarding  such  grants,  but  there  is  nothing  in 
the  bill  that  would  prevent  him  from  disregard- 
ing the  advice  and  recommendations  of  the 
Council. 

“Mention  should  be  made  of  the  fact  that  the 
bill  gives  the  National  Council  on  Education  for 
Health  Professions  rather  sweeping  authority  to 
investigate  the  medical  schools  and  to  determine 
their  capacity  to  maintain  and  expand  student 
enrolments,  to  establish  a uniform  method  of 
calculating  costs  of  instruction  and  to  determine 
the  extent  to  which  equal  opportunity  to  gain 


an  education  in  the  health  professions  is  afford- 
ed all  properly  qualified  students. 

“We  recognize  that  the  National  Council  must 
be  in  a position  to  obtain  information  necessary 
for  carrying  out  the  purposes  of  the  Act.  How 
the  National  Council  can  be  given  proper  author- 
ity without  being  put  in  a position  where  it  can 
interfere  with  the  administrative  policies  of  the 
medical  schools  presents  a dilemma,  the  solution 
to  which  is  not  readily  apparent.” 

Since  S.  1453  has  now  passed  the  Senate,  and 
since  it  appears  doubtful  that  further  changes 
will  be  made  by  the  House  in  the  companion  hill, 
H.  R.  5940,  the  Board  of  Trustees  feels  it  must 
oppose  this  bill. 

The  criticisms  offered  by  the  Council  on  Med- 
ical Education  and  Hospitals  clearly  indicate 
that  this  bill  is  not  satisfactory,  and  it  is  po- 
tentially dangerous  to  the  continued  academic 
freedom  of  the  medical  schools.  Even  though 
the  bill  provides  for  federal  aid  for  only  five 
years,  if  enacted,  it  will  be  difficult  after  such 
a period  to  change  the  relationship  of  the  fed- 
eral government  to  the  medical  schools  except 
to  permit  further  government  control. 

The  comment  of  the  Council  on  the  opportun- 
ity for  the  exercise  of  political  pressure  and  in- 
terference with  respect  to  grants  for  construc- 
tion is  particularly  well  taken.  If  political  pres- 
sure and  interference  are  possible  in  one  phase 
of  a school 's  activities,  they  can  without  great 
difficulty  be  brought  to  bear  on  other  phases. 

Too  much  potential  authority  to  interfere 
with  the  internal  administration  of  the  medical 
schools  is  granted  to  the  National  Council  on 
Education  for  Health  Professions.  As  stated  in 
the  12-Point  Program  of  the  American  Medical 
Association,  to  protect  the  freedom  of  individual 
schools,  “The  responsibility  and  authority  of  the 
officials  administering  the  program  should  be 
limited  to  an  audit  to  determine  that  the  funds 
are  employed  for  the  general  purposes  for  which 
they  were  granted.”  Any  program  of  grants  in 
aid  to  medical  education  has  far  reaching  impli- 
cations with  respect  to  the  freedom  of  the  medi- 
cal schools.  No  program  should  be  embarked 
upon  until  protection  of  this  freedom  is  abso- 
lutely guaranteed.  The  Board  of  Trustees  feels, 
therefore,  that  since  this  bill  does  not  guaran- 
tee such  freedom,  and  since  the  bill  contains, 
other  undesirable  features,  as  pointed  out  by  the 
Council,  it  must  urge  opposition  to  the  enact- 
ment of  this  bill. 
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PREMIER  HOTEL  OF  THE  SOUTHWEST 


HOTEL  WESTWARD  HO 


For  a relaxing  resort  at- 
mosphere with  every  met- 
ropolitan convenience. 


Atop  The  Patio  Suites: 

Our  new  MASSAGE  PARLOR 
Offers  the  very  finest 
in  modern  equipment, 
service  and  skill 


AIR  CONDITIONING 
IN  EVERY  ROOM 


IN  DOWNTOWN  PHOENIX  • JOHN  B.  MILLS,  President  General  Mgr 


YOUR  NATIVE  ARIZONA  SOURCE  FOR 
ALL  SUPPLY  AND  EQUIPMENT  NEEDS 


Standard  Surgical  Supply 
Co.,  Inc. 

Albuquerque  Phoenix  Tucson 


GEORGE  KENNEDY,  General  Manager 
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WOMAN'S  AUXILIARY 


BIOGRAPHICAL  SKETCH  OF 
MRS.  JESSE  D.  HAMER 


Mrs.  Jesse  D.  Hamer  is  a charter  member  of 
the  Woman's  Auxiliary  to  the  Arizona  Medical 
Association  and  has  served  as  state  president 
and  as  president  of  the  Woman’s  Auxiliary  to 
the  Maricopa  County  Medical  Society.  In  addi- 
tion to  holding  several  other  offices  she  has  been 
chairman  of  various  committees  in  both  the 
state  and  county  auxiliaries.  In  the  Woman’s 
Auxiliary  to  the  American  Medical  Association, 
she  has  served  as  Chairman  of  Legislation,  as 
a Director,  as  Regional  Chairman  of  the  War 
Service  Committee,  and  has  been  a member  of 
the  Finance  and  other  committees.  She  was 
elected  to  the  office  of  President-Elect  at  the 
annual  meeting  held  in  Chicago  in  June,  1944 
and  was  installed  as  National  President  at  the 
annual  meeting  in  San  Francisco,  California 
in  July,  1946. 

Since  completing  the  term  as  president  of  the 
National  Auxiliary  in  June,  1947,  Mrs.  Hamer 
has  served  as  a Director  on  the  National  Board. 
She  has  also  held  the  position  as  Historian  and 
been  a member  of  the  Finance  Committee.  As 
one  of  the  three  immediate  past  presidents,  she 
is,  in  addition  to  the  above,  serving  as  a mem- 
ber of  the  committee  which  supervises  the  Trav- 
eling Fund  of  the  Auxiliary. 


Mrs.  Hamer  has  been  actively  interested  in 
many  community  activities  and  has  held  vari- 
ous offices  in  the  county  and  state  Nurses’  As- 
sociations, the  Y.  W.  C.  A.,  the  Community 
Chest,  American  Red  Cross  and  Social  Service 
Center  of  Phoenix.  She  is  at  present  a member 
of  the  Board  of  Directors  of  the  Visiting  Nurse 
Service  of  Phoenix. 


PIMA  COUNTY 

Florence  Monahan  Speaks  to  Medical 
Auxiliary 

Miss  Monahan,  former  superintendent  of  the 
Minnesota  Reformatory  for  Women,  Illinois 
Training  School  for  Girls,  Washington  Training 
School  and  the  California  Reformatory  for 
Women  at  Tahitehapee,  gave  a very  interesting 
talk  on  “Women  in  Crime”  at  the  monthly  Aux- 
iliary meeting  held  Tuesday  evening  at  the  Santa 
Rita  Hotel. 

Miss  Monahan  is  now  on  the  staff  of  the 
Catholic  Social  Service  in  Tucson.  She  is  a 
national  expert  on  penology  and  is  the  author 
of  a book  entitled  “Women  in  Crime.”  She 
stated  that  women  comprise  less  than  2%  of  all 
criminals  iii  the  country,  and  that  the  basis  for 
the  majority  of  their  crimes  is  some  emotional 
attachment.  Eighty  to  ninety  per  cent  of  all 
crimes,  she  stated,  were  some  form  of  stealing. 

Prisons  for  women  differ  architecturally  from 
most  prisons  for  men.  Women  inmates  live  in 
cottages  with  no  bars,  and  the  tension  and  fear 
so  prevalent  in  prisons  for  men  is  completely 
lacking.  The  staff  mixes  with  the  prisoners  and 
a friendly  feeling  prevails. 

She  stated  that  the  Baker  Foundation  in  Bos- 
ton made  a survey  on  the  cause  of  delinquency 
among  children  and  found  that  children  who 
were  unhappy  and  dissatisfied  at  home  were 
most  apt  to  become  delinquent. 

Miss  Monahan  gave  a delightful  talk  describ- 
ing her  experiences  which  was  thoroughly  en- 
joyed by  members  of  the  auxiliary. 

Mrs.  Max  Costin  was  appointed  Blood  Donor 
Recruitman  Chairman  to  recruit  volunteers 
among  the  Pima  County  Medical  Auxiliary  for 
the  American  Red  Cross. 
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MARICOPA  COUNTY 
January  News 

Those  who  attended  the  annual  Christmas 
dance  in  the  Fiesta  Room  of  the  Hotel  West- 
ward Ho  consider  it  one  of  the  most  successful 
in  the  history  of  the  Auxiliary.  An  excellent 
buffet  supper  was  served  from  8:30  to  10:30, 
with  music  for  dancing  by  Vern  Suter’s  or- 
chestra. Mrs.  Charles  Van  Epps  was  in  charge 
of  arrangements. 

During  the  holiday  season,  members  of  the 
Auxiliary  derived  a great  deal  of  pleasure  from 
giving  to  a needy  family.  The  recipients  were 
a patient  crippled  with  arthritis  and  his  mother; 
the  gifts,  an  electric  blanket  and  large  basket 
of  food. 

At  the  December  meeting,  Mrs.  Benjamin 
Herzberg,  the  State  President-elect,  gave  her 
report  of  the  Chicago  Conference  of  Presidents 
and  Presidents-elect,  and  Chairmen  of  Standing 


Committees  of  the  National  Auxiliary  to  the 
American  Medical  Association. 

Because  of  their  success  with  the  Community 
Chest  work,  the  Maricopa  County  Medical  Auxil- 
iary has  been  asked  to  take  over  in  a similar 
way  the  responsibility  of  the  doctors’  contribu- 
tions to  the  Red  Cross.  The  Board  has  agreed 
to  do  this.  At  the  same  time,  the  Board  voted 
not  to  take  over  any  additional  charity  in  the 
future. 

The  Auxiliary  has  an  opportunity  to  make 
some  extra  money  for  its  donations  to  the  vari- 
ous health  funds.  They  have  a large  block  of 
good  tickets  (200)  for  Sunday,  February  19th. • 
for  one  performance  of  the  Sombrero  Playhouse 
production,  My  Sister  Eileen,  starring  Una 
Merkel.  Prices  are  the  same  as  usual,  and  the 
Auxiliary  will  get  a forty  per  cent  commission 
on  the  tickets  sold. 

Mrs.  John  R.  Green, 

Publicity  Chairman, 

Maricopa  County  Auxiliary. 


Dear  Doctor: 

• Read  the  advertising  pages 

• • Manifest  your  interest  by 

correspondence  and  patronage 

• • • Support  those  firms  who 

advertise  in  your  state  Journal 


Yol.  7.  No.  2 


Arizona  Medicine 


75 


for 

HAY 

FEVER 


FOR  YOUR  POLLEN  SENSITIVE  PATIENTS 

May  we  suggest  the  three-vial  Parenteral  Treatment  Set  ( 1 0 cc  each  vial, 
Dilution  1 :50,000;  1 :5000;  1 :500)  especially  prepared  for  either  intra- 
dermal  or  subcutaneous  administration. 

With  diagnosis  established  the  treatment  set  will  be  prepared  in  accord- 
ance with  your  patient's  sensitivities.  Only  specific  Southwestern  pollens  used. 

3-VIAL  PARENTERAL  TREATMENT  SET— $10.00 

3-vial  individualized  oral  treatment  set  may  be  had  where  individual 
circumstances  favor  this  route  of  administration. 

Treatment  record  sheets,  suggested  dosage,  and 
directions  with  every  set. 

• 


An  Allergy  Service  based  on  close  acquaintance  and  experience  with  the  botany  oj  the  area  of  your  practice. 

cAlleryy,  J^eAearch  J^abora torieb,  3nc. 

Phoenix,  Arizona  U.  S.  Biological  License  No  151 
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PHYSICIANS'  DIRECTORY 


NEUROLOGY  and  PSYCHIATRY 


EDWARD  BLANK,  M.  D. 

CHARLES  W.  SULT,  Jr.,  M.  D. 

PSYCHIATRY  and  NEUROLOGY 

RICHARD  E.  H.  DUISBERG,  M.  D. 

733  West  McDowell  Road 

Diplomates  of  the  American  Board 

Telephones  2-2181  or  2-9642 

If  no  answer,  call  3-4189 

NEUROLOGY,  PSYCHIATRY  AND 

ELECTROENCEPHALOGRAPHY 

Hours  by  Appointment 

Phoenix,  Arizona 

710  Professional  Building  Phoenix,  Arizona 

OTTO  L.  BENDHEIM,  M.  D. 

NEUROLOGY  and  PSYCHIATRY 
1515  North  Ninth  Street 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

PHOENIX,  ARIZONA 

ARIZONA  MEDICINE 

Certified  by  American  Board  of 
Psychiatry  and  Neurology 

401  Heard  Bldg. 
PHOENIX,  ARIZONA 

HOSPITAL  NEUROLOGICAL  SURGERY 


WALTER  V.  EDWARDS,  Jr.,  M.  D. 

Lawrence  Memorial  Hospital 

JOHN  RAYMOND  GREEN,  M.  D. 

Certified  by  the  American  Board 
of  Neurological  Surgery 

Cottonwood,  Arizona 

1010  Professional  Building 

Telephone  8-3756 
PHOENIX,  ARIZONA 

UROLOGY 


MERRIWETHER  L.  DAY,  M. 

D. 

F.  A.  C.  S. 

Diplomate  of  The  American 

Board  of  Urology 

LADDIE  L.  STOLFA,  M.  D 

Lois  Grunow  Memorial  Clinic 

926  East  McDowell  Road 

Tel.  4-3674 

Phoenix 

W.  G.  SHULTZ,  M.D.,  F.  A.  C.  S. 

Diplomate  of  The  American 
Board  of  Urology 

1010  N.  Country  Club  Road 
Telephone  5-2609  Tucson,  Arizona 


PAUL  L.  SINGER,  M.  D.,  F.  A.  C.  S. 

DONALD  B.  LEWIS,  M.  D. 

Certified  American  Board  of 
UROLOGY 

UROLOGY 

39  West  Adams  Street  Phone  3-1739 

123  So.  Stone  Ave.  Phone  4500 

PHOENIX,  ARIZONA 

Tucson,  Arizona 
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PHYSICIANS'  DIRECTORY 


INTERNAL  MEDICINE 


ROBERT  S.  FLINN,  M.  D. 

DANIEL  H.  GOODMAN,  M.  D. 

INTERNAL  MEDICINE 

INTERNAL  MEDICINE  CARDIOLOGY 

CARDIOLOGY  and  ELECTROCARDIOGRAPHY 

ELECTRO  CARDIOGRAPHY 

1118  Professional  Building 

Phone  4-1078 

607  Heard  Bldg.  Phone  4-7204 

Phoenix,  Arizona 

Phoenix,  Arizona 

JESSE  D.  HAMER,  M.  D. 

F.  A.  C.  P. 

INTERNAL  MEDICINE 

CARDIOLOGY 

Suite  910 

Phoenix 

1 5 E.  Monroe  St. 

Arizona 

KENT  H.  THAYER,  M.  D. 

INTERNAL  MEDICINE 
Diplomate  of  the  American  Board 
of  Internal  Medicine 


ROBERT  H.  STEVENS,  M. 

INTERNAL  MEDICINE 
ALLERGY 


1313  North  Second  Street 
Phone  3-8907 
Phoenix,  Arizona 


D. 


DAVID  E.  ENGLE,  M.  D. 

JOSEPH  BANK,  M.  D. 

Diplomate  of  The  American  Board  of 
Internal  Medicine 

Diplomate  of 

American  Board  of  Internal  Medicine 
American  Board  of  Gastroenterology 

INTERNAL  MEDICINE  AND  CARDIOLOGY 

JOHN  W.  FINDLEY,  Jr.,  M.  D. 

1619  N.  Tucson  Blvd. 

GASTROENTEROLOGY,  GASTROSCOPY 

Telephones  5-8251  and  5-1551 

800  North  First  Avenue  Phone:  4-7245 

Tucson,  Arizona 

PHOENIX,  ARIZONA 

FRANK  J,  MILLOY,  M.  D. 

HAROLD  F.  STOLZ,  M.  D. 

M.  S.  in  Medicine 

F.  A.  C.  P. 

Diplomate,  American  Board  of  Internal  Medicine 

INTERNAL  MEDICINE 

INTERNAL  MEDICINE  AND 

61  1 Professional  Building 

DISEASES  OF  THE  HEART 

Phone  4-2171 

Telephone  2-1262  614  N.  Fourth  Avenue 

Phoenix,  Arizona 

Tucson,  Arizona 

THIS  SPACE  FOR  SALE 

THIS  SPACE  FOR  SALE 

FOR  INFORMATION  AND  RATES 

FOR  INFORMATION  AND  RATES 

write  to 

write  to 

ARIZONA  MEDICINE 

ARIZONA  MEDICINE 

401  Heard  Bldg. 

401  Heard  Bldg. 

PHOENIX,  ARIZONA 

PHOENIX,  ARIZONA 
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INTERNAL  MEDICINE— (Cont'd. ) 


ROBERT  E.  RIDER,  M.  D. 

W.  PAUL  HOLBROOK,  M.D.,  F.A.C.P. 

INTERNAL  MEDICINE 

DONALD  F.  HILL,  M.D.,  F.A.C.P. 

ELECTROCARDIOGRAPHY 

CHARLES  A.  L.  STEPHENS,  Jr.,  M.D. 

Del  Sol  Hotel  Bldg.  Phone  26 

LEO  J.  KENT,  M.  D. 

Yuma,  Arizona 

Tucson,  Arizona  Phone  5-151  1 

PHYSICAL  MEDICINE 


M.  E.  FULK,  M.  D. 

THIS  SPACE  FOR  SALE 

GLENDALE  CLINIC  HOSPITAL 

FOR  INFORMATION  AND  RATES 

Clinic  Open  Daily:  9 a.m.  to  6 p.m. 

write  to 

Sundays  and  Holidays  by  Appointment 

ARIZONA  MEDICINE 

245  East  A Avenue  Phone  240 

Glendale,  Arizona 

401  Heard  Bldg. 
PHOENIX,  ARIZONA 

CHEST  DISEASES  AND  SURGERY 


HENRY  J.  STANFORD,  M.  D. 

GEORGE  D.  BOONE,  M.D.,  F.A.C.S. 

THORACIC  SURGERY 

DISEASES  AND  SURGERY  OF  THE  CHEST 

Diplomate  American  Board  of  Surgery  and 

The  Board  of  Thoracic  Surgery 

2530  E.  Broadway  Phone  5-1531 

601  East  Sixth  Street  Telephone  1159 

Tucson,  Arizona 

TUCSON,  ARIZONA 

CLINIC 


JOHN  W.  STACEY,  M.  D. 

THORACIC  SURGERY 

1613  N.  Tucson  Blvd.  Telephone  3671 

TUCSON,  ARIZONA 

MESA  MEDICAL  CENTER 
MARK  H.  WALL,  M.  D. 

206  East  Main  St. 

Mesa,  Arizona 
Office  Phone  4350 

BUTLER  CLINIC 
D.  E.  NELSON,  M.  D. 

SUN  VALLEY  CLINIC 

F.  W.  BUTLER,  M.  D. 

34  North  Macdonald 

501-505  Fifth  Avenue 

MESA,  ARIZONA 

SAFFORD,  ARIZONA 

Yol.  7,  No.  2. 
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ORTHOPEDIC  SURGERY 

1 

GEORGE  L.  DIXON,  M.  D. 

GEO.  A.  WILLIAMSON,  M.D.,  F.A.C.S. 

ORTHOPAEDIC  SURGERY 

LEO  L.  TUVESON,  M.  D. 

Diplomate  of  the  American  Board 

of  Orthopaedic  Surgery 

ORTHOPAEDIC  SURGERY 

744  N.  Country  Club  Road  Telephone  5-1533 

800  North  First  Ave.  Telephone  2-2375 

TUCSON,  ARIZONA 

PHOENIX,  ARIZONA 

ROBERT  E.  HASTINGS,  M.D.,  F.A.C.S. 

JAMES  LYTTON-SMITH,  M.  D. 
RONALD  S.  HAINES,  M.  D. 

Diplomate  American  Board  of  Orthopaedic 
Surgery 

JOHN  H.  RICKER,  M.  D. 
STANFORD  F.  HARTMAN,  M.  D. 

ORTHOPAEDIC  SURGERY 

Section  on 

ORTHOPEDIC  SURGERY 

1811  East  Speedway 
TUCSON,  ARIZONA 

Lois  Grunow  Memorial  Clinic 
926  East  McDowell  Road 
Phoenix,  Arizona 

PHYSICIANS  and  SURGEONS 


CHAS.  N.  PLOUSSARD,  B.  S.,  M.  D. 

ROBERT  A.  PRICE,  M.  D. 

F.  A.  C.  S. 

GENERAL  PRACTICE 

SURGERY 

SURGERY  and  UROLOGY 

907  Professional  Bldg.  Phone  3-3193 

Telephone  4-1582  2258  North  15th  Avenue 

Phoenix,  Arizona 

Phoenix,  Arizona 

ANESTHESIOLOGY 


1 

THIS  SPACE  FOR  SALE 

LOUISE  BEWERSDORF,  M.  D. 

FOR  INFORMATION  AND  RATES 

F.  A.  C.  A. 

write  to 

ANESTHESIOLOGY 

ARIZONA  MEDICINE 

208  West  Glenrosa 

401  Heard  Bldg. 

Phone  5-4471  - 8-3451 

PHOENIX,  ARIZONA 

Phoenix,  Arizona 

DERMATOLOGY 


HARRY  A.  CUMMING,  M.  D. 

KENNETH  C.  BAKER,  M.  D. 

DERMATOLOGY 

DERMATOLOGY 

Diplomate  of  American  Board 
of  Dermatology  and  Syphilology 

Phone  8-4883 

Telephone  3-0602  729  N.  Fourth  Ave. 

1313  North  Second  Street  Phoenix,  Arizona 

Tucson,  Arizona 
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DERMATOLOGY 

GEORGE  K.  ROGERS,  M.  D. 

THIS  SPACE  FOR  SALE 

DERMATOLOGY 

FOR  INFORMATION  AND  RATES 

Diplomate  of  American  Board  of 

write  to 

Dermatology  and  Syphilology 

ARIZONA  MEDICINE 

Phone  3-5264 

401  Heard  Bldg. 

105  W.  McDowell  Road  Phoenix,  Arizona 

PHOENIX,  ARIZONA 

OBSTETRICS  and  GYNECOLOGY 


FRED  C.  JORDAN,  M.  D. 


OBSTETRICS  and  PEDIATRICS 

801  North  Second  Ave. 
Phone  8-2796 
Phoenix,  Arizona 


HARRY  J. 

FELCH,  M.  D. 

Physician 

and  Surgeon 

Residence 

Office 

325  W.  Granada 

703  Professional  Bldg. 

Phoenix,  Arizona 

1 5 E.  Monroe  Street 

Residence  3-1  151 

Office  3-1151 

HENRY  A.  SIEGAL,  M.  D. 

1109  Professional  Bldg. 

HAVE  YOU  MADE 

Diplomate  of  American  Board  of  Obstetrics 
and  Gynecology 

YOUR  CONTRIBUTION  TO  THE 

Office  Phone  2-8131 
Directory  - 3-4189 

DAMON  RUNYON  FUND? 

Phoenix,  Arizona 

3PACE  DONATED  BY  M.  J.  WHITELAW,  M.  D. 

EYE,  EAR,  NOSE  and  THROAT 


DUNCAN  G.  GRAHAM,  M.  D. 

EYE,  EAR,  NOSE  and  THROAT 
Certified  by  American  Board  of  Otolaryngology 

1 1 4 West  Pepper  Street 
Mesa,  Arizona 

JOHN  S.  MIKELL,  M.  D. 

1811  East  Speedway 
Tucson,  Arizona 

EAR,  NOSE  AND  THROAT 
BRONCHOSCOPY 

. 

BERNARD  L.  MELTON,  M.  D. 

F.  A.  C.  S.,  F.  I.C.  S. 

PERRY  W.  BAILEY,  M.  D. 

EYE,  EAR,  NOSE  AND  THROAT 

Certified  by  American  Board  of  Ophthalmology 

EYE,  EAR,  NOSE  AND  THROAT 

Certified  by  American  Board  of  Otolaryngology 

JOHN  J.  McLOONE,  M.  D. 

Telephones:  Office  8-0661;  Residence  2-6233 

EYE,  EAR,  NOSE  AND  THROAT 

Office:  39  W.  Adams,  1 17  Winters  Bldg., 

BRONCHOSCOPY  AND  ESOPHAGOSCOPY 

605  Professional  Bldg.  Phone  3-8209 

PHOENIX,  ARIZONA 

PHOENIX,  ARIZONA 
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ARCHIE  E.  CRUTHIRDS,  M.  D., 

THIS  SPACE  FOR  SALE 

F.  A.  C.  S.,  F.  1.  C.  S. 

EYE,  EAR,  NOSE  AND  THROAT 

FOR  INFORMATION  AND  RATES 

Certified  by  American  Board  of  Otolaryngology 

write  to 

American  Academy  of  Ophthalmology  and 

ARIZONA  MEDICINE 

Otolaryngology 

401  Heard  Bldg. 

1011  Professional  Bldg.  Phone  3-5121 

PHOENIX,  ARIZONA 

Phoenix,  Arizona 

SURGERY 


DAVID  C.  JAMES,  M.  D. 

THIS  SPACE  FOR  SALE 

GENERAL  SURGERY 

FOR  INFORMATION  AND  RATES 

Hours  by  Appointment 

write  to 

902  Professional  Bldg. 

ARIZONA  MEDICINE 

Telephone:  8-3165  Directory:  3-1303 

Phoenix,  Arizona 

40  1 Heard  Bldg. 

PHOENIX,  ARIZONA  j 

ALFRED  D.  LEVICK,  M.  D. 

DELBERT  L.  SECRIST.  M.  D., 

PROCTOLOGY 

F.  A.  C.  S. 

1 1 37  West  McDowell  Road 

1 23  South  Stone  Avenue 

Phones  8-2194  - 3-4189 

Tucson,  Arizona 

Phoenix,  Arizona 

Office  Phone  2-3371  Home  Phone  5-9433 

H.  D.  KETCHERSIDE,  M.  D. 

SURGERY  and  UROLOGY 

DONALD  A.  POLSON,  M.  D. 

GENERAL  SURGERY 

Certified  by  the  American  Board  of  Surgery 
800  North  First  Avenue 
Phone  4-7245 
Phoenix,  Arizona 


W.  R.  MANNING,  M.  D.,  F.  A.  C.  S. 

SURGERY 

Diplomate  American  Board  of  Surgery 

620  North  Country  Club  Road  Phone  5-2687 
Tucson,  Arizona 


LOUIS  P.  LUTFY,  M.  D. 

SURGERY  and  GYNECOLOGY 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 


301  West  McDowell  Rd.  Phone  3-4200 

Phoenix,  Arizona 


ARIZONA  MEDICINE 
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LOWELL  C.  WORMLEY,  M.  D. 

SURGERY  AND  UROLOGY 
1202  East  Washington 
Office  Phone  3-2273 
Phoenix,  Arizona 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

401  Heard  Bldg. 
PHOENIX,  ARIZONA 

GENERA 

L PRACTICE 

RAYMOND  1.  McGILVRA,  M.  D. 

GENERAL  PRACTICE 
307  E.  Indian  School  Road 
Office  Phone  5-0750 

Office  Hours:  10-12  and  2-5  By  Appointment 

Phoenix,  Arizona 

PAUL  S.  ARMOUR,  M.  D. 

Office  Phone  4-0293 
If  No  Answer,  Call  3-4189 

543  East  McDowell  - Medical  Arts  Building 
Phoenix,  Arizona 

J.  REICHERT,  M.  D. 

General  Practice 

CARDIO  VASCULAR  DISEASES 
ELECTROCARDIOGRAPHY 

303  West  McDowell  Rd.  Office  Phone  4-7028 

DOCTORS  DIRECTORY  ESTABLISHED 

1920 

3-4189 

Emergency  calls  given  special  attention.  We  will 
locate  your  doctor  before  or  after  office  hours. 

BERTHA  CASE,  R.  N.,  Director 
ADA  JOY  CASE 

1493  East  Roosevelt 
Phoenix,  Arizona 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

401  Heard  Bldg. 
PHOENIX,  ARIZONA 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

401  Heard  Bldg. 
PHOENIX,  ARIZONA 

CHILDREN'S  DISEASES 


MILTON  C.  F.  SEMOFF,  M.  D. 

JULIUS  CITRON,  D.  S.  C., 

522  North  Tucson  Blvd. 

F.  P.  R.  S. 

Tucson,  Arizona 
Phone  5933 

DISORDERS  OF  THE  FOOT 

Fellow  of  the 

American  Academy  of  Pediatrics 

517  West  McDowell  Road 
Hours  9-5  Phone  2-9312 

Phoenix,  Arizona 
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PATHOLOGICAL  LABORATORIES 


PATHOLOGICAL  LABORATORY 

507  Professional  Building  Telephone  3-4105 

W.  WARNER  WATKINS  AND 
ASSOCIATES 

1313  North  Second  Street  Telephone  8-3484 

Phoenix,  Arizona 


RADIOLOGY 


GOSS  - DUFFY  LABORATORY 

PATHOLOGICAL  LABORATORY 

507  Professional  Building  Telephone  3-4105 

X-RAY  AND  CLINICAL  DIAGNOSIS 

MEDICAL  CENTER  X-RAY 
LABORATORY 

; 316  West  McDowell  Road 

1313  North  Second  Street  Telephone  8-3484 

W.  Warner  Watkins,  M.D.  R.  Lee  Foster,  M.D. 

John  W.  Kennedy,  M.  D. 

Phoenix,  Arizona 

Diplomates  of  American  Board  of  Radiology 

Phoenix,  Arizona 

DRS.  HAYDEN,  PRESENT,  WELSH 
AND  HILEMAN 

Diplomates  of 

American  Board  of  Radiology 

DIAGNOSTIC  ROENTGENOLOGY 

23  East  Ochoa 
Tucson 

ALLERGY  PROCTOLOGY 


E.  A.  GATTERDAM,  M.  D, 

ALLERGY 

15  E.  Monroe  St.,  Professional  Bldg. 
Office  Hours:  11  A.  M to  5 P.  M. 
Phoenix,  Arizona 


SPEECH  PATHOLOGY 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

401  Heard  Bldg. 
PHOENIX,  ARIZONA 


ROBERT  N.  PLUMMER,  Ph.  D. 

SPEECH  PATHOLOGY 
including 

Lip  Reading  and  Speech  for  the  Deaf 

Professional  Member 
American  Speech  and  Hearing  Association 

Medical  Arts  Bldg.  Phone  3-2051 

Phoenix,  Arizona 


WALLACE  M.  MEYER,  M.  D. 

PROCTOLOGY 

903  Professional  Bldg. 

Phone  2-2822  - 3-4189 
Phoenix,  Arizona 


MARCY  L.  SUSSMAN,  M.  D., 

F.  A.  C.  R. 

Diplomate  of  American  Board  of  Radiology 

801  North  Second  Ave. 
Telephone  8- 1 027 
Phoenix,  Arizona 


G.  O.  HARTMAN,  M.  D. 

PATHOLOGICAL  LABORATORY 
20  E.  Ochoa  St.  Phone:  3-4861 

TUCSON,  ARIZONA 


THE  ORTHOPEDIC  CLINIC 

For  the  Treatment  of  Fractures,  Diseases  and  Surgery  of 
the  Bones  and  Joints 

ORTHOPEDIC  SURGERY 

W.  A.  BISHOP,  Jr.,  M.  D.,  F.  A.  C.  S.  ALVIN  L,  SWENSON,  M.  D. 

Diplomates  of  the  American  Board  of  Orthopedic  Surgery 

ARTHRITIS 

DeWITT  W.  ENGLUND,  M.  D 

1313  North  Second  Street  Phone  8-1586 

Phoenix,  Arizona 


_____  PATHOLOGY  ■ 

This  is  to  announce  that  tissues  for  diagnosis  are  accepted  by  the  follow- 
ing physicians  who  practice  in  Arizona,  are  not  exclusively  governmentally 
employed,  and  are  qualified  as  pathologic  anatomists: 


J.  D.  BARGER,  M.  D. 

Pima  County  General  Hospital 
Tucson,  Arizona 

RALPH  H.  FULLER,  M.  D. 

St.  Mary's  Hospital 
Tucson,  Arizona 

GEORGE  0.  HARTMAN,  M.  D. 

20  East  Ochoa  Street 
Tucson,  Arizona 


LOUIS  HIRSCH,  M.  D. 

Tucson  Medical  Center 
Tucson,  Arizona 

MAURICE  ROSENTHAL,  M.  D. 

St.  Monica's  Hospital 
Phoenix,  Arizona 

O.  O.  WILLIAMS,  M.  D. 

425  North  Fourth  Street 
Phoenix,  Arizona 


HAROLD  WOOD,  M.  D. 

1033  East  McDowell  Road 
Phoenix,  Arizona 


RADIOLOGY  — ■ — 

TUCSON  TUMOR  INSTITUTE 

LUDWIG  LINDBERG,  M.  D.  JAMES  H.  WEST,  M.  D.,  F.A.C.R. 
Diplomates  of  American  Board  of  Radiology 


RADIUM  AND  X-RAY  THERAPY 


721  North  4th  Ave. 


TUCSON,  ARIZONA 
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ARIZONA  MEDICAL  ASSOCIATION 


ANNUAL 

April  30,  May  I,  2,  3 


MEETING 

Phoenix,  Arizona 


u„  C.  MEDICAL  LIBRARY 

Agi*  4-  1950 

San  i-rancisco,  22 


...  in  a prescription  signifies  "of  each.”  Applied  to 
Lilly  products , f/»s  terra  alludes  to  uniformity  of  quality. 


Of  each  product  bearing  the  Lilly  label  are  demanded 
the  highest  standards. 


Of  each  prescription  for  a Lilly  product , the  physician 
may  expect  and  ivill  receive  completely  reliable  medication. 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 


Voi.  7,  No.  3 • M A R C H , 1 9 5 0 • TABLE  SL??NTENT 


with 


■ ' 


mycetin 


PACKAGING 

CHLOROMYCETIN  ( Chlor- 
amphenicol, Parke-Davis)  is 
supplied  in  0.25  Gm.  Kap- 
seals.®  Descriptive  litera- 
ture on  CHLOROMYCETIN 
is  available  to  physicians  on 
request. 


of  course,  is  but  one  item  in  the  total  cost  of 
illness,  the  greatest  expense  stemming  from  the  length  of  incapacitation 
and  consequent  loss  of  working  time.  One  distinct  advantage  of 
CHLOROMYCETIN  therapy  is  its  fundamental  economy— quick  clinical 
response,  reduced  morbidity,  shortened  convalescence  and  earlier  re- 
turn of  the  patient  to  his  job. 

Wa'Utcu/a'i/gL  tfacima/ic  kebu/fa  are  now  obtained  in  a disease  such 
as  typhoid  fever,  where  the  illness  formerly  ran  its  course  for  several 
weeks  because  of  lack  of  specific  therapy.  Lengthy  hospitalization,  spe- 
cial nursing  care,  the  supportive  measures  during  this  prolonged  period 
—all  have  contributed  to  increased  costs.  However,  CHLOROMYCETIN 
changes  this:  the  duration  of  illness  is  greatly  reduced,  defervescence 
occurring  within  2 to  3 days  after  treatment  is  begun.  With  control  of 
the  infection,  general  improvement  is  manifest  and  recovery  is  rapid. 

of  efficacy  of  CHLOROMYCETIN  has  also  been  dem- 
onstrated in  a number  of  other  diseases  previously  unresponsive  or 
poorly  responsive  to  treatment,  such  as  acute  undulant  fever,  urinary 
tract  infection,  bacillary  and  atypical  pneumonia,  typhus  fever,  Rocky 
Mountain  spotted  fever,  scrub  typhus,  and  granuloma  inguinale. 
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Outstanding  Value  . . . 

Outstanding  Nutritional  Benefits 

Whether  the  pocketbook  calls  for  economy  or  permits  satisfaction 
of  that  urge  for  the  fanciest  cuts,  meat  gives  your  patients  full 
value  for  their  money.  Every  cut  and  kind  of  meat  supplies,  in 
abundance , these  essential  nutrients: 

1.  Biologically  complete  protein  . . . the  kind  which  satisfies 
the  requirements  for  growth  and  which  is  needed  daily  for 
tissue  maintenance,  antibody  formation,  hemoglobin  syn- 
thesis, and  good  physical  condition. 

2.  The  essential  B complex  vitamins,  thiamine,  riboflavin,  and 
niacin. 

3.  Essential  minerals,  including  iron  in  particular. 

In  addition  to  these  tangible  values,  meat  ranks  exceptionally 
high  not  only  in  taste  and  palate  appeal,  but  also  in  satiety  value. 

The  instinctive  choice  of  meat  as  man’s  favorite  protein  food 
has  behind  it  sound  nutritional  justification.* 


The  Seal  of  Acceptance  denotes  that 
the  nutritional  statements  made  in 
this  advertisement  are  acceptable  to 
the  Council  on  Foods  and  Nutrition 
of  the  American  Medical  Association. 


*McLester,  J.  S.:  Protein  Comes  Into  Its  Own,  J.A.M.A.  139.H91  (Apr.  2,)  1949 

American  Meat  Institute 

Main  Office,  Chicago. ..MembersThrougHout  the  United  States 
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INSURANCE 

FOR  PHYSICIANS,  SURGEONS,  DENTISTS  EXCLUSIVELY 


$5,000.00  accidental  death  $8.00 

$25.00  weekly  indemnity,  accident  and  sickness  Quartern 

$10,000.00  accidental  death  $16.00 

$50.00  weehlu  indemnity,  accident  and  sickness  Quarterly 

$15,000.00  accidental  death  $24.00 

$75.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$20,000.00  accidental  death  $32.00 

$100.00  weekly  indemnity,  accident  and  sickness  Quarterly 


Cost  has  never  exceeded  amounts  shown. 

ALSO  HOSPITAL  POLICIES  FOR  MEMBERS,  WIVES 
AND  CHILDREN  AT  SMALL  ADDITIONAL  COST 

85c  out  of  each  $1.00  gross  income 
used  for  members’  benefit 

$3,700,000.00  $16,000,000.00 

INVESTEDASSETS  PAID  FOR  CLAIMS 

$200,000  deposited  with  State  of  Nebraska  for  protection  of  our  members 

Disability  need  not  be  incurred  in  line  of  duty  — benefits 
from  the  beginning  day  of  disability. 

PHYSICIANS  CASUALTY  ASSOCIATION 
PHYSICIANS  HEALTH  ASSOCIATION 

48  years  under  the  same  management 

400  First  National  Bank  Building  Omaha  2,  Nebraska 
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Throat  Specialists 
report  on  30-day  te 
of  Camel  smokers: 


lings  si*™0' 
3tal  of  2,470 

of  the  throats 
ndwomenv/ho 

d only  Camels 
days. 


»,  these  yreretneT...- 
jeciahsts  after  a c 
,eekly  examinations 
hundreds  of  men  « 
moked  Camels- an 
_ for  30  consecutive 


' I MADE  THE  30- 
DAY  TEST  AND  MY  DOCTOR'S 


REPORT  WAS  NO  SURPRISE  TO  * 
ME.1  I KNOW  CAMELS  ARE  MILD 
- MY  THROAT  TOLD  ME  SO  WITH 


EVERY  PUFF  AND  EVERY 


PACK 


Real-estate  broker  Elana 
O'Brian,  one  of  the  hundreds 
of  people  from  coast  to  coast 
who  made  the  30-day  Camel 
mildness  test  under  the  obser- 
vation of  throat  specialists. 


It.  J.  Reynolds  Tobacco  Company,  Winston-Salem,  N.  C. 


According  to  a Nationwide  survey: 

More  Doctors  Smoke  Camels 

than  any  other  cigarette 

Yes,  doctors  smoke  for  pleasure,  too!  In  a nationwide  survey,  three  independent  research  organi- 
zations asked  113,597  doctors  what  cigarette  they  smoked.  The  brand  named  most  was  Camel. 


NEO-IOPAX 

sodium  iodomethaniute 


CORPORATION 

BLOOMFIELD,  NEW  JERSEY 


Consider  the  amount  of  information  you  can  obtain  by  intra- 
venous urography  following  a single  injection  of  Neo-Iopax,® 
Schering’s  brand  of  sodium  iodomethamate.  This  simple  diag- 
nostic procedure  can  often  rule  out  urinary  tract  pathology  or, 
on  the  other  hand,  can  indicate  its  presence. 

Many  an  obscure  diagnostic  problem  has  been  clarified  with  the 
aid  of  Neo-Iopax,  which  is  one  of  the  most  efficient  urographic 
contrast  media  employed  today,  and  one  of  the  safest  for  all  age 
groups.  The  safety  record  of  Neo-Iopax  has  been  truly  unique, 
since  its  introduction  fifteen  years  ago. 

Neo-Iopax  is  available  in  10,  20  and  30  cc.  ampuls  of  50%  con- 
centration, and  in  10  and  20  cc.  ampuls  of  75%  concentration; 
packaged  in  boxes  of  1,  5 and  20  ampuls. 


NEO-IOPAX 
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DOCTOR, 

WILL  YOU  MAKE 
THIS  NOSE  TEST? 

SEE  AT  ONCE  PHILIP  MORRIS 
ARE  LESS  IRRITATING 


It  is  one  thing  to  read  published  studies. ::  Quite 
another  to  have  your  own  personal  experience 
provide  the  proof!  The  Philip  Morris  nose  test 
takes  but  a moment.  Won’t  you  try  it? 

HERE  IS  ALL  YOU  DO: 


...light  up  a Philip  Morris 

Take  a puff -DON'T  INHALE.  Just 
s-l-o-w-l-y  let  the  smoke  come  through 
your  nose.  AND  NOW  . . . 


. . . light  up  your  present  brand 

Do  exactly  the  same  thing  — DON'T 
INHALE.  Notice  that  bite,  that  sting? 
Quite  a difference  from  PHILIP  MORRIS! 


With  proof  so  conclusive,  would  it  not  be  pood  practice 
to  suggest  Philip  Morris  to  your  patients  who  smoke? 


Philip  Morris 

Philip  Morris  & Co.,  Ltd.,  Inc. 

100  Park  Avenue,  New  York  17,  N.  Y. 


Proc.  Soc,  Exp.  Biol,  and  Med..  1934,32,241-245  ;N.Y.  State  Journ.  Med.,  Vol.  35.  6-1-25,  No.  11,  590-592; 
\ Laryngoscope.  Feb.  1935,  Vol.  XLV,  No.  2,  149-154;  Laryngoscope,  Jan.  1937,  Vol.  XLVII,  No.  1,  58-60 
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OILY  K 0 R 0 M E X 


OFFERS  THE  DOCTOR  ALL  OF  THE  ITEMS  TO 
MEET  PATIENTS’  INDIVIDUAL  REQUIREMENTS 
WHERE  CONCEPTION  IS  CONTRA-INDICATED 

Co- incident  with  this  advertisement,  many  of  the  large  page  advertisements  in 
our  March  publications  will  illustrate  the  entire  Holland-Rantos  line  . . . complete  to 
the  physician’s  exacting  needs  . . . and  available  in  the  drugstore.  >->->-  For  a 
free  copy  of  a fully  illustrated  reprint  of  this  whole  line  write  to  Holland-Rantos 


K 0 R 0 M E X 

® 

“A  CHOICE  OF  PHYSICIANS” 


HOLLAND-RANTOS  COMPANY,  INC.,  145  HUDSON  STREET,  NEW  YORK  13,  N.  Y. 

MERLE  L.  YOUNGS  • PRESIDENT 

( 
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Not  just  milk  replacement  but  casein  replacement . . . 

Casein -and  also  lactalbumin-are  frequently  the  cause  of  hypersen- 
sitiveness to  cow’s  milk.  This  hypersensitiveness  can  be  manifested 
by  gastrointestinal  upsets  followed  in  time  by  eczema  of  a mild 
or  acute  nature.  In  such  cases  cow's  milk  of  all  types  must  be 
eliminated  from  the  diet.  Mull-Soy  is  the  near  equivalent  for  milk 
to  be  used  in  these  cases. 


Mull-Soy  diluted  with  equal  volume  of  water 


Average  whole  cow’s  milk 


A scientifically  sound  formula  for  avoidance 
of  casein  allergy 

Stable— vacuum  packed 

High  in  unsaturated  fatty  acids  essential 
for  growth 

Pleasant-tasting 

A homogenized  liquid,  not  a powder 
or  a hydrolysate 

For  hypoallergenic  diet  in  infants 
or  adults  look  to 


MULL-SOY 


The  Borden  Company, 


Prescription  Products  Division 


350  Madison  Avenue,  New  York  17 


At  drugstores  in  l5‘/2  oz.  tins. 
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in  Mixed 
Bacterial 
Genitourinary 
Infections 


Aurcomycin  is  now  rapidly  becoming  recognized  as 
a drug  of  choice  in  the  treatment  ol  mixed  bacterial 
genitourin  try  infections,  particularly  those  in  which 
Escherichia  coli  and  Aerobacter  aerogenes  play  a part. 
Intractability  of  a genitourinary  infection  is  an  espe- 
cial indication  for  aureomycin. 

Aureomycin  has  also  been  found  highly  effective 
for  the  control  of  the  following  infections:  African 
tick-bite  fever,  acute  amebiasis,  bacterial  and  virus-like 
infections  of  the  eye,  bacteroicles  septicemia,  bouton- 
neuse  fever,  acute  brucellosis,  Gram-positive  infections 
(including  those  caused  by  streptococci,  staphylococci, 
and  pneumococci),  Gram-negative  infections  (includ- 
ing those  caused  by  the  coli-aerogenes  group),  granu- 
loma inguinale,  H.  influenzae  infections,  lymphogran- 
uloma venereum,  peritonitis,  primary  atypical  pneu- 
monia, psittacosis  (parrot  fever),  Q fever,  rickettsial- 
pox, Rocky  Mountain  spotted  fever,  subacute  bacte- 
rial endocarditis  resistant  to  penicillin,  tularemia  and 
typhus. 


AU  R E O M VC  I N 


HYDROCHLORIDE 


LEDERLE 


Capsules:  Bottles  of  25,  50  mg.  each  capsule.  Bottles  of  16,  250  mg.  each  capsule. 
Ophthalmic:  Vials  of  25  mg.  with  dropper;  solution  prepared  by  adding  5 cc.  of  distilled  water. 


LEDERLE  LABOR  AT  O R T E S D I V I S T O N mer/cax  Cifanamid  company  30  Rockefeller  Plaza,  New  York  20,  N.  Y. 
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COUNCIL  ON 
PHARMACY 
CHEMISTRY. 


Double 

gel 

action 

AMPHOJEL® 


Double  protection  for  the  peptic  ulcer  patient 


ALUMINUM  HYDROXIDE  GEL 
ALUMINA  GEL 


AMPHOJEL,  unique  “two-gels-in-one"  product, 
provides: 

• chemical  protection  by  reacting  with  gastric 
acid  to  reduce  acidity  to  noncorrosive  levels;  and 

• physical  protection  because  its  demulcent  gel 
content  acts  like  a ‘‘mineral  mucin,”  which  favors 
the  natural  healing  process. 

Bottles  of  12  f).  oz.  at  all  drugstores. 


V/yrtA  Incorporated,  Philadelphia  3,  Pa. 
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for  a protein-rich  diet3I.V. 


N/  hen  the  patient  can’t  eat  protein  foods,  you  can  rebuild  and 
maintain  nitrogen  balance  intravenously  with  Aminosol. 

The  source  of  Aminosol,  animal  blood  fibrin,  is  one  of  the  highest 
biologic  value  proteins.  As  a hydrolysate,  Aminosol  contains 
all  the  essential  amino  acids  in  the  correct  pattern  lor 
optimum  tissue  repletion. 

Clinical  usage  has  shown  Aminosol  may  safely  serve  as  the 
only  intake  of  amino  acids  (2000  cc.  daily  for  a 70-Kg.  man) 
or  as  a dietary  supplement  in  critical  or  prolonged  illnesses 
(1000  cc.  daily). 

Stable  for  two  years  or  more,  Aminosol  is  sterilized  by 
filtration  and  autoclaving.  Rigid  tests  prove  each  manufactured 
lot  pyrogen-  and  antigen-free.  It  is  available  in  250-cc.,  500-cc. 
and  1000-cc.  containers.  A sure  way  to  preserve  the  safety  of 
Aminosol  in  venoclysis  is  to  employ  sterile,  disposable  Venopak* 
equipment — which  has  a strip  of  gum  rubber  tubing  next  to  the 
needle  adapter  for  easy  injection  of  vitamin  B complex  or 
vitamin  C during  the  infusion.  For  detailed  literature  on  the 
Aminosol  line  of  Abbott’s  parenteral  solutions,  take  a moment  now 
to  drop  a card  to  Abbott  Laboratories,  North  Chicago,  Illinois. 

*Trade  Mark  for  Abbott's  Completely  Disposable  Venoclysis  Unit 


5%  Solution 
5%  with  Dextrose  5% 
5%  with  Dextrose  5%  and  Sodium  Chloride  0.3% 


AMINOSOL* 

(ABBOTT’S  MODIFIED  FIBRIN  HYDROLYSATE) 
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Concise 


Vitamin 


Facts 


From  Merck  & Co.,  Inc. 
— where  many  of  the 
individual  vitamins 
were  first  synthesized. 


.These  six  Merck  Vitamin  Reviews  are  yours  for 
the  asking  while  the  editions  last.  These  concise 
reviews  contain  up-to-date,  authoritative  facts 
and  can  he  most  useful  for  quick  reference.  Please 
address  requests  for  copies  to  Merck  & Co.,  Inc., 
Rahway,  N.  J. 

Partial  Index  of  Contents 

*  ^ Factors  that  produce  avitaminosis. 

» >■  Sijins  anil  symptoms  of  deficiency. 

*  > Daily  requirements  anil  dosages. 

*  Distribution  in  foods. 

*■ > .Methods  of  administration. 

» ► Clinical  use  in  specific  conditions. 

MERCK  & CO.,  INC. 
Manufacturing  Chemists 
RAHWAY,  N.  J. 


MERCK 


MERCK  VITAMINS  are  available  under  the  labels 
of  leading  Pharmaceutical  Manufacturers  in 
appropriate  pharmaceutical  forms 
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Hamblen,  E.  C. : Some  Aspects 
of  Sex  Endocrinology 
in  General  Practice, 
North  Carolina  M.  J. 
7:533  (Oct.)  1946. 


"Nowhere  in  medicine  are 
more  dramatic  therapeutic  effects 
obtained  than  those  which 
follow  estrogen  therapy  in  the 
girl  who  has  failed  to  develop 
sexually.  A daily  dose  of  2.5  to 
3.75  mg.  of  Tremarin’  given  in  a 
cyclic  fashion  for  several  months 
may  bring  about  striking  adolescent 
changes  in  these  individuals.”* 


Estrogenic 
Substances 
(water-soluble  ) 
also  known  as 
Conjugated 
Estrogens 
(equine). 


“Premarin”— a naturally  conjugated  estrogen— long  a choice 
of  physicians  treating  the  climacteric— has  been  earning 
further  clinical  acclaim  as  replacement  therapy 
in  hypogenitalism. 

In  the  treatment  of  hypogenitalism,  “Premarin”  supplies 
the  estrogenic  factors  that  are  missing,  and  thus  tends  to 
eliminate  the  manifestation  of  the  hypo-ovarian  state.  The 
aim  of  therapy  is  to  develop  the  reproductive  and  accessory 
sex  organs  to  a state  compatible  with  normal  function. 

Four  potencies  of  “Premarin”  permit  flexibility  of 
dosages:  2.5  mg.,  1.25  mg.,  0.625  mg.,  and  0.3  mg.  tablets; 
also  in  liquid  form,  0.625  mg.  in  each  4 cc.  (1  teaspoonful). 

While  sodium  estrone  sulfate  is  the  principal  estrogen 
in  “Premarin”  other  equine  estrogens... estradiol,  equilin, 
equilenin,  hippulin . . . are  probably  also  present  in 
varying  amounts  as  water-soluble  conjugates. 


Ayerst,  McKenna  & Harrison  Limited 
22  East  40th  Street,  New  York  16,  New  York 


3003 
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PHOSPHO-S 


of  its 

Authoritative  Endorsement 

Phospho-Soda  (Fleet)'s*  endorsement  by  modern  clinical 
authorities  stems  in  great  measure  from  its  gently  thor- 
ough action— free  from  disturbing  side  effects.  That,  too, 
is  why  so  many  practitioners  are  relying  increasingly  on 
this  safe,  dependable,  ethical  medication  for  judicious 
laxative  therapy.  Liberal  samples  on  request. 

* Phospho-Soda  (Fleet)  is  a solution  containing  in  each  100  cc.  sodium  biphosphate  48  Gm.  and 
sodium  phosphate  18  Gm.  Both  'Phospho-Soda'  and  'Fleet'  are  registered  trade  marks  of 
C.  B.  Fleet  Company,  Inc. 

C.  B.  FLEET  CO.,  INC.  • lynchburg,  Virginia 
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Isadora  Duncan,  renowned  American  dancer,  was  admired  throughout 
the  world  for  her  creative  ideas  and  graceful  artistry,  but  estranged 
her  native  public  through  her  psychoneurotic  eccentricities. 


The  majority  of  psychoneurotics  have  no  serious  mental  illness,  but  display  merely  an 
emotional  imbalance  which  often  can  be  greatly  improved  by  appropriate  psychotherapeutic 
and  sedative  management.  In  the  treatment  of  psychoneurosis,  particularly  agitated, 
depressed  and  anxiety  states,  Mebaral  is  especially  useful  when  tranquillity  with  minimal 
hypnotic  action  is  desired.  Sedative  dose:  Adults,  from  32  mg.  to  0.1  Gm.  ('A  to  VA  grains) 
three  or  four  times  daily.  Children,  from  16  to  32  mg.  (14  to  A grain)  three  or  four  times  daily, 
Supplied  in  tablets  of  32  mg.,  0.1  G s.  and  0.2  Gm. 


j M E JB  A RAL 

BRAND  O F MEPHOBARBITAL 


TASTELESS  SEDATIVE  AND  ANTIEPILEPTIC  • LITTLE  OR  NO  DROWSINESS 


INC. 


New  York,  n.y. 


Windsor,  Ont. 


Mebaral,  trademark  reg.  U.  S.  & Canoda 
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LIVERMORE  SANITARIUM 


• The  Hydropathic  Department 
devoted  to  the  treatment  of  gen- 
eral diseases,  excluding  surgical 
and  acute  infectious  cases.  Special 
attention  given  functional  and  or- 
ganic nervous  diseases.  A well 
equipped  clinical  laboratory  and 
modern  X-ray  Department  are  in 
use  for  diagnosis. 


• The  Cottage  Department  ( for 
mental  patients ) has  its  own  fa- 
cilities for  hydropathic  and  other 
treatments.  It  consists  of  small 
cottages  with  homelike  surround- 
ings, permitting  the  segregation  of 
patients  in  accordance  with  the 
type  of  psychosis.  Also  bungalows 
for  individual  patients,  offering 
the  highest  class  of  accommoda- 
tions with  privacy  and  comfort. 


GENERAL  FEATURES 

1.  Climatic  advantages  not  excelled  in  United  States.  Beautiful  grounds  and  attractive  surrounding  country. 

2.  Indoor  and  outdoor  gymnastics  under  the  charge  of  an  athletic  director.  An  excellent  Occupational  Department. 

3.  A resident  medical  staff.  A large  and  well-trained  nursing  staff  so  that  each  patient  is  given  careful  individual  attention. 


Information  and  circulars  upon  request. 


Address:  O.  B.  JENSEN,  M.D. 
Superintendent  and  Medical  Director 
Livermore,  California 
Telephone  313 


CITY  OFFICES; 


San  Francisco 

450  Sutter  Street 
GArfield  1-5040 


Oakland 

1624  Franklin  Street 
GLencourt  1-5988 


A FORMULA,  a couple  of  machines  and  a label? 

. . . That’s  about  it — for  just  any  ampoule. 


But  the  careful  physician  won’t  settle  for  just 
any  product — ampoule  or  otherwise. 

When  he  prescribes,  he  wants  the  label  to 

signify — beyond  the  shadow  of  a doubt — 
a clean  manufacturing  record,  preferably 

one  stretching  back  a generation  or  more; 
unfailing  adherence  to  controls; 

a research  program  with  adequate  staff 
and  facilities;  and  for  final  confirmation,  a 

place  on  the  roster  of  Council  accepted  products. 


You  need  settle  for  nothing  less  when 
you  specify  medication  labeled 

THE  SMITH-DORSEY  COMPANY 
LINCOLN,  NEBRASKA 
BRANCHES  AT  LOS  ANGELES  AND  DALLAS 

• 

MANUFACTURERS  OF  FINE 
PHARMACEUTICALS  SINCE  1908 
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LACTOGEN 


CLOSELY  APPROXIMATES 
BREAST  MILK 


Advertised  to 

the  Medical  Profession  only. 


compahVVwc.,  new 


LACTOGEN  + WATER 

1 level  tablespoon  2 fl.  ozs. 


FORMULA 


2 fl.  ozs. 

(20  Cals,  per  fl.  oz.) 


1 level  tablespoon 
(40  Cals.) 


An  Observation  on  the  Accuracy  of  Digitalis  Doses 


Withering  made  this  penetrating  observation  in 
his  classic  monograph  on  digitalis:  "The  more  1 
saw  of  the  great  powers  of  this  plant,  the  more  it 
seemed  necessary  to  bring  the  doses  of  it  to  the 
greatest  possible  accuracy.”1 

To  achieve  the  greatest  accuracy  in  dosage  and  at 
the  same  time  to  preserve  the  full  activity  of  the 
leaf,  the  total  cardioactive  principles  must  be  iso- 
lated from  the  plant  in  pure  crystalline  form  so 
that  doses  can  be  based  on  the  actual  weight  of  the 
active  constituents.  This  is,  in  fact,  the  method  by 
which  Digilanid®  is  made. 


Clinical  investigation  has  proved  that  Digilanid  is 
"an  effective  cardioactive  preparation,  which  has 
the  advantages  of  purity,  stability  and  accuracy  as 
to  dosage  and  therapeutic  effect.”" 

Average  dose  for  initiating  treatment:  2 to  4 tab- 
lets of  Digilanid  daily  until  the  desired  therapeutic 
level  is  reached. 

Average  maintenance  dose:  1 tablet  daily. 

Also  available:  Drops,  Ampuls  and  Suppositories. 

1.  Withering,  W An  account  of  the  Foxglove.  London,  1785. 

2.  Rimmerman,  A.  B.:  Digilanid  and  the  Therapy  of  Congestive 
Heart  Disease,  Am.  J.  M.  Sc.  209:  33-41  (Jan.)  1945. 

Literature  giving  further  details  about  Digilanid  and  Physician's  Trial 
Supply  are  available  on  request. 


Digilanid  contains  all  the  initial  glycosides  from 
Digitalis  lanata  in  crystalline  form.  It  thus  truly 
represents  "the  great  powers  of  the  plant”  and 
brings  "the  doses  of  it  to  the  greatest  possible 
accuracy”. 


Sandoz 

Pharmaceuticals 


DIVISION  OF  SANDOZ  CHEMICAL  WORKS.  INC. 

68  CHARLTON  STREET,  NEW  YORK  14,  NEW  YORK 
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PREMIER  HOTEL  OF  THE  SOUTHWEST 


For  a relaxing  resort  at- 
mosphere with  every  met- 
ropolitan convenience. 


Atop  The  Patio  Suites 
Our  new  MASSAGE  PARLOR 
Offers  the  very  finest 
in  modern  equipment,  AIR  CONDITIONING 

service  and  skill  IN  EVERY  ROOM 

IN  DOWNTOWN  PHOENIX  • JOHN  B.  MILLS,  President  & General  Mgr. 
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No  wonder  drug  - a sure  prescription 
for  security  is  a savings  account, 
strengthened  by  regular  deposits. 
Write  this  prescription  for  yourself  - 
open  a federally  insured  savings  ac- 
count now  and  let  your  investment 
earn  2%  dividends  for  you. 


nRSTRraRAl. 


30  WEST  ADAMS,  PHOENIX  • 148  E.  SECOND  ST.,  YUMA 


Medical  & Dental 

FINANCE  BUREAU 

407  PROFESSIONAL  BLOG.  * PHOENIX,  ARIZONA 
PHONE  4-4688 

Geo  E.  Richardson,  Pres. 


* Convenient  monthly  payments 
for  the  patient. 

*Cash  for  the  doctor. 

* Doctor  does  not  guarantee 
payment. 


AN  ETHICAL 
FINANCIAL  SERVICE 
FOR  YOUR  PATIENTS- 
FOUNDED  1936 


LAS  ENCINAS  SANITARIUM 


Pasadena,  California 

INTERNAL  MEDICINE  INCLUDING  FUNCTIONAL  AND  ORGANIC  NERVOUS  SYSTEM  DISEASES 

Board  of  Directors:  GEORGE  DOCK,  M.D.,  President;  J.  ROBERT  SANFORD,  M.D.,  Vice-President 
Address:  CHARLES  W.  THOMPSON,  M.  D , F.  A.  C.  P.,  Medical  Director,  Posodeno,  Californio 
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SOUTHWESTERN  SURGICAL 
SUPPLY  CO. 


YOUR  COMPLETE  SOURCE  IN  THE  SOUTHWEST 
FOR  ALL  ETHICAL  MEDICAL  EQUIPMENT  AND 
SUPPLIES 

• 

PHOENIX  TUCSON  EL  PASO 


MILLAM  & WIKLE 

cRainbow  Water 

STATIONERS 

★ 

Phone  3-0888 

A constantly  reliable  bottled  water  . . . 

22  East  Monroe 

Pure  . . . Fresh  . . . Naturally  Soft 

Phoenix 

Untreated  . . . Sterilized  Equipment 

Delivered  Also  Distilled  Water. 

U* 

★ 

STATIONERY 

PHONE  2-4645 

OFFICE  SUPPLIES 

★ 

OFFICE  EQUIPMENT 

RAINBOW  WATER  CO. 

332  East  Seventh  Tucson 
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THE  ARIZONA  SCORPION  PROBLEM 

HERBERT  L.  STAHNKE,  Ph.  D. 

I )i  rector  Poisonous  Animals  Research  Laboratory 
Arizona  State  College,  Tempe,  Arizona 


TP  OR  many  years,  the  extent  and  nature  of  our 
scorpion  problem  seems  to  have  been  a de- 
batable question.  Perhaps  the  information  here 
presented  will  help  clarify  the  issue  so  that  a 
complete  solution  can  be  realized  sooner. 

An  over-all  view  of  the  problem  can  most 
readily  be  obtained  from  the  statistics  derived 
from  a recent  questionnaire  sent  to  the  mem- 
bers of  the  Arizona  Medical  Association.  From 
this  data,  as  shown  in  Table  I,  we  see  that  Ari- 
zona physicians  have  treated  1,553  cases  of  scor- 
pionism  in  a ten-month  period.  In  keeping  with 
this  total,  it  would  be  conservative  to  state  that 
over  2,500  people  are  stung  each  year  by  scor- 
pions since  many  cases  never  come  under  the 
doctor's  surveillance. 

The  data,  on  the  effects  of  the  scorpion  sting, 
gives  us  an  excellent  picture  of  the  distribution 
of  the  lethal  and  non-lethal  species.  The  only 
two  known  to  produce  a lethal  venom  are  Cen- 
truroides sculpturatus  Ewing  and  Centruroides 
gertschi  Stahnke.  In  keeping  with  actual  col- 
lecting data,  the  above  findings  show  that  these 
two  scorpions  have  not  made  their  presence 
known  in  Coconino,  Mohave,  and  Navajo  Coun- 
ties. C.  sculpturatus  has  been  taken  once  in  the 
Petrified  Forest  National  Monument  of  Apache 
County.  In  Yavapai  County  both  lethal  species 
are  found  rather  frequently  from  Cottonwood 
through  the  Oak  Creek  Canyon  region.  C. 
gertschi  is  more  abundant  here  than  C.  sculp- 
turatus. The  latter  has  also  been  taken  from 
Yarnell  south  to  the  Yavapai  County  line.  Other 
parts  of  this  county  seem  to  be  free  of  these 
lethal  species.  The  number  of  cases  reported 
from  Cochise,  Graham,  Greenlee,  and  Santa 
Cruz  counties  is  misleading.  These  counties  have 


a rather  heavy  population  of  C.  gertschi  but  due 
to  a sparser  human  population  have  fewer  con- 
tacts. They  illustrate  well  why  scorpions  did 
not  present  as  great  a problem  in  Arizona  while 
our  state  population  was  small  and  why  some 
people  still  tend  to  consider  scorpions  as  not 
being  dangerous. 

The  cases  reported  under  3d,  e,  & f in  Table 
I have  all  obviously  been  stung  by  non-lethal 
scorpions,  as  indicated  by  the  following  discus- 
sion : 

From  laboratory  and  clinical  findings  we  may 
classify  all  scorpions  as  possessing  either  a lethal 
or  non-lethal  venom.  The  venom  of  the  two  lethal 
species  gives  the  following  characteristic  reac- 
tions: Let  us  suppose  the  patient  has  been  stung 
on  the  tip  of  one  of  the  digits  of  the  hand.  The 
only  visible  effect  at  the  site  of  the  sting  may 
be  a tiny  blood  spot  should  the  aculeus  have 
penetrated  a tiny  vessel.  Otherwise  there  is 
never  a wheal,  or  swelling,  or  discoloration  from 
one  of  the  two  previously  mentioned  species.1 
The  absence  of  any  visible  sign,  when  the  in- 
formation is  positive  that  the  patient  has  con- 
tacted a scorpion,  should  suggest  a sting  by  an 
Arizona  Centruroides. 

At  the  site  of  the  sting  the  patient  at  once 
experiences  a tingling  to  a burning  sensation. 
It  may  be  quite  painful.  Tapping  the  site  in- 
creases the  tingling  and  pain.  Such  hypersensi- 
tivity may  linger  for  as  much  as  a week  to  ten 
days  after  all  other  symptoms  have  disappeared. 
This  sensation  will  travel  up  the  arm,  most  gen- 
erally being  more  pronounced  along  a nerve  path. 

1.  In  this  respect  the  physician  must  not  confuse  the  issue 
from  his  reading  about  the  Mexican  Centruroides  and  lethal 
scorpions  of  India  and  Africa.  Even  some  of  our  U.  S.  Centru- 
roides give  a very  different  syndrome  from  the  one  reported 
above. 
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Table  L 

Results  of  Questionnaire  given  by  members  of  Arizona  Medical  Association 


a a> 
o o 
% & 
Z CL. 


0 0 0 S 


a 

§ 

£ 


cc 

g 

Ok 


Total 


1 

2 

3 

4 

5 

6 

7 

8 

9| 

10  11 

12  13 

14 

15 

Number  of  towns  represented 

2 

6 

4 

4 

1 

1 

1 

11 

1| 

3 2 

4|  2 

6 

2 

50 

Number  of  Quest.  ‘Sent: 

3 

20 

9 

14 

4 

6 215 

31 

4| 

8 142 

10  8 

19 

15 

508 

Doctors  Quest.  Received: 

2 

20 

9 

12 

4 

3(173 

29 

4| 

6 127  10:  7 

18 

12 

436 

1.  Practice  includes 

Yes 

1 

15 

4 

12 

4 

3 100 

27 

4| 

3|  72 

10|  6 

13 

11 

285 

scorpion  cases 

No 

1 

5 

5 

0 

o 

o 

70 

2 

0| 

3|  44 

Oj  1 

4 

1 

136 

2.  Need  for 

Yes 

1 

14 

7 

12 

4 

3 112 

26 

4| 

3 76 

9 7 

10 

10 

298 

serum 

No 

1 

5 

1 

0 

0 

0 

33 

1 

Oj 

1|  25 

Oj  0 

5 

1 

73 

3.  Number  of  cases 
in  ten  months: 

2 

73 

5 151 

17 

1 | 

15  433  395 

1 

1(190  117  38 

14 

101 

1553 

a.  Comparison  with 

"Yes 

o 

3 

1 

5 

0 

1 

29 

7 

0( 

0(  20 

0 4 

1 

4 

75* 

previous  years:. 

more 

0 

1 

0 

0 

0 

0 

3 

1 

o| 

0|  2 

0|  0 

2 

o 

9 

Less 

0 

0 

0 

0 

0 

0 

12 

1 

lj 

0(  6 

lj  0 

o 

0 

21 

Same 

2 

11 

2 

7 

3 

2 

46 

16 

3 

1|  36 

4|  2 

5 

6 

146 

b.  Convulsive  state: 

1 

3 

0 

21 

5 

3 

33 

72 

0| 

0|  22 

22  j 3 

1 

3 

189 

c.  Hospitalized: 

1 

5 

o 

31 

9 

4 

49 

78 

1 

0|  29  15  1 

4 

2 

229 

d.  Definite  swelling 
at  site  of  sting: 

1 

30 

4 

13 

10 

10  187 

30 

2 

0 110 

1 

58  i 

12 

79 

553 

e.  Ecchymosis  at 
site  of  sting: 

1 

10 

2 

5 

6 

6 

81 

3 

1 

0|  58 

9 0 

10 

22 

214 

f.  Allergic  symptoms 
from  venom: 

2 

4 

1 

16 

6 

2 

38 

6 

1 

0 29 

14  5 

3 

14 

141 

1.  Number  of  therapeutic 
doses  requested: 

2 

31 

6 

34 

13 

29 

184 

69 

6 

8(117 

25  24 

17 

20 

585 

* Answers  were  merely  “yes”,  instead  of  more,  less,  or  same. 


With  the  Centruroides  species  pain  is  not  ex- 
perienced  in  the  regions  of  the  lymph  nodes. 
Pharyngeal  spasms  and  “thick  tongue”  may  be 
next  experienced.  In  the  laboratory  rat  the 
mouth  may  be  held  open  with  the  tongue  pro- 
truding. The  first  reaction  shown  by  this  animal 
other  than  at  the  site1  of  the  sting  is  a nervous, 
cleaning  reaction  around  the  nose  and  an  alter- 
nate patting  of  the  front  feet  accompanied  by  a 
general  restlessness.  In  the  child,  we  see  a rest- 
lessness of  such  an  extent  that  the  patient  will 
not  be  still  even  an  instant.  In  some  cases  at- 
tempts are  made  to  climb  the  bedstead,  wall,  or 
individual  carrying  the  child.  Progressively, 
movements  will  become  more  tonic  and  fibrilla- 
tions of  muscles  through  the  body  may  be  ex- 
perienced until  powerful  convulsive  reactions 
are  instituted.  The  nature  of  the  convulsive  state 
seems  to  be  in  direct  proportion  to  the  amount 
of  venom  injected.2  Where  a slightly  sublethal 
dose  is  administered  one  may  experience  alter- 
nate opisthotonic  and  emprosthotonic  spasms.  In 
the  presence  of  a definite  lethal  dose  the  con- 
vulsive state  consists  of  chaotic  movements.  In 


the  rat,  we  see  a rushing,  running-crawling,  for- 
ward movement,  ending  in  an  opisthotonic  spasm 
which  hurls  the  animal  into  the  air  and  on  its 
back.  In  the  child  we  find  flailing  of  arms,  aim- 
less crawling,  grotesque  twisting  of  trunk,  ab- 
dominal cramps,  throwing  backward  of  head  and 
a staring  into  space.  In  the  rat,  the  eyes  become 
strongly  exophthalmic.  During  this  time  the  pa- 
tient may  become  temporarily  blind  for  six  to 
eight  hours  and/or  experience  an  inability  to 
focus  the  eyes  and  go  from  a state  of  disorienta- 
tion to  complete  unconsciousness.  Simultaneous- 
ly, there  may  be  excessive  drooling  of  oral  secre- 
tions. These  do  not  have  a pulmonary  origin  as 
indicated  by  histological  section  and  cannulation 
of  the  trachea.  Frequently,  there  is  involuntary 
micturation  and  defecation  during  this  time. 
Movements  become  progressively  less  violent  in 

1.  We  have  followed  the  practice  of  always  injecting  the 
venom  in  either  the  left  or  right  rear  appendage.  If  the  venom 
is  potent,  the  animal  strongly  favors  the  injected  hind  leg  at 
once. 

2.  The  amount  of  venom  possessed  by  a scorpion  at  one  time 
varies  considerably.  By  electrical  extraction  C.  sculpturatus 
was  found  to  vary  from  no  venom  up  to  0 00021  ml.  The  aver- 
age is  approximately  0.00010  ml.  with  about  ion  having  no  ven- 
om regardless  of  the  length  of  captivity. 
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the  later  stages.  J ust  before  death  there  may  be 
only  a few  light  spasms  or  a complete  absence  of 
spasms  and  only  occasional  fibrillations.  Also 
in  this  later  period  one  may  see  a cyanotic  con- 
dition of  the  extremities  and  lips. 

Post-mortem  examinations  of  a large  number 
of  laboratory  animals  have  consistently  shown 
the  following:  Hyperdistention  of  the  cardiac 
portion  of  the  stomach,  hyperemic  condition  of 
the  liver,  kidneys,  and  vessels  of  the  viscera  in 
general:  the  abdominal  walls  are  anemic  and 
cardiac  failure  occurs  during  ventricular  systole. 
Frequently,  the  lungs  will  show  pin-point  to 
large  areas  of  superficial  hemorrhage.  In  rats, 
the  hyperdistention  of  the  cardiac  portion  of  the 
stomach  is  generally  so  great  as  to  make  this 


structure  transparent.  In  the  rabbit,  rupture  of 
this  portion  of  the  stomach  most  generally  occurs 
as  a result  of  a lethal  dose.  This  distention  is 
caused  primarily  by  gas  and  fluids.  In  the  pres- 
ence of  an  M.L.D.,  death  has  been  prevented  in 
laboratory  animals  by  the  mere  expedient  of  a 
stomach  tube  and  the  exhausting  of  the  accumu- 
lated gas. 

The  Centruroides  scorpions  are  frequently 
called  “bark  scorpions”  because  in  nature  away 
from  human  dwellings  they  prefer  the  habitat 
provided  by  the  loose  bark  of  trees.  They  thrive 
well  in  the  coolness  and  dampness  of  human 
dwellings.  Many  thousands  of  observations  un- 
der natural  conditions  and  in  the  laboratory 
show  that  they  never  burrow  in  soil  or  sand. 

II 


Table 

DEATHS  FROM  VENOMOUS  AXIMALS  IN  ARIZONA  FROM  1929  THROUGH  1948 


Mo. 

Animal 

Year 

29 

30 

31 

32 

33 

34 

35 

36  37 

38 

39 

40 

41 

42 

43 

44 

45 

46 

47 

48 

Jan. 

Scorpion 

1 

1 

Feb. 

Black  Widow 
Scorpion 

1 

1 

Mar. 

Scorpion 

Spider 

1 

1 

1 

Apr. 

Scorpion 

Rattlesnake 

1 

1 

1 

* 

Bee 

1 

May  Scorpion 

2 

1 

1 

1 

1 

2 

1 

1 

Gila  Monster 

1 

t> 

co 

Rattlesnake 

1 

Spider 

1 

June 

Scorpion 

1 

1 

2 

1 

3 

1 <4-. 

1 

2 

1 

1 

Rattlesnake 

<L> 

1 

July 

Scorpion 

2 

1 

1 

1 

2 

2 'S 

1 

3 

2 

2 

1 

Rattlesnake 

1 

1 

1 

Insect 

1 

1 

1 

Black  Widow 

1 

G3 

Aug. 

Insect 

1 

jj 

Rattlesnake 

1 

1 

1 m 

1 

Scorpion 

1 

1 

2 

1 

1 

1 

Spider 

1 

Sept. 

Rattlesnake 

1 

1 

Centipede 

Insect 

2 

1 

1 

Oct. 

Rattlesnake 

1 

1 

Scorpion 

1 

1 

1 

1 

1 

1 

1 

1 

Nov. 

Spider 

Rattlesnake 

1 

1 

Dec. 

Black  Widow 

1 

Totals 

8 

8 

2 

5 

3 

3 

9 

7 

5 

8 

8 

7 

4 

3 

2 

4 

5 

1 

2 

Scorpions 

5 

4 

1 

4 

2 

3 

7 

4 

4 

7 

4 

4 

3 

2 

2 

4 

2 

1 

1 

Rattlesnake 

3 

1 

0 

1 

1 

0 

0 

2 

0 

1 

2 

3 

0 

0 

0 

0 

1 

0 

0 

Black  Widow 
Others: 

0 

0 

0 

0 

0 

0 

1 

1 

1 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

Gila  Monster 

0 

1 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

Spider 

0 

0 

1 

0 

0 

0 

0 

0 

0 

0 

1 

0 

0 

0 

0 

0 

1 

0 

1 

Tnsect 

0 

2 

0 

0 

0 

0 

1 

0 

0 

0 

0 

0 

1 

1 

0 

0 

0 

0 

0 

Bee 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

1 

0 

0 

Centipede 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

1 

0 

0 

0 

0 

0 

0 

0 

0 

8 

8 

2 

5 

3 

3 

9 

7 

5 

8 

8 

7 

4 

3 

2 

4 

5 

1 

2 

1.  From  “Scorpions”.  ,H.  L.  Stahnke,  1949.  Arizona  State  College  Bookstore.  Tempe,  Arizona. 
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SUMMATION  BY  ANIMALS 


Mo.  Animal 

Scorp. 

R.S. 

B.W. 

Others 

Monthly 

Total 

Jan.  Scorpion  2 2 

Feb.  Black  Widow 

1 

Scorpion 

1 

2 

Mar.  Scorpion 

2 

Spider 

1 

3 

Apr.  Scorpion 

2 

Rattlesnake 

1 

Bee 

1 

4 

May  Scorpion 

10 

Gila  Monster 

1 

Rattlesnake 

1 

Spider 

1 

13 

.June  Scorpion 

14 

Rattlesnake 

1 

15 

July  Scorpion 

18 

Rattlesnake 

3 

Insect 

3 

Black  Widow 

1 

25 

Aug.  Insect 

1 

Rattlesnake 

4 

Scorpion 

7 

Spider 

1 

13 

Sept.  Rattlesnake 

2 

Centipede 

1 

Insect 

1 

4 

Oct.  Rattlesnake 

2 

10 

Scorpion 

8 

Nov.  Spider 

1 

Rattlesnake 

i 

2 

Dec.  Black  Widow 

1 

i 

Totals 

64 

15 

3 

12 

94 

Scorpions 

64 

Rattlesnake 

15 

Black  Widow 

O 

O 

Others: 

Gila  Monster 

1 

Spider 

4 

Insect 

5 

Bee 

1 

Centipede 

1 

12 

94 

All  other  known  Arizona  scorpions  are  classi- 
fied as  “ground  scorpions.”  They  choose  to  live 
outside  of  human  dwellings,  under  objects  or  in 
the  ground.  They  most  generally  burrow  in 
loose  soil  or  sand  and  only  accidentally  invade 
a dwelling.  Scorpions  found  buried  in  a child’s 
sand-box  are  always  of  this  type.  Since  their 
venom  is  non-lethal  they  should  not  be  the  cause 
for  preventing  a child  from  having  the  obvious 
benefits  of  a sand-box. 

The  venom  of  all  ground  scorpions  produces 
apparently  only  a local  reaction  in  the  form  of 
a sharp,  painful  burning  sensation  accompanied 
frequently  by  local  swelling  and  ecchymosis.  In 
severe  cases  redness  may  radiate  from  the  site 
of  the  sting  and  painfully  effect  neighboring- 
lymph  nodes.  These  ground  scorpions  may  be 
further  classified  according  to  the  local  reaction 
of  their  venom  as  follows: 


1.  Sharp-burning  sensation  of  very  short  dura- 
tion plus  a possible  mild  swelling. 

2.  Sharp  painful  burning  sensation  plus  a 
swelling,  mild  or  pronounced. 

3.  Conditions  of  number  2 with  a possible  ec- 
chymosis, mild  or  severe. 

4.  Conditions  of  number  2 with  allergic  reac- 
tions in  the  form  of  severe  swelling  distant 
from  the  site  of  the  sting. 

These  reactions  were  obtained  as  a result  of 
the  natural-sting  method.  In  all  cases  multiple 
stings  resulted  in  the  maximum  effect  given  for 
each  group.  The  sensations  are  those  reported 
by  human  subjects. 

Vejovis  flams,  a small  light  yellow  scorpion 
of  sturdier  construction  than  C.  seal  pi  u rat  as, 
appears  to  be  the  only  Arizona  scorpion  capable 
of  producing  an  allergic  reaction.  The  distribu- 
tion of  this  species  is  consequently  indicated  by 
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the  delta  given  in  of  of  Table  I.  One  physician 
reports  the  following  situation: 

“Site  of  sting,  right  arm  below  shoulder. 
Original  site  red.  Systemic  effects:  Grouping 
and  choking,  swollen  and  protruding  tongue ; 
blue  in  the  face;  gasping  for  breath;  swelling 
on  neck  level  with  ears,  extending  toward 
shoulders  and  from  tip  of  chin  to  chest. 
Prompt  relief  was  obtained  by  injection  of 
adrenalin  chloride,  1 :1000  solution." 

It  is  well  to  note  that  laboratory  animals  un- 
der the  influence  of  C.  sculpt uratus  venom  al- 
ways died  more  quickly  when  adrenalin  chloride 
was  administered. 

The  vital  statistics,  as  given  by  the  Arizona 
State  Department  of  Health  sheds  further  light 
upon  our  scorpion  problem.  As  shown  by  Table 
IT,  scorpions  have  caused  more  than  twice  as 
many  deaths  as  have  all  other  venomous  animals1 
and  over  four  times  as  many  as  rattlesnakes.  The 
Black  Widow  as  a killer  fades  into  insignifi 
cance.  The  64  deaths  from  scorpion  sting  are  dis- 
tributed by  counties  as  follows : Gila  8 ; Greenlee 
4 : Maricopa  32  ; Pima  3 ; Pinal  1 1 ; Santa  Cruz  3 ; 
Yavapai  1 ; Yuma  2.  The  death  in  Yavapai  was 
at  Cottonwood,  Arizona.  A curious  fact  in  the 
vital  statistics  is  that  in  spite  of  the  fact  that 
deaths  have  occurred  from  January  through  Au- 
gust, and  eight  in  October,  for  the  twenty-year 
period  there  have  been  no  deaths  in  the  month  of 
September.  Scorpions  are  very  active  during  this 
month  and  people  are  stung.  Why,  then,  for  a 
twenty-year  period  should  no  deaths  have  oc- 
curred ? 

Another  phase  of  the  scorpion  problem  that  is 
frequently  raised  is  that  regarding  the  status  of 


an  anti-scorpion  serum.  This  laboratory  has  de- 
veloped an  effective  rabbit  anti-scorpion  serum 
but  due  to  the  lack  of  a suitable  animal  house2 
and  a shortage  of  scorpions,  manufacture  of  the 
serum  could  not  be  realized.  Scorpions  could  be 
obtained  in  adequate  numbers  if  they  could  be 
sent  alive  through  the  mails.  The  present  mail- 
ing law  makes  it  illegal  and  other  facilities  for 
transportation  are  not  adequate.  Senate  bill 
1886  was  introduced  by  Senator  Hayden  making 
it  permissible  to  mail  scorpions.  Our  other  rep- 
resentatives have  supported  the  bill  but  to  date, 
because  of  the  opposition  by  the  Postmaster  Gen- 
eral, the  bill  still  lies  in  committee.  So  far  the 
bill  has  not  advanced  although  it  has  been  shown 
that  scorpions  could  be  mailed  without  danger 
to  postal  personnel. 

The  above  serum  was  developed  as  a result  of 
the  dissatisfaction  that  the  profession  registered 
with  the  Mexican  serum  back  in  1939-40.  Our 
laboratory  tests  in  1938  indicated  that  the  Mexi- 
can serum  was  effective  in  neutralizing  the  ef- 
fects of  C.  sculpturatus.  The  serum  was  recom- 
mended for  use  hut  later  found  to  vary  widely 
in  titer.  Not  many  months  ago,  as  a result  of  the 
efforts  of  St.  Monica’s  Hospital,  Phoenix,  the 
U.  S.  Dept,  of  Public  Health  approved  the  ship- 
ment into  the  U.  S.  of  the  Mexican  anti-scorpion 
serum  manufactured  by  the  Mynn  Laboratories. 
Following  the  death  of  a small  child,  given  10  nil. 
of  this  serum,  the  Poisonous  Animals  Research 
Laboratory  of  the  Arizona  State  College  was 
asked  to  assay  some  of  the  Mynn  serum.  All  the 

1.  Centipedes  of  Arizona  do  not  have  a lethal  venom.  The 
death  reported  was  due  to  secondary  infection  following  the 
bite  of  a centipede. 

2.  The  animal  house  is  now  being  provided. 


Table  III 


IN  VIVO  ASSAY  OP  MEXICAN  ANTI-SCORPION  SERUM,  LOT  U.  S.  No.  1A 


Test 

No. 

Date 

Rat 

Weight 

Weight 
in  mg. 

VENOM 

MLD 

Time 

injected 

Serum 

ANTIDOTE 
Quan.  Time 

in  ml. 

Convul- 

sions 

Drool- 

ing 

Time  of 
Death 

Observa- 
tion time 
in  min. 

499 

9/19/49 

138.0 

.26 

l 

3:05 

P 

none 

( control) 

severe 

severe 

— 

465' 

510 

9/31/49 

145.5 

.28 

l 

4:26 

P 

none 

(control) 

severe 

severe 

5:20  P 

54 

500 

9/19/49 

177.8 

.34 

l 

3:14 

P 

N 

1 

3:16 

P 

severe 

severe 

4:40  P 

86 

501 

9/19/49 

177.9 

.34 

l 

3:31 

P 

N 

2 

3:33 

P 

severe 

severe 

4:12  P 

41 

502 

9/19/49 

208.0 

.395 

l 

3:50 

P 

O 

3 

3:52 

P 

severe 

severe 

4:25  P 

35 

509 

9/21/49 

203.3 

.38 

l 

4:15 

P 

O 

4 

4:17 

P 

severe 

mild 

5:05  P 

50 

511 

9/22/49 

167.9 

.318 

l 

8:32 

A 

N 

3 

8:34 

A 

severe 

severe 

10:25  A 

112 

512 

9/22/49 

209.2 

.397 

l 

8:52 

A 

N 

2 

8:54 

A 

severe 

severe 

OK 

483- 

513 

9/20/49 

183.0 

.347 

l 

9:12 

A 

O 

1 

9:14 

A 

severe 

severe 

11:25  A 

133 

508A 

9/20/49 

227.8 

none 

control ) 

O 

5 

3:15 

P 

none 

none 

OK 

98 

508  B 

9/21/49 

same  animal 
219.6 

.41 

1 

3:43 

P 

none 

■ — 

— 

none 

none 

OK 

47;! 

508C 

9/27/49 

same  animal 

.386 

1 

2:21 

P 

none 

— 

— 

severe 

severe 

3:24  P 

63 

203.1 


1 At  point  of  death  at  6:55  P but  recovered. 

2 At  point  of  death  at  9:35  A but  recovered. 

3 Local  effect  and  general  nervousness. 
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Table  IV 


IN  VITRO  ASSAY  OF  MEXICAN  ANTI  SCORPION  SERUM  EOT  U.S.  No.  1 A 


Test 

No. 

Date 

Rat 

Weight 

Mg  of 
Venom 

Antidote  Ml  of 

Mixture 

Incubation 
Time  Temp. 

Time 

injected 

Convul- 

sions 

Drool- 

ing 

Time  of 
Death 

514 

9/22/49 

155.9 

.296 

O-serum 

1.0 

110 

min. 

Room 

1:40 

P 

none 

none 

OK 

522 

9/26/49 

175.6 

.33 

N-serum 

1.0 

53 

min. 

Room 

4:45 

P 

severe 

slight 

8 P 

525 

9/28/49 

152.5 

.36 

N-serum 

0.2 

24 

hours 

48°C 

3:48 

P 

mild 

severe 

OK 

526 

9/28/49 

158.2 

.36 

N-serum 

0.5 

24 

hours 

48°C 

4:00 

P 

none 

none 

OK 

527 

9/29/49 

210.4 

.25 

Heat 

0.05 

8 

hours 

48°C 

4:42 

P 

none 

none 

OK 

528 

9/30/49 

206.8 

.39 

Heat 

0.09 

24 

hours 

48  “C 

4:10 

P 

mild 

mild 

OK 

531 

10/  4/49 

200.7 

.38 

H-0  plus 
Heat 

1.07 

21% 

hours 

48°C 

1:55 

P 

none 

severe 

OK 

532 

10/  4/49 

177.6 

.34 

*Tricresol 
H20  + heat 

1.07 

21% 

hours 

48°C 

2:12 

P 

none 

mild 

OK 

533 

10/  4/49 

165.3 

.31 

*Tricresol 
+ H,.0 

1.07 

21% 

hours 

Room 

2:20 

P 

mild 

severe 

OK 

* 0.3%  Tricresol 


vials  received  were  of  Lot  U.S.  No.  1 A ; expira- 
tion date,  June  5,  1951.  The  circular  with  this 
lot  states:  “The  Antivenin  Scorpion  is  a con- 
centrated serum  from  which  the  most  of  the  in- 
ert albumen  has  been  removed.” 

“It  is  obtained  from  horses  which  have  been 
hyper-immunized  with  the  poison  of  the  most 
toxic  species  of  scorpion  found  in  Mexico,  such 
as:  centruroides  noxius  Hoffmann,  centruroides 
limpidus  Karsch  and  centruroides  suffusus  Po- 
cock. ' ’ 

“Its  potency  is  determined  according  to  the 
minimum  lethal  dosage  of  poison  which  it  neu- 
tralizes.” 

“Each  vial  contains  5 c.c.  of  Antivenin,  dos- 
age that  neutralizes  75  m.l.d.  of  poison.” 

The  results  of  these  tests  are  given  in  Table 
III.  The  “N”  and  “0”  designations  before  the 
“serum”  refers  to  “New”  and  “Old.”  Part 
of  the  serum  seemed  to  have  been  exposed  to  un- 
due heat,  in  transportation  and  was  accordingly 
marked  as  “old.’  Both  N and  O were  from  the 
same  original  Lot  U.S.  No.  1 A.  The  assays,  how- 
ever, show  only  a slight  difference  between  N 
and  O.  The  M.L.D.  for  all  the  venom  used  was 
0.19  mg.  per  100  gm.  rat  body  weight.  In  only 
one  case,  test  No.  512,  did  an  animal  receiving 
serum  and  venom  survive.  This  does  not  neces- 
sarily indicate  a titer  since  one  of  the  control 
animals  receiving  the  M.L.I).,  test  No.  499,  also 
survived.  Since  we  are  dealing  with  M.L.D.  s 
this  is  to  be  expected.  In  tests  500,  501,  502,  the 
animals  died  more  quickly  with  an  increased  dos- 
age of  serum.  In  contrast  to  this,  we  see  that 
serum  injected  24  hours  before  venom,  in  test, 
No.  508  A & B,  provided  the  animal  with  com- 
plete protection.  The  immunity,  however,  was 
of  short  duration  as  shown  by  test  508  C. 

In  Vitro  tests  are  recorded  in  Table  IV.  Tests 
514,  522,  525,  526,  seem  to  indicate  a high  titer 


since  all  but  one  of  the  animals  lived  and  were 
relatively  free  of  symptoms.  However,  the  re- 
maining tests  show  that  most  of  the  apparent 
titer  was  due  to  the  heat  and  the  serum  pre- 
servative, tricresol.  Other  tests  by  this  labora- 
tory indicate  that  0.3%  tricresol  in  vitro  will 
neutralize  the  lethal  quality  of  the  venom. 

At  a later  date  we  hope  to  report  research 
work  that  will  throw  light  upon  the  nature  of 
the  physiological  action  of  the  venom. 

To  date,  the  most  successful  treatment  of  scor- 
pionism  in  Arizona  resulting  from  C.  sculptur- 
al us  and  gertschi  has  been  to  localize  the  venom 
and  thus  prevent  symptoms,  and  symptomatic 
treatment  by  sedation.  When  the  sting  lias  been 
on  one  of  the  extremities,  localization  lias  been 
highly  successful  through  immediate  use  of  a 
tight  tourniquet  followed  by  cryotherapy. 
Crushed  ice  in  water  is  generally  used  for  the 
latter  but  successful  control  has  been  accom- 
plished in  the  laboratory  through  the  use  of 
Ethyl  chloride.  After  five  minutes  of  cryother- 
apy the  tourniquet  is  removed  but  the  hand  or 
foot,  whichever  the  case  may  be,  is  left  in  the 
iced-water  for  a period  of  two  hours.  Where  the 
treatment  lias  been  properly  and  promptly  in- 
stituted untoward  effects  very  seldom  develop. 
Once  in  a great  while  the  venom  is  accidentally 
injected  directly  into  the  blood  stream.  Under 
such  a condition  the  prescribed  treatment  does 
not  prevent  the  development  of  symptoms. 

Symptomatic  treatment  through  sedation  for 
severe  cases  is  successful  only  if  the  patient  is 
completely  relaxed.  Sedation  should  he  resorted 
to  only  after  the  convulsive  state  has  been 
reached.  Positive  diagnosis  of  C.  sculpt u ratus  or 
C.  gertschi  poisoning  in  this  respect  is  impera- 
tive. Sodium  pentothol,  sodium  phenobarbital. 
etc.,  have  been  used  with  high  success.  They  are 
commonly  administered  by  the  intra-venous 
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route  in  quantities  large  enough  to  produce  com- 
plete relaxation.  Although  a rule-of-thumb  as 
to  dosage  of  sedation  required  for  combating  t he 
effects  of  an  accidental  injection  of  a neuro- 
toxin cannot  be  given,  yet  in  general  it  has  been 
found  that  even  an  infant  may  take  as  much  as 
5 grains  before  adequate  sedation  is  realized. 

Another  part  of  our  problem  is  that  of  scor- 
pion control.  Detailed  instructions  in  this  re- 
spect have  been  given  elsewhere.1  In  order  to 
make  the  recommended  program  one  hundred 
per  cent  effective  the  following  seorpiocide  has 
been  formulated : 

2%  Chlordane  (refined) 

10%  DDT 
0.2%  Pyrethrum 

These  compounds  have  as  their  carrier,  diluent, 
and  spreader  the  purified  kerosene  known  as 
Odorless  Spray-base.  The  first  two  ingredients 
are  residual  toxicants.  Consequently,  the  solu- 
tion should  be  sprayed  on  like  a paint.  The  so- 
called  “flit  type”  or  fog-producing  sprayer  is 
undesirable.  The  ordinary  vacuum  cleaner 
sprayer  is  excellent.  The  oil  base  completely 
evaporates,  leaving  the  invisible  toxicant.  This 
residue  is  not  great  enough  to  prove  dangerous 
to  children  or  other  mammals. 

For  the  physician  there  frequently  exists  the 
problem  of  scorpion  identification.  To  assist  in 
this  process  this  laboratory  has  embedded  C. 
sculpt  u rat  us  in  plastic.  This  mount  is  available 
to  the  physicians  for  the  asking.  In  addition  to 
this  we  have  written  a booklet  entitled  “Scor- 
pions.” This  publication  is  sold  by  the  Arizona 
State  College  Bookstore.  Tempe,  Arizona.  The 
services  of  the  laboratory  are  also  available  to 
the  physician  in  the  identification  of  poisonous 
animals  in  general.  For  small  animals  such  as 
scorpions,  insects,  etc.,  the  dead  specimen  can 
simply  be  wrapped  in  waxed  paper  and  mailed 
to  the  Poisonous  Animals  Research  Laboratory, 
Arizona  State  College,  Tempe,  Arizona. 

1 From  "Scorpions”,  H.  L.  Stahnke,  1949,  Arizona  State  Col- 
lege Bookstore,  Tempe,  Arizona. 


Last  but  not  least,  we  have  a problem  of  pub- 
lic education.  Here  the  physician  can  help 
greatly  by  assuring  his  patients  that  something 
can  be  done  about  scorpions  and  their  poison- 
ing. Also  from  the  standpoint  of  conveying  cor- 
rect concepts,  scorpion  accidents  should  be  re- 
ferred to  as  “stings”  and  not  “bites.”  Scor- 
pions, ants,  wasps,  bees,  etc.,  use  a caudal  ap- 
pendage to  inject  their  venom,  or  “sting”  their 
victims.  Spiders  (the  black  widow  and  taran- 
tula), kissing-bugs,  lice,  bed-bugs,  mosquitoes, 
snakes,  etc.,  use  cephalic  appendages,  or  bite 
their  victims. 

By  way  of  summary,  we  note  that  the  scorpion 
problem  of  Arizona  is  shown  to  be  somewhat 
complex.  Over  2,500  people  are  stung  annually. 
One  lot  of  Mexican  anti-scorpion  serum  was 
shown  to  be  actually  detrimental  to  the  welfare 
of  animals  injected  with  C.  sculpturatus  venom. 
At  present  the  best  treatment  for  scorpionism 
seems  to  be  a tight  tourniquet  plus  cryotherapy 
for  the  prevention  of  symptoms  and  symptomatic 
treatment  by  means  of  Sodium  Phenobarbital  to 
the  point  of  complete  relaxation.  At  present  the 
manufacture  of  the  rabbit  and  anti-scorpion 
serum  developed  by  the  Poisonous  Animals  Re- 
search Laboratory  is  prevented  because  of  an 
antiquated  anti-scorpion  mailing  law.  Senate 
Bill  1886  introduced  by  Senator  Hayden  to  cor- 
rect this  condition  is  being  opposed  by  the  Post- 
master General. 

Scorpion  control  measures  have  been  suggest- 
ed that  are  one  hundred  per  cent  effective  The 
physician  is  also  offered  assistance  in  the  identi- 
fication of  scorpions  through  the  use  of  plastic- 
mounted  C.  sculpturatus,  a scorpion  booklet,  and 
the  direct  services  of  the  Poisonous  Animals  Re- 
search Laboratory  of  the  Arizona  State  College, 
Tempe,  Arizona. 

A final  phase  of  the  scorpion  problem  is  pub- 
lic education  through  the  development  of  a 
proper  psychological  attitude  as  well  as  correct 
scientific  expressions. 


LOWER  NEPHRON  NEPHROSIS 

LOTUS  B.  BALDWIN,  M.  D. 


Phoenix, 

TT  has  been  frequently  observed  that  shock  may 
A be  accompanied  by  renal  damage  with  sup- 
pression of  urine  and  azotemia  which  sometimes 

Presented  before  Annual  Meeting  of  Arizona  Medical  Associa- 
tion, Tucson,  May  11,  1949. 


Arizona 

leads  to  death.  The  involved  kidneys  show 
pronounced  parenchymatous  degeneration  with 
necrosis  of  the  tubular  epithelium.  In  tho-e 
cases  in  which  a condition  of  shock  lingers  for 
several  days,  there  may  supervene  a picture  of 
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renal  insufficiency.  The  urine  is  dark;  has  a 
high  specific  gravity  and  contains  albumen, 
casts,  both  granular  and  hyaline,  and  red  blood 
cells.  There  may  be  an  elevated  blood  pressure 
and  progressive  retention  of  nitrogenous  prod- 
ucts. The  clinical  picture  is  that  of  uremia. 
The  lesion  has  been  described  in  detail  by  Lucke.1 
There  is  pigment  deposit  in  the  distal  renal  tubu- 
lar lumina,  degenerative  changes  in  the  tubular 
epithelium,  interstitial  inflammation  and  prac- 
tically no  anatomic  changes  in  the  glomeruli. 

T1  e condition  of  shock  leading  to  transient  or 
more  serious  renal  damage  is  not  limited  to 
trauma  or  burns,  Harkins2  listed  more  than 
thirty  conditions  in  which  shock  may  develop. 
These  included  burns,  freezing,  vascular  occlu- 
sions, intestinal  strangulation,  heat  stroke,  radia- 
tion burns,  sunburn,  bile  peritonitis,  visceral  per- 
forations, the  effects  of  various  drugs  and  pois- 
ons. venoms,  anaphylaxis,  transfusion  reactions, 
etc.  Volhard  & S liter3  describe  renal  injury  as 
a result  of  indirect  trauma,  and  state  that  this 
may  he  due  to  fright  and  to  extra-renal  injury. 
(Halide  Bernard  showed  in  18593,  upon  an  ex- 
perimental basis,  that  stimulation  of  the  periph- 
eral ends  of  the  splanchnic  nerves  leads  to  dimin- 
ished urinary  output  through  a reduction  of 
capillary  blood  flow  through  the  kidneys.  ( ohn- 
heim  and  Roy  in  1883+  showed  a similar  ef- 
fect obtained  with  central  stimulation  of  sec- 
tioned sensory  nerves  such  as  the  vagus  and 
sciatic.  Bradford  in  1889°  was  also  able  to  ob- 
tain splanchnic  constriction  by  stimulation  of 
the  dorsal  roots  from  the  level  of  the  6th  dor- 
sal root  to  the  2nd  lumbar.  Bieter  (1930)°  found 
that  there  was  both  an  intermittencv  of  glomeru- 
lar flow  and  of  capillary  flow  within  the  glom- 
erulus, and  that  after  splanchnic  section  this  in- 
termitteney,  for  the  most  part,  disappears. 

These  studies  prove  that  the  circulation  of 
the  kidneys  is  under  direct  control  of  the 
splanchnic  nerves  and  that  stimulation  of  these 
nerves  can  produce  renal  ischemia.  Volhard  & 
Suter3  further  claim  that  circulatory  albuminu- 
ria, with  or  without  cylindruria,  and  micro- 
scopic haematuria  of  short  duration  occurs  with 
each  angiospastic  ischemia  of  the  kidneys.  Starr 
( 1 926 ) 7 has  shown  that  adrenalin  in  adequate 
dosage  for  sustained  action  leads  to  albuminu- 
ria in  normal  rabbits,  and  that  healthy  cats  ir- 
ritated to  rage  or  stimulated  to  fear  have  in 
consequence  an  albuminuria.  He  also  found  that 
anesthetized  dogs,  after  adrenalin,  CO2,  or 


splanchnic  irritation  develop  albuminuria  cor- 
responding in  severity  to  the  grade  and  duration 
of  the  partial  obstruction  of  the  renal  artery, 
the  albuminuria  persisting  when  vasoconstric- 
tion of  the  renal  vessels  is  maintained.  In  man, 
he  found  that,  following  doses  of  ephedrin  suf- 
ficient to  raise  the  blood  pressure,  there  was 
an  albuminuria  occurring  at  the  peak  of  the 
blood  pressure  rise. 

As  cited  by  Volhard  and  Suter3  there  are  in- 
numerable instances  in  the  literature  of  oliguria, 
anuria,  or  albuminuria  and  cylindruria  in  man 
following  chilling  of  the  body  by  immersion  in 
cold  water. 

From  the  foregoing  studies  and  observations 
it  can  he  definitely  assumed  that  disturbances 
in  normal  renal  function  may  result  from  direct 
or  indirect  stimulation  of  the  splanchnics. 
Whether  or  not  the  mechanism  underlying  each 
of  these  various  functional  albuminurias  and 
cylindrurias  is  the  same  is  still  a mooted  ques- 
tion. By  some  the  condition  is  thought  to  depend 
upon  renal  ischemia  resulting  in  kidney  dam- 
age; by  others,  it  is  thought  to  result  from 
acidosis  in  which  the  increased  acidity  alters  the 
permeability  of  the  renal  cells  to  blood  proteins. 

Volhard  and  Suiter3  further  claim  that  renal 
injury  may  result  from  indirect  trauma,  citing 
a number  of  cases  from  the  literature  to  sub- 
stantiate this  view. 

Husfeldt  & Bjerings  in  1935  described  the 
pathological  findings  in  two  cases  of  marked 
traumatic  shock  in  which  death  was  due  to 
uremia  one  week  after  the  accidents.  They  could 
not  determine  whether  the  renal  injury  was  duo 
to  local  circulatory  disturbances  during  the  state 
of  shock,  leading  to  irreparable  injury  of  the 
renal  tissue  or  whether  a constant  resorption  of 
substances  from  the  bruised  tissue  took  place 
after  the  shock,  exerting  a direct  toxic  influence 
on  the  renal  epithelium  or  maintaining  a spasm 
• u the  blood  vessels.  They  favored  the  view  that 
renal  ischemia  was  responsible  for  the  damage 
because  of  (1).  the  remarkable  emptiness  of 
the  glomerulus  vessels  on  microscopic  examina- 
tions; (2),  the  surprisingly  slight  histologic 
changes  in  the  kidneys;  (3),  the  increased  blood 
pressure  noted  as  early  as  the  day  after  the 
accident;  and  (4),  the  results  of  function  tests, 
showing  that  the  disturbance  did  not  appear 
until  three  days  after  the  shock  which  they  felt 
is  incompatible  with  the  idea  of  injury  to  the 
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renal  parenchyma  during  the  state  of  shock 
itself. 

In  more  recent  observations,  Moon  and  Ken- 
nedy'1 and  Martineau  and  Hartman1"  agree  that 
the  main  renal  damage  is  in  the  convoluted  tu- 
bules with  relatively  little  damage  to  the  glom- 
eruli. There  is  often  congestion  of  the  capil- 
laries and  venules  and  lesions  due  to  infection. 
In  eight  out  of  20  cases  of  renal  damage  follow- 
ing burns,  Martineau  and  Hartman  cite  pye- 
lonephritis. 

Moon"  concludes  from  his  studies  that  since 
the  same  pattern  of  degenerative  changes  de- 
velop in  shock  from  anaphylaxis,  transfusion 
with  incompatible  blood,  asphyxia  and  anoxia  of 
various  type,  coronary  occlusion,  heat  stroke, 
and  low  atmospheric  pressure,  the  effects  in 
these  conditions  cannot  be  explained  satisfactor- 
ily as  due  to  toxic  agents.  He  concludes  that 
other  factors  such  as  neural  influences  or  anoxia 
play  an  important  role. 

In  the  fatal  cases  death  may  be  due  to  circu- 
latory or  renal  failure  or  from  their  combined 
effects.  When  survival  occurs,  polyuria  may 
supervene  with  complete  recovery.  In  these 
cases,  the  tubular  epithelium  regenerates  and 
there  are  no  residual  alteration^  either  morpho- 
logic or  functional,  in  the  kidneys. 

In  an  attempt  to  explain  the  “crush  syn- 
drome”, Franklin,  Barkley,  Daniel,  Trueta,  and 
Pritchard12  performed  some  blood  circulation 
experiments  on  rabbits.  They  discovered  that 
the  blood  circulating  through  the  kidneys  has 
an  emergency  detour.  When  circulation  to  the 
cortex  is  impeded,  the  blood  by-passes  the  cor- 
tex and  flows  through  the  bigger  vessels  in  the 
renal  medulla.  It  has  been  suggested  that  this 
vasomotor  mechanism  may  underlie  the  renal 
cortical  ischemic  injury  of  crush  syndrome  and 
allied  states  and  that  the  prevention  of  renal 
injury  due  to  this  mechanism  may  be  accomplish- 
ed by  blocking  renal  vasomotor  pathways.  This 
may  be  done  by  splanchnic  block  and  high  spinal 
or  caudal  anesthesia. 

Although  it  has  been  assumed  by  many  ob- 
servers of  this  condition  that  some  substance 
released  into  the  blood  stream  from  the  injured 
muscles  such  as  myoglobulin  is  responsible  for 
the  renal  damage,  it  must  be  kept  in  mind  that 
there  is  frequently,  if  not  invariably,  a renal 
ischemia  and  that  this  factor  plays  an  important 
part  in  producing  the  disease. 


Whatever  the  cause  of  the  syndrome,  the  se- 
quence of  events  in  the  severe  fatal  cases  is  much 
the  same.  A typical  case  in  which  shock  ap- 
peared to  be  the  primary  factor  serves  as  an 
example : 

Case  I.  A 16-year-old  boy  was  in  an  automo- 
bile accident  in  which  he  sustained  a broken  leg 
and  multiple  bruises. . When  first  seen  he  was  in 
profound  shock  with  a blood  pressure  of  88/60, 
pulse  of  110,  rapid,  shallow  breathing,  and  he 
was  pale  and  sweating  profusely.  He  was  treat- 
ed with  morphine  and  plasma  intravenously. 
The  urine  at  this  time  showed  a trace  of  albumen, 
numerous  hyaline  and  granular  casts  and  rare 
red  blood  cells.  The  non-protein  nitrogen  was 
20  mgm.  % 

The  next  day  lie  appeared  better  but  there 
was  complete  suppression  of  urine,  the  blood 
pressure  had  risen  to  140/90  and  the  blood  NPN 
was  54  mgm.  %.  During  the  next  two  or  three 
days,  he  voided  very  little  urine,  the  blood  NPN 
mounted,  there  was  the  appearance  of  edema 
and  mounting  blood  pressure.  He  died  on  the 
seventh  day  following  the  injury  in  uremia.  It 
is  to  be  noted  that  in  all  these  cases  albumin- 
uria occurs  early  and  in  the  fatal  cases  there 
is  a permanent  suppression  of  urine.  But  there, 
are  cases  in  which  the  urinary  suppression  may 
be  followed  in  a few  days  by  diuresis  and  rapid 
recovery.  But  the  signs  of  returning  function 
may  not  appear  until  the  end  of  the  second  week. 

The  following  cases  illustrate  the  fact  that 
renal  injuries  following  trauma  accompanied  by 
shock  may  be  minor  and  reversible  in  char- 
acter : 

Case  II.  A ten-year-old  white  male  was  ad- 
mitted to  the  hospital  following  an  automobile 
accident  that  day.  The  car  was  not  overturned 
but  he  struck  the  small  of  the  back  forcibly 
against  the  side  of  the  rumble  seat.  Periodic 
urine  examinations  had  been  always  negative 
previous  to  the  accident.  On  admission,  exam- 
ination revealed  a well-developed  boy  who  was 
in  moderate  shock.  He  was  pale,  almost  hysteri- 
cal, and  complained  of  slight  lumbar  pain,  more 
marked  on  the  right  than  the  left  side.  Over  the 
right  lower  back  there  were  some  superficial 
skin  abrasions  with  a small  bruise.  There  were 
no  other  outward  evidences  of  injury  and  physi- 
cal examination  was  otherwise  negative.  The 
blood  pressure  upon  admission  was  80/60. 

The  urine  showed  specific  gravity  of  1.016. 
There  was  a trace  of  albumen  and  the  sediment 
showed  numerous  hyaline  and  granular  casts 
with  a few  epithelial  easts.  There  were  no  red 
blood  cells.  The  following  dajq  an  Addis  count 
showed  the  presence  of  1,800,000  granular  casts; 
8,500,000  epithelial  casts,  and  a rare  red  blood 
cell,  too  few  to  count.  Daily  Addis  counts  there- 
after showed  a progressive  drop  in  casts  and 
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epithelial  cells  and  four  days  after  the  acci- 
dent, the  urine  was  normal. 

During  the  first  two  days,  there  was  marked 
oliguria  and  the  non-protein  nitrogen  of  the 
blood  was  45  mgm.  %.  Blood  pressure  rose  to 
120/70.  On  the  fifth  day  following  the  acci- 
dent, all  the  renal  functional  tests  were  normal. 
The  boy  then  remained  asymptomatic  for  five 
days.  On  the  tenth  day  following  the  accident 
he  suddenly  developed  fever  and  on  the  follow- 
ing day  an  acute  pyuria  was  discovered.  For  a 
period  of  six  days  he  ran  hyperpyrexia,  the 
temperature  ranging  from  102°  to  105°  and  both 
from  a clinical  and  laboratory  standpoint  his 
course  was  that  of  an  acute  pyelitis.  His  blood 
pressure  remained  normal  throughout  this  phase 
of  his  illness.  The  urine  was  characterized  by 
pyuria,  low-grade  hematuria,  and  albuminuria. 
There  were  no  casts  and  cultures  of  the  urine 
uniformly  revealed  a colon  bacillus.  His  maxi- 
mum white  count  before  defervescence  was 
14,500  with  a differential  of  84%  polymorpho- 
uuclears.  Renal  functional  tests  were  all  nor- 
mal. Physical  examination  was  essentially  neg- 
ative except  for  slight  tenderness,  sometimes 
over  one  kidney  region,  sometimes  over  the  other. 
His  temperature  dropped  on  the  seventh  day  of 
his  illness  and  he  made  a complete  recovery. 
Cystoscopic  examination,  two  days  after  lie  was 
afebrile  was  negative  except  for  revealing  that 
the  pus  came  from  both  ureters. 

This  case  illustrates  the  occurrenc  of  renal 
damage  following  traumatic  shock  complicated 
by  pyelitis  or  pyelonephritis.  It  is  unlikely  that 
there  could  be  any  other  explanation  for  this 
boy’s  renal  injury. 

Case  III.  A forty-year-old  obese  female  was 
seen  soon  after  she  had  fallen  from  a horse.  She 
was  in  a great  deal  of  pain  and  shock.  The  blood 
pressure  was  92/64.  The  pulse  was  rapid  and 
x-ray  studies  revealed  a fracture  of  the  pelvis. 
On  the  day  of  the  accident,  her  urine  showed  a 
trace  of  albumen.  There  were  numerous  hyal- 
ine and  granular  casts.  There  was  marked  oli- 
guria for  two  days  and  blood  non-protein  nitro- 
gen rose  to  50  mgm.  %.  Blood  pressure  was 
140/90.  Three  days  later,  the  fluid  output  was 
again  normal  and  in  five  days  the  urine  was 
free  of  albumen  and  casts.  The  blood  pressure 
after  recovery  was  110/80. 

In  this,  as  in  the  second  case,  there  was  evi- 
dence of  reversible  renal  damage  following  an 
injury  complicated  by  shock. 

Transient  albuminuria  and  cylindruria  have 
been  observed  in  three  other  cases  following  in- 
juries. In  all  these  cases,  the  urinary  abnormal- 
ity persisted  for  only  a short  time  and  there 
was  no  persisting  nephritis. 


CONCLUSIONS 

It  can  be  assumed  that  minor  renal  injuries 
can  frequently  occur  following  accidents  in 
which  the  kidney  has  not  been  directly  impli- 
cated. In  Case  II,  it  seems  reasonable  to  assume 
that  the  kidneys  became  the  seat  of  a colon  bacil- 
lus infection.  As  has  been  shown  by  Loncope 
and  Winkenwerder13  and  others,  many  of  the 
so-called  cases  of  pyelitis  are  in  reality  cases  of 
pyelonephritis  in  which  there  are  focal  abscesses 
of  the  renal  parenchyma.  Longcope  has  further 
shown  that  in  this  condition,  repeated  jnfection 
may  lead  to  progressive  renal  damage  with  a 
terminal  picture  indistinguishable  from  true 
nephritis. 

In  all  these  cases,  it  is  interesting  to  note  that 
the  urine  showed  evidences  of  renal  damage  im- 
mediately after  the  accidents  and  there  was  a 
disappearance  of  symptoms  in  from  two  to  four 
days.  It  is  apparently  only  in  the  more  seri- 
ous injuries  with  profound  and  lasting  shock 
that  the  kidneys  are  fatally  damaged. 

In  addition  to  a rapidly  developing  azotemia 
and  hyperphosphaturia  with  a mild  acidosis  fol- 
lowing the  initial  period  of  shock,  there  is  a 
marked  increase  in  plasma  volume  even  in  the 
absence  of  demonstrable  clinical  edema  This 
increase  seems  to  be  due  to  the  retention  of  fluids 
and,  from  a therapeutic  standpoint,  contrain- 
dicates the  forcing  of  fluids. 

TREATMENT 

There  are  three  phases  in  the  clinical  course 
of  the  syndrome  of  lower  nephron  nephrosis  and 
adequate  treatment  of  this  condition  demands  a 
clear  understanding  of  these  phases:  (1)  There 
is  the  initial  phase  of  renal  damage  during  which 
there  are  often  the  symptoms  of  shock  with  a 
rapid  pulse,  a drop  in  blood  pressure,  hemo- 
coneentration.  During  this  phase  there  is  renal 
ischemia  due  to  splanchnic  nerve  stimulation. 
Prompt,  energetic  measures  are  required  early 
to  combat  shock  as  the  first  aim  of  therapy  is 
to  limit  the  extent  of  renal  damage  as  far  as 
possible.  The  first  step  is  to  replace  lost  blood 
and  fluid  in  order  to  improve  renal  blood  flow 
and  renal  function.  In  experiments  on  dogs,  it 
has  been  found  that  these  animals  can  tolerate 
complete  renal-artery  occlusion  for  as  long  as 
three  hours  without  irreversible  damage.  (Ham- 
ilton P.  B.  et  al)14. 

Blood  and  fluid  replacement  must  be  done 
early  since  serious  renal  injury  may  be  avoided 
by  adequately  combatting  shock.  It  is  also  im- 
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portant  to  control  pain  by  the  proper  use  of 
sedatives. 

In  cases  of  trauma,  pressure-bandaging  of  the 
affected  part  has  also  been  found  to  be  of  vahm 
(Corcoran,  A.  D.,  and  Page,  I.  A.)15. 

(2)  The  second  phase  of  renal  insufficiency 
follows  the  period  of  shock  and  is  characterized 
by  oliguria  or  complete  anuria,  a rise  in  blood 
pressure  and  a mounting  azotemia  and  hyper- 
phosphatemia. There  is  usually  a mild  acidosis 
as  reflected  by  lowered  carbon  dioxide  combin- 
ing power  of  the  plasma.  It  is  of  great  thera- 
peutic importance  that  during  this  phase  there 
develops  a marked  increase  in  plasma  volume 
even  in  the  absence  of  demonstrable  clinical 
edema.  This  increase  seems  to  be  largely  due  to 
the  discrepancy  between  fluid  output  and  fluid 
intake  and  emphasizes  the  usual  mistake  of  ad- 
ministering too  much  fluid  and  electrocytes.  In 
cases  in  which  recovery  occurred  and  in  which 
it  was  possible  to  make  serial  measurements,  it 
was  observed  that  the  time  of  maximum  plasma 
volume  increase  coincided  with  the  time  of  great- 
est nitrogen  retention  and  as  the  retained  nitro- 
gen was  decreased  the  plasma  volume  returned 
to  normal  (Mallory,  T.  B.  et  al).lC 

Treatment  during  this  phase  of  renal  insuffi- 
ciency is  based  on  attempting  to  maintain  a near 
normal  state  of  hydration  by  administering  fluids 
equal  to  an  estimated  insensible  loss  of  about 
1000  c.c.  plus  the  volume  equal  to  the  urinary 
output.  In  view  of  the  elevated  plasma  volume 
the  attempt  to  force  fluid  output  by  adminis- 
tering large  quantities  of  fluid  may  only  result 
in  pulmonary  edema.  Because  of  the  fact  that 
sodium  has  water  retaining  properties,  salt  solu- 
tion should  be  used  sparingly.  It  is  probably 
wise  to  restrict  the  sodium  chloride  to  2.5  gm.  or 
less  unless  excessive  sweating,  vomiting,  or  diar- 
rhea occur. 

It  is  debatable  whether  the  furnishing  of 
sodium  bicarbonate  in  daily  doses  of  four  to  six 
grams  is  of  value  in  the  combatting  of  acidosis. 
But  it  is  obvious  that  too  liberal  doses  of  .alkali 
during  the  period  of  renal  insufficiency  may  be 
dangerous  by  precipitating  the  tetany  of  alka- 
losis. 

The  error  of  treatment  in  the  past  has  been 
due  to  the  lack  of  realization  that  the  anuric 
patient  cannot  excrete  water  except  to  a very 
limited  degree  in  the  breath,  sweat,  and  stools. 
The  anuric  patient  is  also  unable  to  excrete 
potassium  which  increases  in  concentration  in 
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the  plasma  until  dangerous  or  fatal  levels  are 
reached.  Thorn17  uses  a very  sensible  course 
of  treatment  during  this  phase  of  the  disease. 
He  advocates  the  careful  restriction  of  fluids 
so  that  no  gain  in  body  weight  is  observed  dur- 
ing the  period  of  anuria.  He  limits  the  fluids 
to  1000  to  1500  c.c.  for  twenty-four  hours,  in  the 
absence  of  fever  or  fluid  loss  from  vomiting  or 
diarrhea. 

The'  provision  of  as  high  a caloric  intake  as 
possible  during  the  early  stage  of  anorexia  and 
vomiting  such  as  15  per  cent  glucose  infusion 
will  reduce  endogenous  protein  breakdown. 

The  use  of  small  quantities  of  plasma  (V2  unit) 
in  the  glucose  solution  will  maintain  blood  vol- 
ume and  prevent  excessive  fluid  dissipation 
into  the  extracellular  spaces.  Digitalization 
should  be  accomplished  at  the  first  evidence  of 
cardiac  failure.  By  this  conservative  routine, 
spontaneous  diuresis  may  he  affected  by  the 
tenth  to  the  twelfth  day  in  many  cases  and  re- 
covery ensue.  There  have  been  many  instances 
of  such  recoveries  in  the  literature  (Kugel )’s, 
(Macgraith,  et  al)19,  (Muirheacl  and  Fromm).20 

But  there  are  deaths  from  this  disease  in  the 
third  phase  when  diuresis  sets  in  if  the  proper 
treatment  is  not  instituted.  Burwell,  Kinney, 
and  Finch21  point  out  that  the  second  peak  in  the 
mortality  rate  in  cases  of  lower  nephron  nephro- 
sis occurs,  on  the  tenth  day  regardless  of  the  fact 
that  many  of  the  patients  had  shown  a spon- 
taneous diuresis  at  that  time.  As  suggested  by 
Thorn17  this  is  probably  related  to  the  develop- 
ment, of  liypochloremia  and  subsequent  dehydra- 
tion at  a time  when  the  renal  lesion  is  actually 
improving  but  normal  function  has  not  been 
completely  established.  As  the  diuresis  develops, 
and  the  patient  exhibits  clinical  signs  of  extra- 
cellular fluid  deficit,  additional  salt  and  water 
must  be  given  intravenously.  The  amount  of 
saline  given  depends,  upon  what  has  been  lost. 
The  diet  best  adapted  to  the  treatment  of  lower 
nephron  nephrosis  is  one  that  is  low  in., protein 
and  high  in  carbohydrate  and  fat. 

Measures  designed  to  remove  nitrogenous  and 
other  waste  products  from  the  blood  by  dialysis 
merit  consideration.  Peritoneal  dialysis  has  been 
used  by  Seligman,  Frank,  and  Fine21-  23  in  the 
treatment  of  acute  renal  failure  and  by  Good- 
year and  Beard24  and  Muirhead,  et  al23  and 
others.  The  clinical  application  of  this  form  of 
treatment  is  becoming  a widely  accepted  pro- 
cedure but  there  is  danger  in  its  application,  for 
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unless  care  is  taken  to  avoid  electrolyte  and 
water  unbalance  and  infection,  the  results  may 
be  disastrous.  The  dialyzing  fluid  must  be  pre- 
pared in  great  volume.  The  composition  of  the 
fluid  must  be  carefully  planned  to  contain  all 
the  ingredients  of  the  plasma.  Glucose  is  added 
to  prevent  the  loss  of  blood  sugar,  and  as  an 
osmotic  balance  to  avoid  the  undue  absorption 
of  water,  heparin  is  usually  added  to  the  fluid 
to  slow  the  deposition  of  fibrin  but  the  efficacy 
of  dialysis  falls  off  rapidly  after  three  to  four 
days.  In  spite  of  great  care  in  the  technique  of 
this  procedure,  there  are  cases  reported  of  a 
complicating  peritonitis  and  others  in  which 
fluid  retention  with  edema  occurred  in  the 
course  of  the  peritoneal  dialysis.  To  combat 
some  of  the  complications,  Reid,  Penfold,  and 
•Jones-0  have  successfully  used  intermittent  peri- 
toneal irrigation  for  control  of  peritonitis.  These 
authors  are  against  the  use  of  penicillin  which 
they  find  irritating  to  the  peritoneum. 

With  the  recognition  of  lower  nephron  ne- 
phrosis and  toxic  nephrosis  in  recent  years,  at- 
tempts have  been  made  to  free  the  blood  of  ni- 
trogenous wastes  by  means  of  artificial  kidneys. 
Alwell-7,  Murray28,  Kolff29  have  applied  them 
successfully  in  cases  of  renal  failure.  At  pres- 
ent the  artificial  kidney  appears  to  have  promis- 
ing therapeutic  possibilities  but  its  use  is  not 
without  risk.  It  has  not  been  developed  to  the 
point  where  it  can  be  generally  used. 

It  has  been  repeatedly  proved  that  splanchnic 
nerve  stimulation  can  divert  the  renal  circula- 
tion from  the  cortical  glomeruli.  Trueta  et  al:!0 
and  many  others  have  demonstrated  that  this 
effect  is  reversed  after  section  of  the  splanchnic 
nerves.  The  same  result  may  he  obtained  by 
spinal  anesthesia.  Spinal  anesthesia  has  been 
used  successfully  in  cases  of  acute  oliguria  and 
anuria  by  O’Sullivan  and  Spitzer31,  Robertson32 
and  others.  But  in  order  to  be  successful,  this 
method  of  treatment  must  be  used  early  before 
the  renal  ischemia  has  produced  renal  damage. 

Other  methods  of  treatment  such  as  intestinal 
lavage  and  renal  decapsulation  deserve  mention 
but  have  not  been  shown  to  be  of  real  value  in 
the  treatment  of  this  condition. 

SUMMARY 

1.  Acute  renal  insufficiency  due  to  lower 
nephron  nephrosis  may  result 'from  many  clini- 
cal conditions  and  is  usually  preceded  by  shock 
and  renal  ischemia. 


2.  The  syndrome  is  characterized  by  three 
phases;  the  first  of  shock  with  evidence  of  renal 
damage,  the  second  of  renal  insufficiency  with 
oliguria  or  anuria,  and  the  third  of  diuresis  and 
renal  recovery. 

3.  Treatment  is  unsuccessful  in  many  cases. 
In  those  successfully  treated  a plan  has  been 
followed  which  takes  the  three  separate  phases 
into  consideration: 

In  the  first  phase,  the  treatment  of  shock  with 
plasma  or  blood  transfusions  is  important,  as 
well  as  the  control  of  pain.  It  is  during  this 
phase  that  splanchnic  block  by  spinal  anesthesia 
may  be  of  value. 

The  second  phase  is  best  treated  by  the  limit- 
ing of  fluids  and  the  judicious  use  of  salt..  Such 
measures  as  peritoneal  dialysis  and  the  artificial 
kidney  may  be  of  value  during  this  phase. 

The  third  phase  of  diuresis  is  best  treated  In- 
adequate fluid  and  electrolyte  replacement. 

REFERENCES 

1.  Lucke.  Mil.  Surg.  99:  371-396.  1946. 

2.  Harkins.  H.  N.:  Surgery  9:  231,  1941. 

3.  Volhard,  F . and  Suter,  F..  Nieren  und  ableitende  Harn- 
wege,  Vol.  6.  Hendbuch  der  Inneren  Medizin,  1931 — G.  Von  Ber- 
guan  & R.  Stackelin. 

4 Cohnheim.  J.  & Rov,  C.  S.:  Virchow’s  Arch.  J.  Path.  Anat. 
92:  424-444.  1883. 

5.  Bradford,  J.  R.  J.  of  Physiol.  10:  358-407,  1889. 

6.  Bieter,  R.  N. : Am.  J.  Phys.  91:  436-458 

7.  Starr.  I..  J.  Exp.  Med.  43:  31-51.  1926. 

8.  Husfeldt,  E..  and  Bjering.  T.  Hospital  Stid.  78:  781,  1935. 

9.  Moon,  V.  H..  and  Kennedy,  P.  J : Arch.  Path.  14:  360,  1932. 

10.  Martineau,  P.  C.,  and  Hartman,  F W.  J.A.M.A.  134:  429- 
436,  1947. 

11.  Moon,  V.  H.  J.A.M.A.  134:  425-429,  1947. 

12.  Franklin,  K J : Barclay,  A.  E.;  Daniel,  P..  Trueta,  J., 
and  Pritchard,  M.  M.  L.  Lancet  2:  239,  1946. 

13.  Longcope,  W.  T.,  and  Winkenwerder,  W.  L.  Bull.  Johns 
Hopkins  Hospital  53:  255-287.  1933. 

14.  Hamilton,  P.  B.  Phillips,  R.  A.,  and  Hiller.  A.  Am.  J. 
Physio.  152:  517-522,  1948. 

15.  Corcoran.  A C.,  and  Page,  I.  H.  J.A.M.A.  134:  436-441, 

1947. 

16  Mallory.  T.  B . Simeone,  F.  A.;  Beecher,  H.  H.;  Sullivan, 
E.  R.;  Burnett,  E.  H Shapiro,  S.  C..  and  Smith,  L.  B.  Govern- 
ment Printing  Office,  J.  Urol.  59:  119,  1948. 

17.  Thorn.  G.  W..  J.  Urol.  59:  119,  1948. 

18.  Kugel,  V.  H.  Am.  J.  Med.  3:  188-205.  1947. 

19.  Macgraith.  B.  G.;  Havord,  R.  E,  and  Parsons.  D.  S.  Lan- 
cet 2:  292-296.  1945. 

20.  Muirhead,  M.  D.;  Fromm,  C.  S.,  J.A.M.A.  137:  1378-1382. 

1948. 

21.  Burwell,  E.  L Kinney,  T.  D.,  and  Finch,  C.  A.:  New 
England  J.  Med.  237:  657-665,  1947. 

22.  Seligman,  A.  M.;  Frank,  H.  A . and  Fine,  J.:  J.  Clin.  In- 
vestigation 25:  211-219,  1946. 

23.  Fine,  J.;  Frank.  H.  A.,  and  Seligman,  A.  M.:  Am.  Surg., 
124:  857-878.  1946 

24.  Goodyear.  W.  E.  .and  Beard.  D.  E.  J.A.M.A.  133:  1208- 
1210,  1947. 

25.  Muirhead,  E.  E.;  Small.  A B..  and  McBride,  R.  B.;  Arch. 
Surg.  54:  374-381.  1947. 

26.  Reid,  R.;  Penfold,  J.  B..  and  Jones,  R.  N.  Lanat  I.: 
269,  1947 

27.  Alwall,  N.  Acta  Med.,  Scandinav.  128:  317-325.  1947. 

28.  Murray,  G.;  Deloune,  E..  and  Thomas,  N.;  Arch.  Surg., 
55:  505-522,  1947. 

29.  Kolff.  W.  J.;  J.  Mt.  Sinai  Hosp.  14:  71-79.  1947. 

30.  Trueta,  J;  Barclay,  A.  E.;  Franklin,  ,H.  J.:  Daniel,  P.  M.. 
and  Prichard,  M.  M L Studies  on  the  Renal  Ciirculation.  187 
P P.  Springfield.  Ill  : Charles  C.  Thomas,  1947 

31.  O'Sullivan.  J V.,  and  Spitzer.  W.  J.  Obst.  Sz  Gynec.  Brit 
Emp.  54;  158-176.  1946 

32.  Robertson,  K Brit.  M.  J.  2:  810-813,  1946. 


I ol.  ? , So.  3 


A K I ZONA  M EDI  Cl  N E 


.35 


PREGNANCY  FOLLOWING  PATENT  DUCTUS 
ARTERIOSUS  LIGATION 

E.  FORREST  BOYD,  Jr.,  A.B.,  M.D. 

E.  FORREST  BOYD,  Sr.,  A.B.,  M.D.,  F.LC.S. 

Los  Angeles,  California 


A S the  average  life  span  lias  increased  twenty 
^ ^ years  in  a matter  of  some  five  decades ; as 
improvements  are  perfected  whereby  infertility, 
prematurity,  infection,  and  physical  maladapta- 
tions  are  becoming  less  hazardous  to  survival ; 
in  short,  as  artificial  technics  are  thwarting  the 
old  law  of  “Survival  of  the  Fittest,”  intriguing 
problems  in  the  fundamental  equipment  of  the 
organism  are  being  presented.  Women  are  liv- 
ing who,  heretofore,  had  been  given  up  for  lost 
by  all  save  a few  parents  and  farsighted  scient- 
ists whose  faith  was  not  limited  by  the  scientific 
horizon.  An  obvious  and  familiar  example  is 
that  of  the  conquest  of  diabetes.  A less  familiar 
field  is  that  of  surgery  involving  the  heart  and 
its  vessels. 

Cardiac  surgery  is  a relative  infant.  As  Sher- 
man1 remarked  in  1902  before  the  American 
Medical  Association,  “The  road  to  the  heart  is 
only  two  or  three  centimeters  in  a direct  line, 
but  it  has  taken  surgery  nearly  twenty-four  hun- 
dred years  to  travel  it.  ’ ’ 

The  patent  ductus  arteriosus,  a small  vessel 
less  than  an  inch  in  length,  and  hut  a few  centi- 
meters from  the  surgeon’s  stethoscope,  had  suc- 
cessfully defied  all  attempts  at  tampering  until 
Gross2  in  1939  first  dared  to  attack  this  small 
remnant  of  nonatresia.  Since  then  much  has 
been  accomplished  in  the  field  of  cardiovascular 
surgery,  star-studded  by  tremendous  studies  and 
endeavors  such  as  the  rapidly-spreading  Blalock- 
Taussig  operation  for  stenosis  of  the  pulmonary 
artery19 ; the  thorough  analytical  work  of  Abbott3 
with  a review  of  one  thousand  cases ; the  superb 
monograph  by  Taussigs;  the  pioneering  cardio- 
vascular physiological  studies  of  Holman20;  and 
many  others.  It  is  now  estimated  that  there  are 
approximately  twenty  thousand  people  in  this 
country  with  patent  ductus  arteriosus,  which 
places  this  abnormality  second  in  incidence  only 
to  intracardiac  septal  defects.  There  are  prob- 
ably between  thirteen  and  eighteen  thousand  fe- 
male persons  to  be  considered  because  of  this 
lesion,  since  the  defect  is  curiously  two  or  three 
times  more  common  in  female  than  in  male 
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patients.4  Thus  we  can  see  the  rapidly  increas- 
ing importance  of  this  lesion  in  our  medical 
problems. 

Heart  disease  is  now  the  leading  cause  of 
maternal  deaths.2  Three  per  cent  of  obstetrical 
patients  have  heart  disease,  producing  a mortal- 
ity rate  of  twelve  to  fourteen  per  thousand  in 
this  group.  Many  articles  mainly  concerning 
rheumatic  heart  disease,  which  has  an  incidence 
of  over  ninety  per  cent  as  opposed  to  less  than 
five  per  cent  of  congenital  heart  disease,  have 
been  written  on  the  care  and  management  of  the 
cardiac  patient  in  pregnancy,  therefore,  that 
entity  is  not  to  be  discussed  in  this  paper.  Nor 
is  the  fairly  rare  situation  of  a pregnant  patient 
with  an  untreated  congenital  cardiac  defect 
being  considered.  Rather,  the  somewhat  more, 
interesting  situation  of  an  isolated,  specific, 
congenital  defect,  namely  patent  ductus  arterio- 
sus which  has  been  surgically  treated,  is  the 
subject  of  this  article.  It  is  our  belief  that  this 
situation  will  become  more  frequent  in  the  next 
few  years,  and  it  is  our  obligation  to  be  antici- 
patory as  well  as  reflective. 

Briefly,  the  clinical  picture  will  be  reviewed, 
the  inevitable  and  incidental  loads  exposed,  and 
the  management  and  prognosis  discussed. 

Tt  is  well  known  that  the  ductus,  although 
functionally  closed  (as  evidenced  by  absence  of 
a murmur  or  other  symptoms),  may  remain 
organically  open  almost  to  puberty.  Most  of  the 
leaders  in  cardiology,  however,  are  beginning  to 
advocate  intervention  prior  to  the  tenth  year, 
even  if  asymptomatic,  because  of  a poor  longev- 
ity prognosis,  possibility  of  subacute  bacterial 
endocarditis,  heart  failure,  and  other  more  re- 
mote complications. 

We  are  all  acquainted  with  the  clinical  pic- 
ture. The  continuous  machinery  murmur,  heard 
best  in  the  pulmonic  area,  accentuated  in  systole 
and  virtually  diagnostic  of  the  malformation 
once  it  develops,  peripheral  signs  of  aortic  in- 
sufficiency, heart  failure,  polycythemia,  in- 
creased pulse  pressure,  lack  of  cyanosis  and 
clubbing,  and  the  other  minor  signs,  make  this 
a rather  simple  condition  to  identify. 

What  are  the  factors,  if  any,  which  would 
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make  such  a patient  more  susceptible  to  an  un- 
favorable outcome  than  a normal  pregnant 
woman?  Let  us  now  consider  the  inevitable 
load,  in  which  our  patient  must  participate.10 

The  normal  cardiac  load  is  said  to  increase 
fifty  to  sixty  per  cent  during  pregnancy,11  albeit 
the  machanism  is  not  yet  completely  agreed 
upon  by  all  authorities.  Increase  in  weight12  is 
fairly  obvious  as  a cause  of  increased  cardiac 
work.  The  effect  of  the  mechanical  pressure  of 
the  growing  uterus  on  the  work  load  of  the 
heart,  largely  hypothetical,  include  the  effects 
due  to  diaphragm  elevation,  pressure  on  the  rela- 
tively thin  right  ventricle,  twisting  of  the  great 
vessels  at  the  base  of  the  heart,  limitation  of 
respiratory  function  and,  thereby,  reduced  as- 
piration by  the  thoracic  veins.  The  growth  of 
the  uterus,  hypothetically  speaking,  causes  in- 
creased cardiac  work  by  increasing  the  endo- 
thelial area  involved : pressure  upon  the  large 
pelvic  vessels  in  certain  positions  might  impede 
blood  flow.  The  evidence  furthermore  indicates 
that  in  the  last  trimester  the  heart  has  to  carry  a 
load  of  circulating  blood  which  is  four  hundred 
to  twelve  hundred  cubic  centimeters  greater 
than  in  non-pregnant  state. 

Functional  and  structural  changes  in  periph- 
eral blood  vessels  during  pregnancy  may  cause 
increase  in  cardiac  work.  With  this  in  mind, 
Kyrieleis  and  Schroeder  examined  two  hundred 
pregnant  women  whom  they  considered  free  of 
toxemia,  and  in  many  of  these  they  found  a 
general  narrowing  of  the  retinal  arteries. 

The  strain  of  delivery,  whether  per  vagina  or 
by  laporotomy,  and  the  reparative  processes  are 
fairly  obvious  increases  in  cardiac  load.  There- 
fore, the  cardiac  reserve  is  of  even  greater  im- 
portance than  heretofore  in  assessing  indica- 
tions and  contraindications  for  operative  deliv- 
eries. It  is  interesting  to  note  from  several  later 
authors,  incidentally,  that  in  rheumatic  hearts, 
the  decompensation  occurs  with  apparently  in- 
creased frequency  in  the  seventh  and  eighth 
months,  rather  than  at  term.12 

The  growing  fetus  requires  additional  nour- 
ishment and  oxygen,  for  which  the  normal 
reserve  would  ordinarily  suffice ; however,  if 
the  reserve  is  not  there,  the  extra  one  one-hun- 
dredth of  a calorie  per  beat,  as  estimated  by 
Jensen,12  is  an  adverse  factor  to  be  considered. 

As  has  been  indicated,  the  cardiac  minute 
volume  has  been  shown  to  be  increased.  Likewise 
the  sedimentation  rate  is  markedly  increased  as 


originally  observed  by  Fahreaeus.  Findings 
in  capillary  pressure,  capillary  permeability, 
and  the  permanent  vascular  changes  have  not 
yet  been  proven,  in  spite  of  many  opinions 
expressed  for  their  increase.  There  is  no  con- 
clusive evidence  that  the  viscosity  of  the  blood 
is  increased  in  pregnancy. 

Increased  metabolism  naturally  increases  the 
cardiac  work.  In  pregnancy  there  is  an  increase 
in  oxygen  consumption  which  may  accelerate 
by  twenty-five  per  cent  the  basal  metabolic  rate. 
While  a high  foetal  metabolic  rate  and  increased 
respiratory  work  may  be  factors  in  producing 
this  increase,  there  is  much  evidence  that  over- 
function of  the  thyroid  gland  is  an  important 
cause,  resulting  in  increased  cardiac  work  sim- 
ilar to  that  seen  in  thyrotoxicosis.12 

The  effect  of  the  vital  capacity12  is  still  de- 
batable. MacKenzie  in  1904  indicated  by  actual 
measurements  that  what  the  lungs  lose  in  verti- 
cal they  gain  in  lateral  excursions.12  Alward  in 
1930  published  readings  showing  a definite 
tendency  for  the  vital  capacity  to  decrease  to 
about  twenty  per  cent  below  estimated  normal 
just  before  labor.  Others  corroborate  these 
findings.  (Still  other  modern  authors  have 
found  an  unmistakable  upward  trend  in  vital 
capacity  during  pregnancy  amounting  to  about 
six-tenths  of  one  per  cent  per  week.) 

The  incidental  loads  result  from  a variety  of 
sources,  such  as  infection,  obesity,  anemia,  physi- 
cal and  mental  strain,  subacute  bacterial  endo- 
carditis developing  on  a roughly  tied  ductus, 
and  so  forth.  Unique  loads  in  the  presence  of 
untreated  cardiac  defects  are  imposed  by  the 
fact  that  forty-five  to  seventy  per  cent  of  the 
total  blood  volume  expelled  from  the  left  ven- 
tricle is  short-circuited  back  to  the  heart9,  which 
increases  the  work  of  the  right  ventricle  by 
two  to  four  times  and  consequently  produces 
hypertrophy.13  The  dangers  of  heart  failure  are 
the  same  that  beset  the  patient  with  a peripheral 
arteriovenous  fistula,  and  depend  xipon  the 
amount  of  blood  short-circuited,  that  is,  on  the 
diameter  of  the  shunt;  and  these  could  become 
significant  should  recanalization  occur  during 
pregnancy.15  Anoxemia  may  be  an  even  great- 
er hazard  in  congenital  heart  disease  than  it  is 
in  rheumatic  heart,  disease. 

This  briefly  reviews  the  inevitable  and  inci- 
dental loads  which  may  be  thrust  upon  the  heart 
in  pregnant  women.  How,  then,  does  the  nor- 
mal heart  respond  to  these  loads? 
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There  is  a tendency  for  the  heart  to  increase 
in  size  within  normal  limits  as  pregnancy  ad- 
vances, the  ratio  of  heart  weight  to  body  weight 
remaining  fairly  constant.  Certain  animal  ex- 
periments indicate  that  the  heart  may  be  able 
to  accommodate  itself  to  increased  work  without 
hypertrophy ; specifically  by  increasing  its 
capillary  circulation.12  Cardiac  dilatation  so 
far  has  not  been  proven.  Pregnancy  draws  upon 
the  cardiac  reserve,  and  the  heart,  if  constitu- 
tionally inferior,  may  easily  develop  cardiac 
insufficiency.  This  may  closely  resemble  heart 
failure  due  to  organic  disease. 

What  are  the  points  to  be  considered  in  the 
management  of  pregnancy  following  such  vas- 
cular surgery?  Actually  this  seems  to  be  a prob- 
lem which  so  far  is  less  troublesome  than  that 
of  practically  any  other  cardiac  pathology. 
Whether  the  ductus  is  essentia!  for  circulatory 
maintenance  will  become  evident  at  the  time  of 
ligation,  if  not  sooner.  The  recovery  from  the 
operation  is  rapid  and  complete,  as  would  be 
expected  from  the  removal  of  a parasitic  circu- 
lation, provided  there  are  no  other  associated 
anomalies.  The  patient,  then,  will  present  her- 
self in  a relatively  normal  condition.  It  is  con- 
ceivable that  the  age  at  which  ligation  ivas 
performed  should  be  important,  as  it  would 
affect  the  readjustee  powers  of  the  heart.  For 
example,  a dilated  heart  is  a poor  factor  to  the 
success  of  this  operation,  and  the  obstetrical 
risk  would  be  adversely  affected.  Furthermore, 
recanalization  in  the  face  of  pregnancy  imposed 
on  recent  cardiovascular  surgery  is  a potential 
problem. 

Finally,  in  the  management  of  a patient, 
either  with  patent  ductus  arteriosus  or  following 
surgery  on  this  vessel,  we  should  first  carefully 
ascertain  her  true  cardiac  status.  This  can  be 
done  by  the  use,  first,  of  one  of  the  most  im- 
portant tools  of  our  trade,  a careful  history. 
Any  point  in  the  history  touching  on  cardiac 
strain  should  definitely  be  noted  and  evaluated. 
Second,  auscultation  may  detect  some  second 
sound  accentuation,  a murmur,  either  systolic 
or  diastolic,  and  arrythmia — rare,  but  important 
in  postoperative  cardiac  evaluation.  The  electro- 
cardiograph,  although  not  specific  in  this  mal- 
adaptation,  may  show  some  lengthening  of  the 
P-R  interval,  prominent  Q waves  in  leads  I 
and  II,  axis  deviation,  and  so  forth.  However, 
as  Jensen  summarizes,  the  “irregularity  with 
which  the  heart  is  displaced  precludes  any  regu- 


lar occurrence  or  sequence  of  the  electrocardio- 
graphic changes.  ’ ’12 

Roentgenograms  may  show  some  enlargement 
in  the  region  of  the  pulmonary  artery  and  conus 
of  the  right  ventricle,  and  fluoroscopic  examina- 
tion may  or  may  not  show  conspicuous  pulsa- 
tions in  this  region ; however,  these  findings 
are  inconsistent  even  before  ligation  of  the 
ductus,  and  their  principal  value  would  be  in 
demonstrating  recanalization.12  Thus  we  see 
that  as  far  as  cardiac  evaluation  is  concerned, 
we  are  at  best  determining  two  things:  (1)  the 
presence  or  absence  of  recanalization  and  (2)  the 
functional  adaptability  of  the  heart  as  estimated 
by  work  load. 

The  second  step,  of  course,  is  evaluation  of 
the  patient  as  an  obstetrical  risk.  This  pro- 
cedure is  an  accepted  corrollary  in  every  gesta- 
tion, and  it  is  not  the  purpose  of  the  paper  to 
delve  into  this  realm. 

The  final  step  is  that  of  so-called  active 
waiting.  Extra  care  should  be  exercised  in 
avoiding  the  incidental  loads,  such  as  anemia, 
excessive  hydration,  and  fatigue,  as  these  are 
notoriously  prominent  in  lowering  resistance, 
inviting  infection,  and  adding  work  load.  Some 
authorities  believe  that  frequent  vital  capacity 
determinations,  relative  only  to  the  same  patient, 
are  valuable  indices  as  to  the  safety  margin. 
Cardiac  output  (pulse  pressure  times  pulse 
rate),  respiratory  minute  volume,  oxygen  ten- 
sion, exercise  tolerance  tests,  and  many  other 
miscellaneous  and  as  yet  unproven  tests  have 
been  devised  to  evaluate  cardiac  reserve16 ; each 
of  us  has  his  own  preference. 

The  patient  should  be  watched  carefully,  and, 
at  the  first  sign  of  lowering  of  cardiac  reserve, 
should  be  immediately  hospitalized  and  actively 
treated,  just  as  any  other  cardiac  patient  would 
be  treated.  As  the  work  load  seems  to  be  at 
its  peak  in  the  early  phases  of  the  last  tri- 
mester, the  condition  of  the  patient  should  be 
evaluated  more  frequently  during  this  period 
and  her  activities  curtailed  accordingly.  The 
puerperium  with  its  extra  work  load  can  be 
somewhat  moderated  by  the  judicious  use  of 
parenteral  electrolytes  and  fluids,  controlled  by 
concentration  studies  on  the  blood  for  correct 
orientation. 

What  is  the  prognosis?  No  one  knows.  So 
far,  the  author  has  been  able  to  discover  only 
one  pertinent  case  recorded  in  the  literature. 15 
This  thirteen-year-old  girl  was  operated  on  in 
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December  1939  and  again  in  April  1941,  the 
latter  time  for  recanalization.  To  quote:  “ . . . 
the  child  has  grown  to  young  womanhood,  has 
married,  and  has  had  one  child.’’  A personal 
communication  from  Dr.  Helen  B.  Taussig7 
stated : “If  the  patient  has  been  successfully 
operated  on  for  a patent  ductus  arteriosus, 
and  the  ductus  has  been  divided,  the  patient 
should  go  through  surgery  quite  as  well  as  any 
other  patient  with  a normal  heart,  and  if  the 
ductus  has  been  firmly  and  successfully  ligated 
I think  the  same  should  be  equally  true  of  preg- 
nancy unless  the  patient  became  pregnant  a 
short  time  after  operation.  I would  not  suppose 
that  pregnancy  would  cause  the  ductus  to  re- 
open. It  has  been  our  experience  that  if  a duc- 
tus is  going  to  reopen,  usually  it  reopens  rela- 
tively soon  after  operation,  probably  within  the 
first  six  weeks.  For  my  part,  1 would  not 
advise  pregnancy  until  six  months  after  ligation 
of  the  ductus,  but  thereafter  I should  think  it 
would  be  entirely  safe.”  It  seems  that,  if  the 
operation  has  been  completely  successful  from 
the  surgical  standpoint,  there  is  practically  no 
gestational  risk. 

The  author  believes  that  an  obstetrical  patient 
of  no  undue  obstetrical  risk,  with  a history  of 
successful  surgical  ligation  of  a patent  ductus 
arteriosus  prior  to  her  pregnancy,  should  be 
allowed  to  go  unhampered  through  gestation, 
provided  that  the  obstetrical  load  both  inevit- 
able and  incidental  plus  fifty  per  cent,  would 
not  place  her  in  a class  III  cardiac  status.  The 
ability  to  assess  this  point  involves,  of  course, 
the  total  of  the  medical  knowledge  available,  and 
to  date  it  would  seem  that  such  total  is  adequate 
for  only  the  extreme  cases. 

REPORT  OF  CASE 

Mrs.  E.  R.  (!.,  a 22-year-old  white  married 
primigravida  with  an  estimated  date  of  con- 
finement on  22  May,  1949,  presented  herself 
on  19  October,  1948  with  a history  of  having 
had  a ligation-in-continuity  of  her  patent  ductus 
arteriosus  on  18  July,  1947,  22  months  prior 
to  estimated  date  of  confinement. 

Past  History:  Since  1939,  the  patient  had 
been  working  her  own  way  through  school  and 
marriage,  her  husband  being  a student.  The 
patient  was  said  to  be  somewhat  anoxic  at  birth  ; 
had  had  measles  and  pneumonia  in  her  child- 
hood ; and  at  the  age  of  18  had  had  scarlet  fever. 
Dining  this  illness  the  cardiac  murmur  was 
first  noted,  diagnosed  as  rheumatic  heart  disease. 
Also,  cholelithiasis  was  diagnosed  by  X-ray  at 
the  same  time,  but  the  patient  had  been  asymp- 
tomatic in  this  regard.  The  patient  has  several 


certificates  attesting  to  her  athletic  achieve- 
ments, including  swimming  the  quarter  and  the 
half  mile,  skating,  etc.;  however,  she  states  that 
her  endurance  has  never  been  that  of  her  associ- 
ates. Otherwise,  her  history  was  non-contribu- 
tory. 

Physical  Examination:  Examination  revealed 
a well  developed,  fairly  well  nourished,  delicate 
appearing  white  girl,  who  appeared  to  be  ex- 
cessively anxious.  She  was  a tonsillar,  had  cor- 
rected vision,  and  dulling  to  auscultation  and 
percussion  in  the  left  posterior  lung  field,  a 
thirty-seven  centimeter  well-healed  thoracic  scar 
and  partial  rib  resection  on  the  left.  She  also 
hail  tenderness  in  the  gallbladder  area,  mild 
erosion  of  the  cervix,  borderline  narrowing  of 
the  inlet,  evidence  of  first  trimester  pregnancy, 
and  mild  multiglandular  dyscrasias,  including 
hypothyroidism,  hyperinsulinism,  hypoadrenia, 
and  hypoovarianism.  She  was  estimated  func- 
tionally to  be  a Class  II  cardiac.  Her  tempera- 
ture was  98. (>F,  pulse  72.  respirations  20,  blood 
pressure  108/  72.  weight  135  lbs.,  fundus  at  5 cm. 

Laboratory  Studies:  Rh  positive,  Kahn  and 
Mazzini  reactions  negative,  normal  Complete 
blood  count  and  urinalysis,  normal  E KG,  vital 
capacity  uncorrected  of  3 liters,  and  roentgeno- 
grams of  the  chest  suggestive  of  a cardiac  defect. 

Course:  For  the  first  four  months  she  pre- 
sented the  usual  signs  of  pregnancy,  plus  some 
dyspnea,  with  a fourteen  pound  weight  loss  and 
recovery.  She  developed  an  upper  respiratory  in- 
fection in  her  fifth  month,  which  in  turn  induced 
anemia.  Both  responded  well  to  symptomatic 
treatment.  The  fetal  heart  tones  were  heard 
in  February,  two  weeks  after  quickening,  and 
continued  to  be  normal  throughout  gestation. 
In  the  sixth  month  the  patient  developed  dysp- 
nea and  backache  on  exertion,  and  gave  some 
evidence  of  increased  cardiac  enlargement.  The 
EKG  showed  increased  cardiac  strain,  and  the 
vital  capacity  dropped  to  2.3  liters.  It  was 
learned  that  she  was  maintaining  a two-story 
house  for  four  people,  including  one  bed-ricklen 
elderly  man  and  a cardiac-invalid  elderly  wom- 
an; doing  the  cooking,  laundry,  ironing,  and 
shopping  for  the  entire  group.  With  bed  rest, 
dehydration  and  sedation,  and  removal  into 
a house  trailer,  she  responded  promptly  and 
well,  in  spite  of  which  a close  surveillance  with 
frequent  visits  was  maintained  throughout  the 
gestation.  On  May  31,  1949  she  was  hospital- 
ized for  one  day  in  false  labor.  On  June  19, 
1949,  four  weeks  beyond  her  estimated  date  of 
confinement,  she  began  having  mild  pains  and 
passing  a few  small  blood  clots  per  vagina,  with 
a high  presenting  part.  Fetal  heart  tones  were 
good.  There  was  no  dilatation.  The  fetal  posi- 
tion was  LOB.  There  had  been  no  abnormality 
in  her  blood  pressure  or  urinary  findings 
throughout  the  pregnancy.  She  then  had  ap- 
proximately thirty-four  hours  of  desultory  la- 
bor, with  very  little  progress,  and  continued 
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vaginal  .spotting  without  cervical  dilatation. 
The  blood  studies  revealed  80%  hemoglobin,  3.85 
million  red  blood  cells,  13,200  white  blood  cells 
with  73%  segmented  cells  and  coagulation  time 
of  3 minutes.  Urine  was  negative.  X-ray  pel- 
vimetry showed  an  increase  in  the  anterior 
curvature  of  the  lower  sacrum  and  coccyx  which 
reduced  the  posterior  saggital  dimension  of  mid- 
pelvis to  3.8  cm.,  however,  the  bispinous  was  12.5 
centimeters.  Because  of  the  bleeding,  lack  of 
progress  after  30  hours  of  labor,  posterior  posi- 
tion, and  increase  in  fetal  heart  rate  from  130  to 
160  per  minute,  consultation  was  obtained  and 
a low  transverse  laparotrachelotomy  under  spinal 
anesthesia  was  performed.  The  placenta  was 
removed  from  the  lower  left  segment  and  showed 
evidence  of  a 4-5  centimeter  area  of  separation. 

Postoperative:  The  baby  was  normal  in  all 
respects,  weighed  seven  pounds  eleven  ounces, 
and  legained  birth  weight  prior  to  dismissal  on 
the  seventh  day,  being  an  active  nnrser  through- 
out. The  patient  “dangled”  the  first  day,  and 
was  ambulatory  thereafter.  She  underwent  a 
period  of  low  grade  hysteria  accompanied  by  her 
highest  temperature  of  102  degrees  F.  on  the 
second  postoperative  day,  but  recovered  rapidly 
and  soon  began  to  lactate.  The  subcuticular 
wire  suture  was  removed  on  the  eighth  post- 
operative day  and  the  patient  was  dismissed 
from  the  hospital  in  excellent  condition,  with 
heavily-lactating  breasts.  There  was  no  edema 
or  sign  of  cardiac  decompensation  at  any  time 
following  the  eighth  prenatal  month,  and  in- 
cluding her  six  weeks  checkup,  at  which  time 
the  pelvic  organs  were  well  involuted,  the  scar 
was  well  healed,  and  the  patient  was  well  adapt- 
ed and  comfortable. 

SUMMARY 

1.  A brief  orientation  of  the  subject,  indicat- 
ing approximately  thirteen  to  eighteen  thousand 
female  persons  in  the  United  States  with  patent 
ductus  arteriosus,  and  the  current  recommenda- 


tion that  this  vessel  be  ligated  prior  to  the  age 
of  ten  years,  establishes  the  importance  of  clini- 
cal consideration  of  the  defect. 

2.  The  inevitable  and  incidental  loads  of 
pregnancy  are  evaluated  as  accurately  as  pos- 
sible from  the  cardiac  standpoint. 

3.  A few  suggested  points  of  obstetrical 
management  are  presented,  adding  to  the  al- 
ready established  procedures  only  a somewhat 
more  thorough  cardiac  evaluation  aimed  at  esti- 
mating and  detecting  the  fall  in  cardiac  reserve. 

4.  A rather  optomistic  maternal  prognosis  is 
apparently  warranted. 

5.  A report  of  one  such  case  is  presented. 
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THE  HUMPED  NOSE 

JACK  E.  BROOKS,  M.  I).,  F.  A.  C.  S. 
Phoenix,  Arizona 


/^\F  all  the  types  of  external  nasal  deformi- 
v_>fties  the  humped  nose  has  the  highest  inci- 
dence. It  is  also  the  type  that  lends  itself  to 
reconstructive  surgical  correction  with  relative 
ease,  offers  gratifying  and  frequently  dramatic 
results  and  has  an  operative  and  convalescent 
period  which  is  extremely  short.  As  the  knowl- 
edge of  the  excellent  results  and  minor  incon- 
venience has  become  more  widely  disseminated, 
both  among  the  profession  and  the  laity,  the  cor- 
rective procedures  have  become  progressively 
more  popular. 


Characteristics 

The  humped  nose  may  be  congenital  or  trau- 
matic. The  congenital  type  presents  a marked 
forward  prolongation  of  the  nasal  septum,  both 
nasal  bones  and  the  upper  lateral  cartilages. 
The  traumatic  humped  nose  has  a more  angular 
hump  which  is  usually  confined  to  the  bony 
ridge.  Associated  deformities  contributing  to 
make  up  the  typical  humped  nose  are  the 
drooped  tip  with  downward  projection  of  its 
alar  cartilages.  There  may  be  many  variations 
such  as  fleshy  bulbous  tips,  hanging  or  retracted 
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columellas,  flaring  nostrils  and  others.  Trauma 
to  the  humped  nose;  eit her  by  direct  blow  result- 
ing in  a dislocated  anterior  septum  or  by  an 
overenthusiastic  submucous  resection,  will  fre- 
quently give  rise  to  the  “beak”  profile  due  to 
the  lack  of  tip  support. 


S urgical  I ndications 

The  main  indications  are  cosmetic  or  impair- 
ment of  function.  The  latter  occurs  more  fre- 
quently than  many  suspect.  Proetz's1  experi- 
ments revealed  the  importance  of  the  shape  and 
position  of  the  nostril  in  determining  the  stream 


Fig.  1A 


Fig.  IB 


Fig.  1C 


Fig.  II) 


Fig.  E Typical  humped  nose  deformity  (A  and  C)  with  correction  (B  and  D).  Note 
the  accentuation  of  the  drooped  tip  upon  broad  smiling. 
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uf  inspired  air  currents.  The  humped  nose  with 
its  characteristic  deformity  of  the  anterior  sep- 
tum and  its  drooped  tip  has  an  altered  route  of 
the  inspiratory  current  of  air  with  eddies  and 
whorls  being1  produced  in  the  nasal  passages. 


Consequently,  many  of  these  patients  complain 
of  nasal  stuffiness,  frequent  colds,  dryness  and 
an  irritating  postnasal  discharge.  This  was  first 
brought  to  the  author’s  attention  by  a patient 
relating  that  he  had  discovered  that  he  could 


Fig.  2C  Fig.  2D 


Fig.  2.  Slight  hump  with  associated  deformities  of  bulbous  tip  and  bony  twist 
giving  a “tough”  appearance  (A  and  C).  Rhinoplastic  reconstruction  consisting  of 
removal  of  hump,  putting  nose  back  into  the  midline  and  remodeling  the  nasal  tip 
gave  this  patient  the  desired  clean-cut  appearance. 
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Fig.  3B 


Fig.  3A 


Fig.  3.  Presenting  complaint  was  that  of  appearing  much  older  than  she  actually 
was  (A).  Removal  of  the  slight  hump,  softening  the  sharpness  of  the  nasal  tip  and 
relaxation  of  the  nasolabial  angle  produced  desired  result  (B). 


breathe  freely  all  night  by  simply  using  adhesive 
tape  as  a sling  and  keeping  the  tip  of  his  nose 
elevated.  Unfortunately,  he  had  had  a sub- 
mucous resection  and  frequent  turbinate  cauter- 
izations with  no  relief.  Thus,  the  patient  not 
only  made  bis  own  diagnosis  but  presented  the 
fact  that  elevation  of  his  nasal  tip  was  the  pro- 
cedure necessary  to  obtain  relief,  it  is  surpris- 
ing how  frequently  this  condition  will  be  encoun- 
tered if  one  uses  the  simple  test  of  elevating  the 
tip  of  the  nose  with  the  index  finger  to  determine 
whether  the  patient  experiences  easier  breath- 
ing. If  he  does,  he  can  safely  be  told  that  the 
rhinoplastic  procedure  will  offer  him  the  same 
amount  of  functional  improvement  in  addition 
to  improving  the  appearance  of  his  nose. 

The  rhinologist  is  most  frequently  consulted 
by  the  patient  with  the  humped  nose  seeking 
corrective  measures  for  purely  cosmetic  reasons. 
This  type  of  patient  should  not  be  regarded  with 
lack  of  understanding  as  the  indications  may  be 
very  important  from  the  standpoint  of  the  pa- 
tient’s happiness  and  welfare.  One  must  realize 
that  facial  appeal  is  the  dominant  factor  in  our 
daily  social  contact.  The  nose  is  the  most  con- 
spicuous feature  of  the  face,  and  any  exaggera- 


tion such  as  the  humped  nose  may  well  render 
it  as  a subject  for  ridicule  and  abuse,  and  of 
equal  importance,  may  give  rise  to  various, 
more  or  less  severe  complexes  of  inferiority,  in- 
adequacy and  self-consciousness.  One  must  at- 
tempt to  understand  the  patient's  mental  atti- 
tude. A large  bumped  nose  on  a small  face  be- 
comes an  absurdity,  yet  the  size  of  the  de- 
formity bears  little  relationship  to  the  patient’s 
unhappiness.  In  addition,  facial  appearance  is 
a definite  factor  in  one's  economic  and  social 
status.  The  average  patient  with  average  capa- 
bilities can  be  helped  to  a happier,  better  adjust- 
ed life,  providing  the  person  feels  it  will  help. 
The  proper  object  for  surgery  is  a deformity 
which  can  be  corrected  in  a patient  with  a serious 
desire  to  have  the  correction. 

Planning  the  Rhinoplasty 
No  two  noses  are  alike  and  no  two  faces  are 
alike.  Consequently,  one  cannot  resort  to  a 
stereotyped  procedure  or  else  the  results  will 
reflect  the  bvk  of  judgment  and  planning.  The 
nose  must  be  in  harmony  with  the  remaining 
features  of  the  face.  There  are  certain  rules  of 
symmetry  which  tend  to  yield  a pleasing,  esthetic 
result.  The  entire  face  must  be  studied  from 
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various  angles  and  this  is  best  done  by  means  of 
photographs  and  face  masks.  The  correction  will 
vary  according  to  the  other  features  of  the  face 
in  addition  to  the  nasal  deformity.  One  must 
consider  such  things  as  a prominent  or  a re- 
ceded chin,  a long  upper  lip,  a short  upper  lip 
which  folds  upon  itself  when  the  patient  laughs, 
a round  face  or  a long  face.  If  the  proper 
studies  and  plans  are  made  preoperatively,  the 
results  will  be  most  gratifying  in  that  pleasing, 
esthetic  improvements  will  be  achieved  consist- 
ently. One  must  proceed  with  caution  in  the 
type  of  patient  who  insists  on  having  his  humped 
nose  reconstructed  to  a tiny  “turned  up’’  nose, 
in  spite  of  it  not  being  the  best  esthetic  aim. 
This  desire  may  have  become  so  strong  in  the 
patient's  mind  that  to  do  otherwise  would  dis- 
please the  patient,  thus  defeating  the  main  ob- 
jective of  the  surgery  in  spite  of  having  obtained 
a good  surgical  and  artistic  result. 

The  Actual  ilhinoplasty 
The  details  of  the  actual  operative  procedure 
have  been  described  repeatedly  in  the  literature. 
At  present,  the  operation  consists  essentially  of 
the  technique  described  by  Joseph2,  with  refine- 
ments by  such  men  as  Aufricht,  Fomon,  Safian 


and  others.  The  surgery  usually  takes  about  one 
hour  operating  time  and  is  done  preferably  un- 
der local  anesthesia.  It  may  be  well  at  this  time 
to  emphasize  that  the  humped  nose  requires  a 
complete  osteoplastic  reconstruction.  Many  pa- 
tients consult  the  surgeon  with  the  desire  of 
simply  having  the  dorsal  hump  removed.  Little 
do  they  realize  if  the  hump  were  removed  and 
nothing  else  done,  the  surgeon  would  simply  be 
substituting  one  ugly  deformity  for  another. 
When  the  hump  is  removed  the  result  is  a wide 
appearing,  flat  topped  nose.  Thus  the  lateral 
walls  must  be  brought  together  by  infracturing. 
This,  in  turn,  causes  asymmetry  of  the  tip,  or 
lobule.  It  is  now  too  broad  for  the  rest  of  the 
nose.  Consequently,  the  most  delicate  part  of 
the  rhinoplasty  must  now  be  done.  The  alar 
cartilages,  which  constitute  t lie  framework  of 
the  nasal  tip,  must  be  reduced  in  size  and  re- 
fashioned according  to  the  desired  result  of  a 
remodeled  nasal  tip.  As  a result,,  the  nose  will 
be  symmetrical  in  itself  and  not  have  any  arti- 
ficial “give  away”  appearance. 

The  postoperative  convalescent  period  is  short 
and  surprisingly  lacking  in  discomfort.  Absolute 
bed  rest  is  limited  to  the  first  24  hours.  The  pa- 
tient wears  a stent  supported  dressing  for  about 


Fig.  4A  Fig.  4B 


Fig.  4.  Typical  humped  nose  accentuating  the  prominent  mouth  and  receded  chin 
(A).  Correction  (B)  removes  the  emphasis  of  the  associated  deformities.  Note  the 
fine  highlights  of  the  remodeled  tip  which  is  so  important  in  giving  a “natural” 
appearance. 
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five  days.  All  intranasal  sutures  are  removed 
by  the  fourth  or  fifth  day  and  all  dressings  are 
discarded  by  the  eighth  postoperative  day.  The 
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patient  continues  to  be  amazed  that  there  are 
no  incisions  or  stitches,  and  he  will  be  sure  to 
comment  on  how  comfortable  he  has  been.  Most 


Fie;.  5 A 


Fig.  5B 


Fig.  5C  Fig.  5D 

Fig..  5.  Preoperative  photographic  analysis  (A  and  C)  reveals  marked  asymmetry 
of  facial  features.  The  nose  is  much  too  large  for  the  face.  The  nasal  tip  is  very  bulb- 
ous and  droops  considerably,  accentuated  by  the  dorsal  hump.  The  mouth  is  small 
with  an  upper  lip  which  is  too  short.  Correction  (B  and  D)  attained  by  an  over-all 
reduction  in  size  of  the  nose,  elevation  of  the  nasal  tip  and  lengthening  of  the  upper 
lip.  I he  associated  symptom  of  chronic  nasal  stuffiness  was  relieved. 
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patients  are  ready  to  return  to  their  full  activi- 
ties ten  days  after  surgery. 

SUMMARY 

The  humped  nose  deformity  differs  from  other 
deformities  not  only  because  of  its  great  fre- 
quency but  also  because  it  lends  itself  to  cor- 
rective surgery  with  such  relative  ease. 

Nasal  osteoplasty  is  indicated  when  the  de- 
formity  causes  impairment  of  nasal  function, 
and  more  commonly,  when  the  deformity  creates 
unhappiness  and  complexes  of  various  degrees. 


One  must  realize  that  surgery  for  esthetics  alone 
can  well  be  consistent  with  the  highest  purposes 
and  goals  of  modern  surgery.  If  the  rhinoplasty 
is  well  planned  and  exercised,  the  results  can 
be  gratifying  to  both  the  patient  and  the  sur- 
geon. Persons  who  have  had  corrective  surgery 
for  a humped  nose  are  among  our  happiest 
patients. 
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Cditorial £ 


Can  Arizona  Afford  a Four- Year 
Medical  School? 

In  family  circles  decisions  regarding  expendi- 
tures for  necessities  and  luxuries  are  usually 
made  after  consideration  of  the  family  income, 
other  necessary  expenditures,  and  requirements 
for  savings.  At  one  time,  nominally  at  least,  sim- 
ilar criteria  were  applied  to  expenditures  by 
governmental  and  other  organizations  receiving 
and  disbursing  money.  The  “queer”  deal,  how- 
ever, has  changed  all  this  and  it  seems  no  longer 
fashionable  to  consider  spending  in  the  light  of 
realities  or  responsibilities.  Government  has  been 
chiefly  influenced  by  its  social  adventures  here 


and  abroad  thus  resulting  in  our  present  astro- 
nomical public  debt.  It  is  not,  surprising  that 
with  this  example,  similar  uncontrolled  spending 
is  spreading  throughout  our  social  structure. 
As  a result,  our  private  per  capita  debt  is  the 
highest  in  history. 

Without  belaboring  the  point  it  certainly  is 
an  obligation  of  the  profession  to  set  an  ex- 
ample of  common  sense  in  spending,  both  public 
and  private,  and  to  avoid  the  pork  barrel  even 
when  no  personal  profit  is  involved. 

Recently  there  has  been  some  agitation  for 
the  establishment  of  a four-year  medical  school 
in  Arizona.  A number  of  reasons  have  been  ad- 
vanced for  such  a project,  however,  the  only 
acceptable  reason  can  be  that  there  are  insuffi- 
cient physicians  available  to  meet  the  health 
needs  of  the  State.  Such  is  certainly  not  the 
case  now,  and,  climatic  and  other  factors  being 
what  they  are,  the  State  will  probably  always 
get  more  than  her  share.  U.  C.  L.  A.  at  Los 
Angeles  is  now  in  the  process  of  setting  up  such 
a school,  and,  when  one  reviews  the  problems 
and  tremendous  budget  involved  in  that  under- 
taking in  the  light  of  the  situation  here  in  Ari- 
zona, where  adequate  and  balanced  clinical  facili- 
ties suitable  for  a teaching  program  are  non- 
existent, it  would  seem  that  a four-year  medical 
school  would  prove  a most  expensive  luxury. 


New  Hope  for  Free  Medicine 

The  recent  elections  in  New  Zealand  and  in 
Australia  ousting  the  Socialist  government  of 
these  countries,  which  had  held  power  for  14 
and  eight  years  respectively,  comes  as  an  unex- 
pected and  cheering  bit  of  news.  The  tide  to- 
ward socialism  in  English  speaking  nations  be- 
gan in  these  countries,  engulfing  England  and 
making  further  advances  in  the  United  States 
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after  World  War  II.  The  way  in  which  New 
Zealand  and  Australia  have  been  able  to  throw 
off  the  shackles  which  have  bound  them  so  long, 
gives  us  new  hope  that,  in  spite  of  the  enor- 
mous advantages  for  self-perpetuation  pos- 
sessed by  the  party  in  power,  that  we  will  also 
see  socialism  soundly  repudiated  in  Great  Britain 
and  win  our  fight  in  this  country  for  free  en- 
terprise and  free  medicine.  At  least  the  people 
in  Australia  and  New  Zealand  know  what  they 


are  voting  for.  In  this  country  the  ' ‘Truman ite- 
Socialists”  have  accomplished  the  amazing 
sleight  of  hand  of  clothing  themselves  in  the 
name  of  the  old  and  honorable  democratic  par- 
ty. Shakespeare  once  said  “would  a rose  by 
any  other  name  smell  as  sweet.”  How  much 
better  it  would  be  if  in  our  elections  we  had 
the  choice  of  voting  for  a Socialist  or  a Free 
Enterprise  ticket  instead  of  Democrat  or  Re- 
publican. 


Arizona  Medical  Problems 

CONSULTATION  AND  CASE  ANALYSIS 


ARIZONA  MEDICINE  again  presents  an 
unsolved  and  difficult  case  from  the  prac- 
tice of  Arizona  physicians,  with  the  Case- 
Analysis  and  comments  of  a specially-chosen 
and  nationally-known  Consultant. 

Any  physician  who  has  an  undiagnosed 
case  which  has  defied  other  methods  of  solu- 
tion may  send  it  for  consideration.  The  case 
should  be  completely  worked  up,  but  an  ed- 
itor will  help  compose  the  report.  When- 
ever the  need  for  an  answer  is  urgent,  the 
Consultant’s  reply  will  be  sent  direct  to  the 
submitting  physician,  before  publication. 

Please  send  communications  and  data  to 
Dr.  W.  H.  Oatway,  Jr.,  123  S.  Stone  Avenue, 
Tucson,  Arizona,  or  care  of  The  Editor,  Ari- 
zona Medicine. 


The  current  case  is  one  with  an  acute  ocular 
lesion,  but  with  an  involved  background  to  which 
it  may  be  related.  It  will  be  interesting  to  see 
what  the  modern  viewpoint  is,  and  whether  the 
ultra-modern  drugs  are  of  value. 

The  CONSULTANT  is  Dr.  Alfred  R.  Robbins 
of  Los  Angeles.  Dr.  Robbins  is  a graduate  of 
Purdue  University,  of  the  School  of  Medicine  at 
the  University  of  Indiana,  and  the  Post-Gradu- 
ate School  at  the  University  of  Pennsylvania. 
He  became  a diplomate  of  the  American  Board 
of  Ophthalmology  in  1937,  and  is  a member  of 
the  American  College  of  Surgeons.  His  practice 
has  been  limited  to  ophthalmology  since  1933. 
Dr.  Robbins’  experience  in  urban  Los  Angeles, 
in  a large  medical  center  where  he  sees  many 
problems  in  consultation,  is  an  ideal  vantage 
point  from  which  to  analyze  a case  of  this  sort. 
* # # 

CASE  NUMBER  XXIV 
The  patient  was  a white  male  student,  21  years 
of  age.  He  was  a native  of  Arizona,  and  had 
lived  most  of  his  life  in  Phoenix. 


The  chief  complaint  was  a burning  pain  in  the 
left  eye,  with  photophobia.  The  symptoms  had 
started  two  days  before,  but  had  been  minimized 
because  he  had  been  straining  his  eyes  by  over- 
work for  many  weeks. 

The  past  medical  history  seems  pertinent,  and 
contains  several  evidences  of  ill  health.  Five 
years  before,  at  the  age  of  16,  the  patient  had 
developed  an  aching  pain  in  the  hips  while  going 
to  school  near  Boston.  The  hips  were  x-rayed  and 
found  to  be  negative. 

Two  years  later  he  had  an  attack  of  severe 
pain  in  the  lower  part  of  the  back,  and  a Tucson 
orthopedic  surgeon  diagnosed  a spinal  and  sacro- 
iliac arthritis  by  x-ray.  A noted  Boston  consult- 
ant called  it  the  “third  type  of  arthritis,”  the 
“glandular’  kind,  prescribed  female  sex  hor- 
mones (ineffective),  x-ray  therapy  (helpful),  ex- 
ercises (abandoned),  and  vitamines. 

The  pain  had  been  present  since,  being  worse 
with  exercise,  better  in  the  summer,  and  often 
referred  bilaterally  to  the  epigastrium.  He  felt 
better  while  living  in  southern  Arizona.  No 
other  joints  were  involved,  but  the  strength  in 
his  legs  had  been  poor,  his  weight  was  always 
below  normal. 

He  had  been  thoroughly  examined  a year  be- 
fore his  present  eye  symptoms.  His  spine  con- 
tour and  mobility  were  normal,  and  there  was  no 
tenderness,  but  he  was  unable  to  bend  at  the 
hips  while  standing  or  recumbent.  The  sinuses, 
throat,  heart,  prostate,  and  abdomen  were  nor- 
mal. X-rays  of  the  spine  and  jielvis  showed  an 
ankylosing  lesion  of  the  sacro-iliac  joints.  The 
prostate  smear  was  normal,  as  was  the  blood 
serology.  The  blood  count  was  normal,  but  the 
sedimentation  rate  was  38  mm.  in  an  hour.  The 
chest  x-ray  showed  calcifications  in  the  hilar 
areas,  a tenting  of  the  left  diaphragm,  and  a sub- 
apical  pleuroparenchymal  scar. 

On  examination  at  the  time  he  was  seen  for 
his  eye  symptoms  his  general  condition  was 
good;  his  arthritis,  with  pain  and  morning  stiff- 
ness. was  the  same;  he  had  no  symptoms  by  sys- 
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terns.  There  were  shotty  cervical  lymph  nodes; 
the  lungs  were  unchanged  by  fluoroscopy;  his 
sinuses  were  clear  by  x-ray;  the  prostate  was 
finely  nodular  and  of  normal  size;  the  teeth  were 
normal  by  x-ray;  the  blood  count  was  normal 
and  the  sed.  rate  was  45  mm.;  and  the  eye  condi- 
tion was  referred  to  an  ophthalmologist.  , 

The  specialist  diagnosed  an  irido-cyclitis,  used 
atropine  drops,  hot  packs,  and  gave  a hypodermic 
of  foreign  protein.  Relief  of  pain  was  immediate, 
but  in  a few  days  the  exudate  became  plastic. 
The  temperature  was  close  to  normal. 

The  use  of  penicillin,  sulfamerazine,  and  fever 
therapy  was  discussed. 

QUESTIONS : — 

1 . What  is  the  etiology  of  a spontaneous  irido- 
cyclitis ? 

Is  it  related  to  the  arthritis,  as  is  often 
suggested  ? 

2.  Should  it  be  treated  as  an  infection? 
What  chemical  or  antibiotic  is  the  method 
of  choice  at  present? 

3.  Is  there  any  evidence  to  show  a connec- 
tion with  adrenal  function? 

4.  Is  fever  therapy  or  physiotherapy  of 
value  ? 

M.  D.,  Tucson 

ANALYSIS  AND  ANSWERS:— 

A review  of  the  case  number  XXIV  gives  the 
following  positive  findings: — 

1.  An  ankylosing  lesion  of  the  sacroiliac 
joints. 

2.  An  elevated  sedimentation  rate. 

3.  Chest  plates  which  indicate  some  degree 
of  pathology  without  positive  findings  of 
active  tuberculosis. 

4.  An  acute  iridocyclitis  in  the  left  eye  with 
plastic  exudate. 

Question  No.  1. — What  is  the  etiology  of  a 
spontaneous  iridocyclitis?  Is  it  related  to  the 
arthritis,  as  is  often  suggested? 

The  etiology  of  iridocyclitis  is  usually  obscure 
and  is  rarely  primary  except  in  injuries,  sur- 
gery, or  infestations.  In  most  cases  the  organ- 
ism cannot  lie  recovered  from  the  eye.  The  re- 
action of  inflammation  in  an  eye  therefore  is 
usually  regarded  as  a local  special  tissue  hyper- 
sensitivity to  an  organism  or  its  toxins. 

A careful  survey  must  he  done  in  all  cases  of 
this  type,  and  it  must  include  the  granulomatous 
diseases,  tuberculosis,  Fryes  organism,  Brucel- 


losis, Histoplasmosis,  Toxoplasmosis,  Coccidioido- 
mycosis, as  well  as  infection  by  the  Neisserian 
organism,  the  streptococcus,  the  staphlococcus, 
and  E.  coli. 

A reasonably  accurate  survey  of  this  type  can 
be  made  in  a well  equipped  laboratory.  In  this 
way  one  often  can  determine  the  probable  etio- 
logic  factor. 

From  the  history  in  this  case  I would  con- 
sider the  granulomatous  types  of  infection  first. 

The  iridocyclitis  may  be  related  to  arthritis 
and  the  reported  incidence  is  high.  The  relation- 
ship is  that  of  related  signs  of  a systemic  disease. 

Question  No.  2. — Should  it  be  treated  as  an 
infection?  What  chemical  or  antibiotic  is  the 
method  of  choice  at  present? 

It  should  be  treated  as  an  infection  until  any 
demonstrated  foci  are  eliminated.  However,  the 
treatment  often  is  desensitizing  rather  than 
more  drastic  therapy,  especially  in  the  chronic 
stage. 

Antibiotics  anil  chemicals  would  be  used 
against  a primary  infection,  but  have  very  little 
influence  on  the  iridocyclitis  itself. 

Question  No.  3. — Is  there  any  evidence  to 
show  a connection  with  adrenal  function? 

At  present  a few  cases  have  been  reported  in 
which,  during  the  treatment  of  arthritis  with 
compound  E (or  ACTH),  uveitis  has  shown  a 
dramatic  response.  This  indicates  that  the  etio- 
logic  factor  is  the  same.  The  present  state  of  our 
knowledge  in  this  work  is  purely  empirical. 

Question  No.  4. — Is  fever  therapy  or  physio- 
therapy of  value? 

This  patient  has  an  active  iridocyclitis  with 
exudate.  The  systemic  findings  are  those  of  a 
chronic  infection  with  increased  sedimentation 
rate.  The  immediate  treatment  of  choice  is  re- 
peated general  hyperpyrexia  with  accepted  local 
therapy  to  the  eye. 

ALFRED  R.  ROBBINS,  M.  I)., 
The  Wilshire  Medical  Building, 
1930  Wilshire  Boulevard, 

Los 'Angeles,  5,  California. 
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PHOENIX  CLINICAL  CLUB 

Massachusetts  General  Hospital 
Case  Record  30051 
November  28,  1049 


An  eighteen-year-okl  youth  entered  the  hos- 
pital because  of  high  blood  pressure. 

'Phe  patient  was  in  excellent  health  until 
about  seven  months  before  admission,  at  which 
time  he  noticed  the  onset  of  occasional  head- 
aches. He  had  cold  feet  and  legs  at  night, 
accompanied  by  hot  flashes  over  the  upper  half 
of  the  body.  Three  months  prior  to  entry  he 
developed  persistent  nocturia,  twice  a night. 
There  were  one  or  two  short  episodes  of  dysuria, 
but  no  polyuria,  pyuria,  hematuria  or  inconti- 
nence. For  years  he  had  drunk  two  quarts  of 
water  daily.  He  had  no  increased  thirst.  About 
one  month  before  admission  he  developed  a 
sharp,  occipital  pain,  which  was  accompanied 
by  a dull  ache  over  his  eyes  and  over  the  bridge 
of  his  nose.  At  first  the  pain  came  on  in  the 
morning  on  waking,  was  relieved  by  work  and 
returned  in  the  afternoon  or  evening.  Lately 
it  had  become  persistent  and  prevented  him  from 
sleeping.  About  three  weeks  before  admission, 
while  being  examined  for  a job,  he  was  told 
that  he  had  high  blood  pressure.  The  headaches 
became  quite  severe.  Two  days  before  admis- 
sion he  woke  with  a right  facial  paralysis.  He 
had  a slight  nosebleed  and  palpitation,  with 
slight  non-radiating  precordial  pain,  blurring  of 
vision  and  mental  confusion.  He  was  unable  to 
recognize  his  father.  He  had  no  vertigo,  con- 
vulsion, unconsciousness,  nausea,  vomiting,  fe- 
ver, chills  or  anginal  pains.  He  had  lost  13 
pounds  of  weight  in  two  years. 

The  past  history  was  entirely  negative  except 
for  diphtheria  as  a child. 

Physical  examination  showed  a well-devel- 
oped, well-nourished  man  in  no  distress.  The 
lungs  were  clear.  The  left  border  of  cardiac 
dullness  was  8 cm.  from  the  midsternal  line  in 
the  fifth  space.  The  sounds  were  forceful,  regu- 
lar, and  of  good  quality.  A loud  third  sound  and 
a split  second  sound  were  heard  at  the  base. 
The  aortic  second  sound  was  greater  than  the 
pulmonic.  There  was  complete  right  facial 
paralysis.  No  spasm,  anesthesia  or  paresthesia 
was  noted.  The  fundi  showed  rather  marked 
generalized  spasm.  The  disk  margins  Avere 
blurred,  but  there  were  no  elevations;  a IVav  col- 
lections of  cotton-wool  exudate  were  seen,  as 
well  as  tAvo  or  three  small  bits  of  Avaxy  exudate, 
in  the  left  macula.  Neurologic  examination  AA-as 
otherwise  negative  except  for  bilaterally  de- 
creased tendon  reflexes. 

The  blood  pressure  was  190  systolic,  140  di- 
astolic. The  temperature  was  98.6°F.,  the  pulse 
80,  and  the  respirations  20. 

Examination  of  the  blood  shotved  a red-cell 
count  of  5,700,000,  with  14.5  gm.  of  hemo- 


globin. The  white-cell  count  Avas  14,500,  with 
06  per  cent  neutrophils.  The  urine  showed  a 
specific  gravity  of  1.020.  There  were  three  or 
four  red  cells  and  one  negative.  The  stools  Avere 
guaiac  negative.  A blood  Hinton  test  was  nega- 
tive. The  non-protein  nitrogen  Avas  28  mg.  per 
100  c.c. 

X-ray  examination  of  the  chest  showed  slight 
enlargement  of  the  left  ventricle.  An  intravenous 
pyelogram  was  negative.  A urine  concentration 
test  showed  a specific  gravity  of  1.022.  A phenol- 
sulphonephthalein  test  revealed  40  per  cent  ex- 
cretion in  the  first  fifteen  minutes,  and  85  per 
cent  in  tAvo  hours.  A lumbar  puncture  gave  an 
initial  pressure  of  120  mm.  of  water;  10  c.c.  of 
clear  colorless  fluid  Avas  withdraAvn,  with  a final 
pressure  of  80  mm.  There  were  3 Avhite  cells 
per  cubic  millimeter,  with  a total  protein  of  82 
mg.  per  100  c.c.  The  gold-sol  test  was  001 1331000. 
Repeated  blood-pressure  determinations  gave  an 
average  of  200  systolic,  140  diastolic,  Avhile  lying 
down  and  sitting,  and  one  of  150  systolic,  130 
diastolic,  Avhile  standing.  The  entire  determina- 
tion, however,  was  done  in  a single  sitting  over 
a period  of  only  tAventy-four  minutes.  A cold 
pressor  test  showed  a systolic  rise  of  10  mm. 
and  a diastolic  rise  of  10  mm.  Blood-pressure 
determination  after  the  administration  of  three 
doses  of  3 gr.  of  sodium  amytal  Avithin  a period 
of  three  hours  shoAved  no  definite  change.  An 
electrocardiogram  revealed  a normal  rate  of  85. 
The  PR  interval  Avas  0.12  second;  S2  and  Sa  Avere 
prominent ; STL  and  ST:;  were  depressed,  Avith 
increased  T2  and  T:i. 

The  patient’s  condition  remained  essentially 
the  same.  There  Avas  a sIoav  rise  of  blood  pres- 
sure. On  the  sixth  hospital  day  he  developed 
a sore  throat,  with  chilly  sensations  and  in- 
creased sweating.  The  temperature  rose  to  102°F. 
Examination  showed  a beefy-red  throat  and 
bilaterally  tender  and  enlarged  posterior  cervi- 
cal lymph  nodes.  The  Avhite-cell  count  Avas 
13,800  with  78  per  cent  neutrophils.  A throat 
culture  shoAved  many  beta-hemolytic  strepto- 
cocci. On  the  sixteenth  hospital  day  he  Avas 
given  2 gm.  of  sulfadiazine  every  two  hours 
for  two  doses,  folloAved  by  1 gm.  every  four 
hours  for  six  days.  The  throat  culture  became 
negative. 

On  the  twenty-first  hospital  day  he  com- 
plained of  discomfort  in  the  right  flank.  There 
was  some  tenderness  in  the  right  costovertebral 
angle.  The  urine  examination  showed  a specific 
gravity  of  1.010  and  a + test  for  albumin.  The 
urine  contained  innumerable  red  cells,  with  oc- 
casional white  cells  and  granular  casts,  which 
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persisted  for  five  days.  A urine  culture  was 
negative.  The  temperature,  pulse  and  respira- 
tions were  normal.  The  blood  pressure  was  220 
systolic,  365  diastolic. 

An  operation  was  performed  on  the  twenty- 
sixth  hospital  day. 

DISCUSSION 
Dr.  Preston  T.  Brown: 

The  positive  features  of  the  illness  of  this 
18-vear-old  male  are: 

1.  Marked  hypertension. 

2.  Vaso-motor  phenomena  — cold  extreme, 
hot  flashes. 

3.  Headache. 

4.  Facial  paralysis  — complete. 

While  in  the  hospital  he  developed  a severe 
strep  throat  infection  followed  by  evidence  of 
renal  injury. 

The  examination  and  laboratory  studies  pro- 
vide ample  evidence  that  no  organic  cardiac  dis- 
ease exists  and  that  the  hypertension  is  not 
based  upon  Bright’s  Disease — witness  the  good 
urinary  concentration,  normal  NPN  and  PSP 
secretion. 

Unless  one  is  willing  to  accept  a diagnosis  of 
essential  hypertension  (a  vague  and  unsatisfac- 
tory term)  we  must  consider  the  outstanding 
possibility  to  be  an  adrenal  medullary  tumor, 
the  type  called  pheoehromocytonia.  These  rela- 
tively rare  tumors  of  the  chromaffin  sympathetic 
nerve  tissue  usually  produce  epinephrine  or 
epinephrine-like  substances.  These  tumors  may 
be  discovered  accidentally  at  surgery  or  autopsy 
in  a symptom-free  person,  they  may  cause  sud- 
den death  following  minor  trauma  or  surgery 
or  they  may  produce  the  adrenal  sympathetic 
syndrome.  The  latter  may  be  manifested  by 
paroxysmal  hypertension  alternating  with  nor- 
mal blood  pressure  or  a continuous  hypertension 
with  paroxysms.  And  finally,  it  may  simulate 
the  continuous  hypertension  of  essential  or 
malignant  hypertension.  Hvperglycenda  is  a 
frequent  finding  in  the  paroxysmal  attack — 
not  tested  in  our  patient,  glucose  tolerance  is 
low.  and  BMR  is  elevated. 

The  use  of  epinephrine  antagonists  is  of  value 
in  differential  diagnosis  — drugs  of  the  ben- 
zodioxane  group  produce  significant  drops  in 
blood  pressure  in  the  presence  of  this  type  of 
tumor.  On  the  other  hand,  histamine  and  mecho- 
tyl  by  their  epinephrine  provoking  action  pre- 
cipitate paroxysms  in  these  patients.  The  tumor 
may  often  be  visualized  by  soft  tissue  x-ray  tech- 


nics, pyelograms,  or  by  air  insufflation  in  the 
para-renal  connective  tissue. 

In  our  patient  several  features  appear  to  be 
irrelevant  to  the  basic  diagnosis.  The  facial 
paralysis,  for  example  is  described  as  “com- 
plete,” and  if  that  is  accepted  it  must  be  assumed 
to  be  a peripheral  involvement  typical  of  Bell's 
palsy  and  due  to  a central  lesion  such  as  hemor- 
rhage in  the  supranuclear  region  in  which  the 
upper  portion  of  the  face  would  be  relatively 
less  affected. 

The  strep  throat  treated  after  a delay  of  ten 
days  with  sulfa  drugs  is  an  incident,  and  either 
by  itself  or  associated  with  sulfa  irritation  of 
the  urinary  tract  produced  the  hematuria. 

In  the  differential  diagnosis  psychoneurosis 
with  hypertension  may  be  confusing,  and  several 
cases  have  been  explored  for  tumor.  The  use  of 
benzodioxane  produces  no  lowering  of  blood 
pressure  in  such  cases,  and  sedation  often  may 
do  so. 

In  our  patient  we  have  only  the  history  to 
support  the  diagnosis  of  pheoehromocytonia  plus 
the  absence  of  evidence  pointing  to  any  other 
cause  of  hypertension.  It  would  be  helpful  to 
know  the  response  of  the  patient  to  benzodioxanes 
and  histamine. 

The  negative  pyelogram  is  a stumbling  block 
but  we  haven’t  seen  the  pictures. 

Diagnosis : Pheoehromocytonia 
Bell's  Palsy 
Strep  throat 

Operation : Expl.  of  adrenals. 

Dr.  Joseph  Bank: — 

It  is  an  unpleasant  truth  that  patients  with 
known  or  suspected  causes  for  their  hyperten- 
sion constitute  only  a small  percentage  of  those 
suffering  from  arterial  hypertension.  At  least 
95  per  cent  of  them  have  the  essential  or  malig- 
nant variety.  Because  hope  springs  eternal  in 
the  human  breast,  we  always  search  for  the  oc- 
casional case  in  which  a cause  may  be  found, 
and  if  we  hit  the  jackpot,  remove  the  cause. 
This  gamble  against  nature’s  slot  machine  of 
human  pathology  is  most  alluring  and  leads  to 
fascinating  research  with  an  occasional  reward, 
as  in  the  exceptional  case  of  hypertension. 

In  beginning  our  search  for  the  rare  nugget 
of  curable  hypertension,  we  have  to  sift  through 
a long  list  of  possibilities.  We  have  renal  cause  . 
cerebral  causes,  cardiovascular  causes,  and  en- 
docrine, not  to  mention  the  most  common  and 
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most  unknown,  namely,  essential  and  malignant 
hypertension. 

Among  the  renal  causes  we  have  affections 
of  the  vessels,  arteriosclerosis,  vascular  anom- 
alies, and  popular  guesses  in  which  only  the 
pathologist  can  he  certain,  namely,  periarteritis 
nodosa,  visceral  lupus  erythematosus,  and  sclero- 
derma. The  various  affections  of  the  paren- 
chyma need  not  he  enumerated.  They  are  both 
medical  and  surgical.  Perinephritic  disease  and 
involvement  of  the  ureter  are  also  contributing 
causes.  The  most  common  cerebral  causes  are 
those  producing  increased  intracranial  pressure, 
diencephalic  stimulation,  and  anxiety  states. 
Cardiovascular  conditions  include  heart  failure, 
arteriovenous  fistula,  heart  block,  coarctation, 
atheromatosis,  and  polycythemia. 

An  elevation  of  blood  pressure  during  ado- 
lescence gives  rise  to  the  suspicion  of  the  pres- 
ence of  coarctation  of  the  aorta.  This  ‘probabil- 
ity is  increased  by  the  absence  of  renal  pathol- 
ogy. The  alteration  in  circulation  due  to  inter- 
ference of  the  blood  supply  results  in  consider- 
able hypertension  in  the  arms.  The  blood  pres- 
sure in  the  legs  is  low,  a systolic  murmur  is  heard 
over  the  base  of  the  heart;  fluoroscopy  reveals 
a moderate  enlargement  of  the  left  ventricle, 
the  aortic  knob  is  not  prominent,  and  erosion  of 
the  lower  borders  of  the  ribs  may  be  seen  being 
produced  by  the  dilatation  of  intercostal  arteries. 
The  complications  of  coarctation  include  the 
development  of  subacute  bacterial  endocarditis, 
subarachnoid  hemorrhage,  rupture  of  the  as- 
cending aorta,  cardiac  insufficiency,  or  inter- 
mittent claudication.  The  record  before  us  does 
not  have  enough  evidence  to  direct  our  attention 
to  coarctation. 

The  mechanism  of  the  malignant  hypertension 
syndrome  is  not  clear.  In  dogs  Goldblatt  and 
Keyes  have  produced  a syndrome  resembling 
it  by  constricting  the  renal  arteries  severely. 
The  changes  observed  at  autopsy  are  particu- 
larly noted  in  the  vascular  system,  consisting 
of  severe  arteriosclerosis,  necrosis  with  fibrinoid 
degeneration  especially  of  the  renal  arterioles, 
and  an  endarteritis  of  small  renal  arteries.  Most 
patients  with  the  malignant  syndrome  have  had 
a prolonged  period  of  essential  hypertension, 
coming  on  without  warning  and  striking  the 
patient  suddenly.  But  there  is  also  a group  of 
cases  in  which  there  was  no  preceding  hyper- 
tension, with  the  malignant  symptoms  present 
from  the  first  with  a course  that  runs  in  weeks 


or  months.  The  syndrome  occurs  in  early  or 
middle  life.  The  early  signs  include  severe  head- 
ache, some  dyspnea,  fatigue,  weakness  and 
weight  loss,  and  above  all,  blurred  vision.  Most 
observers  do  not  believe  that  malignant  hyper- 
tension can  he  present  without  papilledema. 
While  elevated  pressure  of  the  cerebrospinal 
iluid  is  associated  with  papilledema,  it  is  not 
the  only  cause.  Dyspnea,  ankle  edema  with 
change  in  the  T-wave  and  left  axis  deviation  in 
the  E.C.G.  are  noted.  With  the  terminal  stage, 
cardiac  failure  becomes  intensified,  the  heart 
being  dilated  rather  than  hypertrophied.  Nau- 
sea, vomiting  and  severe  weight  loss  and  con- 
vulsions follow.  Death  occurs  from  uremia,  car- 
diac failure,  or  occasionally  from  cerebral  hem- 
orrhage. 

Pituitary  basophilism  may  he  associated  with 
hyp  'intension.  It  occurs  in  adolescence  or  early 
adult  life.  The  onset  is  insidious.  The  early 
complaints  are  weakness,  increase  in  weight,  im- 
potence in  the  male,  amenorrhea  in  the  female. 
Later  there  develop  asthenia,  headaches,  and 
dimness  of  vision. 

Many  patients  experience  increased  thirst 
with  polyuria  and  nocturia.  Mental  changes  or 
psychoses  may  be  present.  The  general  appear- 
ance of  the  patient  is  sufficiently  characteristic 
to  suggest  a Cushing  syndrome. 

Adrenal  cortical  tumors  are  associated  with 
high  urinary  values  for  androgen  or  seventeen 
ketosteroids,  which  is  low  in  Cushing’s  syndrome 
without  adrenal  tumor. 

Several  tests  were  performed  in  this  patient 
which  are  supposed  to  have  some  diagnostic 
value  in  hypertensive  patients.  The  cold  pressor 
test  showed  a systolic  and  diastolic  rise  of  only 
Id  mm.  which  is  negative.  That  is,  the  reaction 
is  within  normal  limits  and  supposedly  does  not 
classify  this  patient  as  hypertensive  or  potential 
hypertensive.  The  sodium  amytal  test  is  used  in 
the  selection  of  patients  for  sympathectomy  and 
is  far  from  infallible.  It  consists  of  giving  three 
grains  of  sodium  amytal  every  hour  for  three 
hours,  and  the  blood  pressure  is  measured  dur- 
ing this  period.  If  the  diastolic  pressure  de- 
creases to  less  than  lid,  good  or  fair  results  are 
more  likely  than  when  it  does  not  fall  below  120. 

The  urine  studies  exclude  chronic  glomerular 
nephritis  as  a possible  cause  of  hypertension. 

Pheochromocytoma  is  a tumor  formerly  diag- 
nosed almost  exclusively  at  autopsy  hut  is  now 
subject  to  accurate  clinical  diagnosis,  partieu- 
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larly  with  pipericlylmethyl  benzodioxane  (933F). 
Hypertension  caused  by  a pheochromocytoma 
represents  the  only  type  that  may  be  considered 
as  curable. 

The  true  incidence  of  this  tumor  is  not  reflect- 
ed by  the  small  number  of  cases  reported  in  the 
literature  (about  175  to  date).  A total  of  five 
cases  was  located  by  routine  examination  of 
the  adrenals  in  a series  of  1,000  hypertensive 
patients  undergoing  sympathectomy  (Smith- 
wick,  cited  by  Goldenlmrg,  Snyder  and  Aranow, 
J.A.M.A.  135:971,  Dec.  13,  1947),  indicating 
that  pheochromocytomas  may  account  for  about 
0.5  per  cent  of  the  hypertension  in  the  nation. 

The  tumor  occurs  in  children  as  well  as  in 
adults  of  all  ages,  but  it  is  most  common  be- 
tween the  ages  of  20  and  40.  Females  are  per- 
haps more  commonly  affected. 

Epinephrine-producing  tumors  may  occur 
anywhere  in  the  chromaffin  system  except  the 
carotid  body:  (1)  Adrenal  medulla  (10  per  cent 
bilaterally),  (2)  Abdominal  paraganglia,  (3)  Or- 
gan of  Zuckerkandl,  (4)  Thoracic  parganglia. 

The  tumor  is  usually  benign  (10  per  cent  are 
malignant).  The  size  may  vary  from  1 to  12  cm. 
or  more  in  diameter.  Multiple  tumors  are  com- 
mon. Tumor  cells  stain  with  a characteristic 
affinity  for  chromic  acid,  manifested  by  a brown 
color  with  bichromate  stains. 

The  clinical  findings  may  follow  one  of  two 
patterns : 

The  classical  course  includes  intermittent  at- 
tacks varying  in  frequency  and  duration  but 
characterized  by  paroxysmal  hypertension  as- 
sociated with : pounding  headache  sometimes 
associated  with  hyperglycemia  or  glycosuria  oc- 
curring spontaneously  or  precipitated  by  unusual 
pressure  from  changes  in  body  position,  palpita- 
tion, tremor,  hyperhidrosis,  convulsions,  and  col- 
lapse. The  atypical  course  may  frequently  be 
associated  with  sustained  hypertension  rather 
than  paroxysmal  hypertension.  Such  cases  re- 
semble clinically  other  forms  of  sustained  hyper- 
tension. They  occur  most  often,  later  in  course 
of  undiagnosed  cases  in  children,  and  are  as- 
sociated with : elevated  basal  metabolic  rate  and 
characteristic  retinal  changes  (in  children). 

The  diagnosis  is  based  upon  a high  index  of 
suspicion,  reproduction  of  an  attack,  and  termin- 
ation of  an  attack  by  pharmacologic  means. 
Reproduction  of  an  attack  may  be  brpught  about 
by  mechanical  means;  (flank  massage),  or 
pharmacologic  means.  The  latter  is  accomplished 
by  stimulation  of  epinephrine  release,  with  re- 
sultant increase  in  hypertension,  by  means  of 
drugs  that  depress  blood  pressure  in  absence  of 
pheochromocytoma,  namely:  (a)  histamine  base 


(Dose:  0.05  mg.  intravenously),  (b)  tetra-ethyl 
amonium  chloride  (Dose:  400  mg.  intravenous- 
ly),  (c)  mecholyl  (Dose:  25  mg.  subcutaneous- 
ly)- 

Disadvantages  of  percipitating  a hypertensive 
crisis  characteristic  of  earlier  tests  for  the  plieo- 
chromocytoma  may  be  overcome  by  using  one 
of  the  benzodioxane  derivatives.  In  the  pres- 
ence of  excessive  amounts  of  circulating  epine- 
phrine, a brief  but  dramatic  drop  in  blood  pres- 
sure results  from  the  injection  of  the  test  dose. 
When  hypertension  is  not  associated  with  a 
pheochromocytoma,  the  blood  pressure  either 
remains  constant  or  increases  moderately. 

This  drug  is  of  foremost  value  in  patients 
with  sustained  hypertension  in  whom  the  use 
of  epinephrine-releasing  drugs  might  be  dan- 
gerous. It  provides  an  effective,  simple,  harm- 
less means  of  detecting  the  pheochromocytoma 
in  the  routine  study  of  all  sustained  hyper- 
tensives. (Piperidylmethyl  benzodioxane  [933F]. 
Dose : 10  mg.  per  square  meter  of  body  surface 
intravenously). 

The  tumor  may  be  localized  with  the  aid  of 
x-rays,  either  without  special  technic  or  better 
with  perirenal  insufflation  and  laminography. 

The  treatment  of  pheochromocytoma  is  surgi- 
cal removal.  Incision  is  made  in  the  flank,  if 
site  of  tumor  has  been  determined.  Laparotomy 
is  done  if  exploration  of  chromaffin  system  is 
required.  Hypertensive  crises  during  surgery 
may  be  prevented  by  cautious,  gentle  manipula- 
tion of  tissues,  inhalation  of  amyl  nitrite,  and 
intravenous  injection  of  piperidylmethyl  ben- 
zodioxane. 

Postoperative  shock  may  be  avoided  by  pre- 
operative administration  of  whole  blood,  blood 
plasma,  adrenal  cortical  extract ; general  anes- 
thesia (i.e.,  spinal  anesthesia  to  be  avoided); 
postoperative  administration  of  epinephrine-in- 
oil ; synthetic  sympathomimetic  drugs ; adrenal 
cortical  extract. 

Diagnosis : Pheochromocytoma. 

DIFFERENTIAL  DIAGNOSIS 

Dr.  Harry  A.  Derow* : We  are  dealing  with 
an  eighteen-year-old  boy  with  severe  progressive 
arterial  hypertension  and  without  any  history 
of  antecedent  renal  or  hypertensive  disease.  The 
onset  of  this  condition  apparently  dated  from 
about  seven  months  prior  to  admission  to  this 
hospital.  Because  of  the  high  diastolic  pressure 
and  the  retinal  picture  of  papilledema,  cotton - 

* Instructor  in  Medicine,  Harvard  Medical  School;  associate 
visitine  physician,  Beth  Israel  Hospital,  Boston. 
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wool  spots  and  diffuse  arteriolar  spasm,  we 
have  to  make  a diagnosis  of  malignant  hyperten- 
sion. By  making  this  diagnosis  we  are  not  re- 
ferring to  any  specific  pathologic  process  in  the 
kidneys:  that  is,  the  term  “malignant  hyper- 
tension" is  used  as  a clinical  diagnosis. 

Back  in  1!)35,  Dr.  Mark  Altsclnile  and  1 
pointed  out  that  malignant  hypertension  is 
a syndrome  that  may  occur  with  no  evidence 
of  existing  hypertension,  as  the  end  stage  of 
primary  (essential)  hypertension  or  as  the 
end  stage  of  a miscellaneous  group  of  con- 
ditions characterized  by  secondary  hypertension. 
We  also  pointed  out  that  during  the  life  of  the 
patient  exhibiting  the  syndrome  of  malignant 
hypertension,  it  is  usually  difficult  if  not  im- 
possible to  determine  the  nature  of  the  under- 
lying pathologic  process,  that  the  prognosis  by 
and  large  of  these  patients  is  extremely  poor 
and  that  the  cases  that  offer  some  modicum  of 
hope  are  those  rare  surgically  amenable  cases 
in  which  the  syndrome  has  been  precipitated  by 
renal  infarction  or  by  the  development  of  certain 
tumors  of  the  adrenal  gland  (pheochromocyto- 
mas).  Also,  there  are  cases  of  malignant  hyper- 
tension that  despite  the  poor  prognosis,  develop 
spontaneous  remissions,  during  which  the  fundi 
show  amazing  improvement.  The  blood  pres- 
sure, however,  remains  the  same  and  these  pa- 
tients may  go  on  for  a period  of  years  only  to 
succumb  to  the  same  rapidly  progressive  picture 
time  that  they  originally  presented. 

In  this  patient,  what  evidence  do  we  have  to 
indicate  antecedent  primary  inflammatory  renal 
disease?  I should  like  to  ask  about  the  urine 
examinations.  The  number  of  examinations  done 
is  not  given  ; also  the  presence  or  absence  of  al- 
bumin is  not  stated. 

Dr.  Benjamin  Castleman:  A + and  a + + 
test  were  recorded  in  three  out  of  nine  exam- 
inations. 

Dr.  Derow:  The  fact  that  six  of  the  nine 
urine  specimens  that  were  examined  failed  to 
show  albumin  makes  me  believe  that  we  are  prob- 
ably not  dealing  with  primary  inflammatory 
renal  disease  upon  which  malignant  hyperten- 
sion has  been  superimposed.  I am  unable  to 
interpret  the  history  of  one  or  two  short  epi- 
sodes of  dvsuria  three  months  before  entry,  par- 
ticularly since  there  was  no  pyuria,  hematuria 
or  incontinence.  On  the  other  hand,  it  is  pos- 
sible for  patients  with  chronic  inflammatory 
renal  disease  causing  albuminuria  to  go  along 


for  many  years  without  symptoms  of  any  kind, 
with  intact  kidney  function  and  with  normal 
blood  pressure,  only  to  develop  suddenly  the 
picture  that  this  patient  presented.  The  normal 
intravenous  pyelogram  probably  rules  out  poly- 
cystic kidneys  or  other  congenital  anomalies  of 
the  upper  urinary  tract.  The  possibility  of  an 
adrenal  tumor  cannot  be  eliminated  by  the  find- 
ing of  a normal  pyelogram,  and  that  of  course 
is  a possibility  here.  There  is  no  mention  made 
of  scalloping  of  the  ribs  or  of  the  blood  pres- 
sure values  of  the  legs,  so  I think  that  we  can 
probably  eliminate  coarctation  of  the  aorta. 

The  possibility  of  a brain  tumor  is  unlikely, 
because  the  patient  presents  the  picture  of 
scattered  focal  lesions  in  the  cortex,  midbrain, 
and  pons,  and  it  is  difficult  to  visualize  a brain 
tumor  that  would  involve  such  dispersed  areas. 
My  explanation  for  the  cerebral  picture  is  that 
there  were  scattered  necrotic  vascular  foci, 
which  are  often  seen  in  patients  with  severe  hy- 
pertension. 

We  are  left  with  the  diagnosis  of  the  syn- 
drome of  malignant  hypertension  without  any 
clear  idea  of  the  underlying  renal  lesion.  There 
does  not  seem  to  be  any  impairment  of  renal  or 
cardiac  function,  and  the  clinical  picture  is 
chiefly  that  of  cerebral  disease. 

The  clinical  course  of  the  patient  is  interest- 
ing. On  the  sixth  day,  he  developed  a strepto- 
coccal sore  throat,  and  because  of  the  persistence 
of  a positive  throat  culture,  he  was  given  sulfa- 
diazine. There  is  a question,  of  course,  whether 
the  throat  culture  would  not  have  become  nega- 
tive in  the  course  of  time  and  whether  sulfadia- 
zine should  have  been  given  in  the  absence  of 
active  streptococcal  infection.  There  is  a dif- 
ference of  opinion  on  this  matter.  Not  so  long 
ago  I had  occasion  to  discuss  with  Dr.  Maxwell 
Finland  the  matter  of  the  administration  of 
sulfadiazine  to  patients  in  the  carrier  state,  and 
he  is  one  who  believes  that  sulfadiazine  should 
not  he  given.  The  attending  physicians  probably 
wanted  to  eliminate  the  throat  as  a source  of 
infection  as  quickly  as  possible  prior  to  what- 
ever operative  procedure  was  going  to  be  under- 
taken. During  the  course  of  the  sulfadiazine 
therapy  the  patient  developed  discomfort  in  the 
right  flank,  tenderness  in  the  right  costoverte- 
bral angle,  albuminuria,  hematuria,  pyuria  and 
evlindruria.  There  is  no  mention  made  of  the 
development  of  edema,  nor  of  the  urinary  vol- 
ume, during  this  period  of  what  seems  to  be  a 
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Radiopaque  diagnostic  medium  . . . 

Original  development  of  Searle  research 

now 


1 ® council 

iodocnioroi  accepted 


Clear  visualization  of  body  cavities— for  the  roentgen  investigation  of 
pathologic  disorders  involving  sinuses  . . . bronchial  tree  . . . uterus  . . . 
fallopian  tubes  . . . fistulas  . . . soft  tissue  sinuses  . . . genitourinary  tract 
. . . empyemic  cavities. 

Iodochlorol  is  notably  free  from  irritation,  free-flowing,  highly  stable 
and  has  pronounced  radiopaque  qualities.  It  contains  the  two  halogens, 
iodine,  27  per  cent,  and  chlorine,  7.5  per  cent,  organically  combined 
with  a highly  refined  peanut  oil. 

Iodochlorol  is  available  in  bottles  containing  20  cc.  of  the  radiopaque 
medium;  each  one  is  packed  in  an  individual  carton.  G.  D.  Searle  & 
Co.,  Chicago  80,  Illinois. 

Searle 

RESEARCH  IN  THE  SERVICE  OF  MEDICINE 
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renal  complication  following  the  administration 
of  sulfadiazine.  Is  there  any  information  in 
that  regard? 

Dr.  Castleman : No. 

Dr.  Derow : The  note  does  appear,  however, 
that  the  diastolic  pressure  was  elevated  above 
the  levels  that  were  previously  recorded.  From 
the  history  and  the  findings  we  do  not  know 
whether  this  patient  developed  acute  glomerulo- 
nephritis following  the  streptococcal  sore  throat 
occurring  two  weeks  previously,  without  rela- 
tion to  the  sulfadiazine  ingestion.  The  possibility 
of  infarction  of  the  right  kidney  should  also 
be  considered,  because  such  a condition  does 
occur  during  the  course  of  severe  fulminating 
hypertension.  Was  the  operation  undertaken  to 
relieve  sulfadiazine  kidneys?  Was  it  on  the 
other  hand  an  operation  to  relieve  the  hyper- 
tension, which  had  been  planned  during  the 
first  week  of  the  patient’s  stay  but  was  delayed 
because  of  the  sore  throat? 

Dr.  Castleman : The  operation  was  done  for 
the  hypertension. 

Dr.  Derow:  The  operation  was,  therefore,  un- 
dertaken after  the  possibilities  of  sulfadiazine 
kidneys  and  glomerulonephritis  had  been  elim- 
inated. The  method  of  dismissing  those  possi- 
bilities is  not  presented  in  the  record.  This  pa- 
tient presented  the  syndrome  of  malignant  hy- 
pertension. He  also  presented  the  clinical  pic- 
ture of  multiple  cerebral  thrombosis.  He  may 
have  had  sulfadiazine  kidneys  or  acute  glom- 
erulonephritis. He  may  have  had  an  adrenal 
medullary  tumor — a pheochromoeytoma. 

Dr.  J.  II.  Means:  How  essential  to  the  digano- 
sis  of  adrenal  tumor  is  a definite  history  of 
paroxysmil  hypertension,  which  he  did  not 
have? 

Dr.  1 )erow : I do  not  know.  Most  of  the 

cases  do  give  a history  of  acute  paroxysms,  with 
the  blood  pressure  going  up  to  much  higher 
levels  than  the  pre-existing  hypertension. 

Dr.  Paul  D.  White:  Would  the  age  of  eighteen 
influence  you  at  all  in  making  a diagnosis? 

Dr.  Derow:  If  the  patient  were  a girl  of  that 
age  I should  lean  in  the  direction  of  a congenital 
anomaly  of  one  or  both  kidneys,  but  the  fact 
that  this  patient  was  a boy  of  eighteen  does  not 
help  iu  differentiating  the  possibilities  I men- 
tioned. 

CLINICAL  DIAGNOSIS 

Essential  hypertension. 


DR.  DEROW’S  DIAGNOSIS 

Syndrome  of  malignant  hypertension. 

Multiple  cerebral  thromboses. 

Sulfadiazine  kidneys? 

Glomerulonephritis,  acute  ? 

Infarction  of  right  kidney? 

Tumor  of  adrenal  medulla  (pheochromocy- 
toma)  ? 

ANATOMIC  A L D I AGNOSIS 

Pheochromoeytoma  of  right  adrenal  gland. 
PATHOLOGICAL  DISCUSSION 

Dr.  Castleman:  A right  luinbodorsal  sympa- 
thectomy was  performed  by  Dr.  Smitliwick. 
During  the  course  of  the  operation  he  found  a 
tumor  of  the  right  adrenal  gland.  It  was  a 
well-circumscribed  tumor  measuring  3 cm.  in 
diameter,  which  he  was  able  to  enucleate  from 
the  adrenal  gland.  A renal  biopsy  was  also 
performed. 

Microscopically  the  tumor  is  a pheochromoey- 
toma— a tumor  of  the  medulla, — but  it  is  of 
an  unusual  type.  The  cells  are  arranged  in  a 
pattern  somewhat  reminiscent  of  a neuroblas- 
toma. I suppose  it  is  possible  to  have  a tumor 
containing  both  these  types  of  cells,  since  origin- 
ally they  arose  from  the  same  sympathetic  primi- 
tive cell  or  sympathogonia. 

Dr.  Derow:  Did  you  find  acute  hemorrhage 
in  the  tumor  to  explain  the  development  of  the 
symptoms  that  the  patient  had? 

Dr.  Castleman:  No;  just  foci  of  necrosis  that 
you  may  find  in  any  activivelv  growing  tumor. 

Dr.  R.  II.  Smitliwick:  What  did  the  renal 
biopsy  show? 

Dr.  Castleman:  A perfectly  normal  kidney, 
with  no  evidence  of  arteriolar  disease. 

This  patient  lias  been  well  and  free  Horn  hy- 
pertension since  his  operation  two  years  ago, 
a sympathectomy  was  not  necessary  on  the  other 
side.  The  cause  of  his  hypertension,  therefore, 
although  it  was  not  of  the  paroxysmal  type, 
was  the  adrenal  tumor. 

Dr.  Reginald  11.  Smitliwick:  This  case  is  one 
of  the  few  with  pheochromoeytoma  without 
paroxysmal  hypertension.  T think  it  is  well  to 
stress  that  fact  that  this  is  an  exremely  rare 
condition.  The  great  majority  of  reported  cases 
with  pheochromoeytoma  have  had  definite  par- 
oxysmal hypertension.  So  far  as  T know  there 
are  only  one  of  two  cases  in  the  literature  that 
in  any  way  compare  with  this  one;  hence,  it  is 
difficult  to  make  a diagnosis  of  pheochromoey- 
toma in  the  absence  of  paroxysmal  hypertension. 
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TOPICS  OF  CURRENT  MEDICAL  INTEREST 


RX,  DX,  AND  DRS. 

By  Guillermo  Osier,  M.  D. 


POINTERS  FROM  A CHEST  DISEASE  SYM- 
POSIUM. — Dihydrostreptomycin  is  considered 
superior  to  streptomycin  by  most  clinicians.  (This 
is  contrary  to  a V.  A.  decision)  . . . Enteric-coated 
Sodium  P.A.S.  is  - not  only  better  tolerated  but 
produces  as  suitable  blood  levels  as  P.A.S.  . . Pri- 
mary atypical  viral  pneumonia  is  often  a “walk- 
ing” disease,  has  only  a 1%  mortality.  . . . 100 
mgm.  of  aureomycin  by  vein  equals  1 gm.  by 
mouth;  it  is  soluble  in  glucose,  not  in  saline.  . . . 
The  actual  aim  of  tuberculo-therapy  is  for  an 
ambulatory  treatment.  . . . New  methods  of  ther- 
apy often  complicate  the  program  by  introduc- 
ing new  ways  of  harming  the  patient.  . . . Coc- 
cidioidin  is  now  commercially  available.  . . There 
is  no  evidence  so  far  that  the  streptomycin  drugs 
harm  the  sensitive  8th  nerve  of  the  foetus  in 
utero. 


In  relation  to  a comment  in  this  column  last 
year  on  the  use  of  DARK  GRASSES,  Dr.  Roger 
Peckham  of  Temple  University  agrees  that  any 
advertising  which  stresses  the  “elimination  of 
harmful  rays”  by  special  glasses  is  meaningless. 
. . . Dark  glasses,  he  says,  are  of  use  in  cutting 
down  the  exposure  of  the  retina  to  light  rays. 
The  darker  the  better,  if  they  do  not  prevent  one 
from  seeing.  After-effects  of  light-glare  may  in- 
clude accidents  while  driving,  accidents  while 
doing  machine  work,  etc.;  the  sensitivity  of  the 
eye  to  light  at  night  may  be  cut  33  to  90%,  and 
the  visual  acuity  from  13  to  58%. 


As  a result  of  a new  policy,  and  the  location 
of  their  hospitals  near  teaching  centers,  the  V.  A.- 
will  offer  259  INTERNSHIPS  in  13  of  its  hos- 
pitals in  July,  1950. 


The  University  of  Kansas  School  of  Medicine 
will  include  11  weeks  of  training  in  RURAL 
MEDICINE  in  the  curriculum  of  their  senior 
year.  The  students  will  assist  39  practitioners 
in  towns  of  less  than  2,500  population.  . . . This 
is  similar  to  the  University  of  Wisconsin  PRE- 
CEPTOR SYSTEM,  now  25  years  old  which  re- 
quires that  the  student  spend  six  weeks  in  one 
of  a dozen  clinics  in  the  smaller  cities  of  the 
state.  . . . The  contact  is  good  for  the  student, 
and  wonderful  for  the  physician  who  gets  a 
chance  to  teach,  evangelize,  and  pump  the  stu- 
dent. . . . (We  can’t  forget  that  the  preceptor 
system  was  the  prevailing  system  of  medical 
education  a hundred  or  so  years  ago). 


The  indolence  of  VARICOSE  ULCERS  has 
long  been  a trial  (and  error)  to  both  physicians 
and  patients.  Antiseptics,  local  stimulants,  venous 
occlusion,  iontophoresis,  sympathectomy,  pos- 
ture, etc.,  have  been  less  than  perfect  methods 
of  therapy.  . . . Green  and  Klein,  in  the  Michigan 
State  Medical  Journal,  agree  with  others  that 
allergy  is  a factor  which  joins  with  stasis  to  pro- 
duce ulceration.  . . . Most  of  their  patients  had 
a general  allergy  or  a local  intolerance  to  drugs. 
They  report  ten  cases  which  responded  to  the 
use  of  an  antihistaminic  (pyribenzamine)  in  doses 
of  200  to  500  mg.  daily  by  mouth,  without  other 
local  therapy.  . . . This  would  seem  to  be  quite 
a small  series,  a possible  adjunct  treatment,  and 
a place  where  more  cases  would  be  required. 


Bronchoscopies,  or  perhaps  only  DIFFICULT 
BRONCHOSCOPIES,  may  be  expedited  by  the 
use  of  PENTOTHAL-CURARE  ANAESTHESIA 
to  relax  the  neck  muscles.  . . . After  the  usual 
premedication  with  a barbiturate,  and  a cocaine 
preparation  of  the  surface  of  the  pharynx  and 
larynx,  curare  (10  mg.)  and  then  pentothal  (0.5 
gm.)  are  injected  through  a syringe  attached  to 
a saline  venoclysis  apparatus.  Oxygen  is  kept 
at  hand  for  an  emergency.  . . . Excellent  results 
are  obtained,  since  curare  has  its  first  action  on 
the  muscles  of  the  head  and  neck — but  it  would 
seem  wise  to  restrict  use  of  the  method  to  trained 
anaesthetists. 


Acute  CARBON  MONOXIDE  POISONING  is 
not  often  a medical  problem  — unless  the  doctor 
is  a coroner.  It  is  a real  hazard,  though,  in  areas 
with  a mild  winter  climate  where  heating  large- 
ly depends  on  gas  heaters.  . . . The  management 
of  the  hazard  is  pretty  futile  in  most  communi- 
ties, and  usually  consists  of  a small  fine  after 
the  unvented  heater  has  caused  an  asphyxia.  . In 
addition  to  the  logical  course  (closer  inspection 
and  larger  fines),  it  would  be  interesting  to  see 
what  effect  a few  whopping  big  lawsuits  would 
have  on  the  attitude  and  conduct  of  landlords. 

The  Michigan  Department  of  Health  (near 
Detroit)  has  mentioned  the  CO  hazard  which  is 
produced  by  the  location  of  air  intakes  on  some 
of  the  newer  automobiles — often  in  direct  line 
with  the  exhaust  of  a car  just  ahead. 


The  most  recent  HORMONE-ARTHRITIS  note 
contains  an  Arizona  angle.  . . . The  use  of  PREG- 
NENOLONE lias  been  reported  by  the  Northern 
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California  chapter  of  the  Arthritis  and  Rheuma- 
tism Foundation  as  having  been  used  at  the  Stan- 
ford University  Hospital  and  the  Army's  Letter- 
man  General  Hospital.  DR.  ROLAND  DAVISON 
is  chief  of  the  arthritis  clinic.  . . . This  is  the 
same  Dr.  Davison  who  was  the  last  medical  di- 
rector of  the  Desert  Sanatorium  (now  the  Tuc- 
son Medical  Center),  and  who  later  practiced  for 
three  years  in  Tucson  before  going  to  Stanford. 
He  was  noted  as  the  physician  who  successfully 
treated  General  Pershing  for  a serious  renal  ail- 
ment. . . . The  report  is  full  of  caution,  and  the 
material  is  apparently  one  of  the  non  adrenal 
substances  which  have  been  occasionally  found 
to  have  some  effect. 


"I’h is  month’s  quotation  from  the  Mayo  Clinic- 
Proceedings  has  to  do  with  therapy  of  REGION- 
AL ENTERITIS.  . . . Surgical  resection  has 
helped  solve  the  problem,  but  only  in  part.  Re- 
currences are  common,  and  repeated  resections 
may  be  needed.  . . . Popp,  Bargen,  and  Dixon 
have  now  used  ROENTGEN  THERAPY  of  the 
abdomen  with  considerable  success.  The  results 
were  very  favorable  in  20  of  43  cases,  with 
symptoms  largely  eliminated  and  a return  to 
work  possible;  fourteen  of  the  others  were  im- 
proved. A high  protein  diet,  supportive  therapy, 
and  courses  of  sulfathalidine  were  also  used.  . . . 
The  only  disadvantage  is  a cicatrization  which 
may  be  produced  by  healing. 


PROGRESS  NOTE. — A fellow  with  certain  ex- 
perience in  medical  writing  has  obtained  a new 
job,  with  a FREE  hand  in  writing  editorials,  a 
column  on  medicine  abroad,  and  a column  called 
“Dr.  Pepys’  Diary.”  The  journal  is  Postgraduate 
Medicine;  the  fellow  who  has  the  job  is  Dr. 
Morris  Fishbein. 


The  Michigan  State  medical  journal  used  a 
painless  way  to  remind  physicians  of  the  “Corn- 
pleat  Cardiac  Diagnosticum”  by  looping  together 
in  an  illustrated  circle  the  various  useful  tools, — 
a stethescope,  a blood-pressure  apparatus,  an 
ECG,  a chest  x-ray  film,  and  a few  test  tubes.  . . . 
The  brains  are  taken  for  granted. 


Although  the  most  common  cause  of  ERY- 
THEMA NODOSUM  in  the  southwest  probably  is 
COCCIDIOIDOMYCOSIS,  it  is  wise  to  remember 
that  streptococcal  infections  are  considered  the 
prime  origin  in  some  places,  tuberculosis  is  the 
major  cause  in  other  areas  of  the  world,  and 
drug  intoxications,  gonorrhea,  syphilis,  and 
lymphopatliia  venerum  may  also  be  the  sensitiz- 
ing agents.  . . . Desert,  or  valley,  fever  may  show 
the  skin  lesions  in  (>  to  15  per  cent  of  the  infec- 
tions. . . . Paul,  in  Wisconsin,  found  that  half 
of  the  patients  with  erythema  nodosum,  in  which 


a chest  x-ray  and  tuberculin  test  had  been  done, 
showed  either  enlarged  hilar  lymph  nodes  or  a 
pleuroparenchymal  lesion  of  tuberculosis. 


Dr.  Allen  Voshell  of  Baltimore  believes  that 
even  members  of  the  American  College  of  Sur- 
geons need  be  reminded  of  fundamental  prin- 
ciples in  caring  for  INJURIES  OF  THE  KNEE- 


JOINT.  . . . They  must  know  their  anatomy 
and  take  a careful  history  to  get  the  best  re- 
sults. . . . Injuries  to  the  semilunar  cartilages 
(menisci)  are  the  most  common  cause  of  de- 


rangements, but  one  must  consider  that  clots, 
fluid  and  fractures  of  the  patella  and  tibial 
plateau  may  be  present.  . . . Football  coaches 
and  team  physicians  are  urged  to  consider  all 
knee  injuries  as  potentially  serious  until  proved 
otherwise. 


A treatment  for  SECONDARY  ALCOHOLISM 
comes  out  of  the  northwest,  the  source  of  the 
“conditioned  reflex"  or  “discouragement”  treat- 
ment. . . . Secondary  alcoholism  is  that  which 
results  from  a personality  defect,  such  as  emo- 
tional strain,  psychopathic  personality,  psycho- 
sis, neurosis,  or  a criminal  i-ecord.  . . . The  meth- 
od used  is  a combination  of  the  conditioned  re 
flex  therapy  (with  emetine),  followed  by  pento- 
thal  narcosynthesis.  Tlie  pentothal  is  given 
intravenously  several  times  a week;  the  first 
interviews  are  prolonged,  with  subsequent  short- 
er ones  at  intervals  of  a week  or  more.  ...  A 
few  individuals  react  badly  to  the  drug,  which 
then  can  not  be  used,  but  some  obtain  relaxation 
and  help  with  little  psychotherapy. 


If  the  reduction  in  reportable  INFECTIOUS 
DISEASES  in  Arizona  cities  loses  its  impact, 
consider  a few  facts  about  Madison,  Wisconsin, 
population  about  90,000, — they  had  only  eleven, 
repeat  eleven,  resident  deaths  from  infectious 
diseases  in  1949.  Nine  were  from  tuberculosis 
and  two  from  polio.  . . . The  lack  of  any  mortality 
from  scarlet  fever,  diphtheria,  measles,  menin- 
gitis, etc.,  is  mildly  surprising,  but  only  one  case 
of  diphtheria  was  reported  and  none  of  typhoid 
and  smallpox. 

Another  word  from  Wisconsin  is  a recent  no- 
tice by  the  state  Dental  Society,  which  connects 
up  with  an  editorial  in  ARIZONA  MEDICINE, 
and  with  a recent  bulletin  from  the  University 
of  Arizona  Department  of  Agriculture.  . . . Wis- 
consin has  reached  its  goal  of  “50  by  ’50”,  which 
means  that  fifty  cities  and  villages  have  started 
or  authorized  FLUORINATION  of  municipal 
drinking  water.  . . . Just  previous  to  the  “A.  M.” 
editorial  in  early  1949,  only  14  cities  in  the  U.  S. 
had  taken  that  step.  In  the  Aggie  bulletin,  H.  V. 
Smith  and  colleagues  report  with  prolific  detail 
“The  Chemical  Composition  of  Representative 
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Arizona  Waters.”  (The  bulletin  is  No.  225  if 
anyone  cares  to  send  for  it.) 


The  recent  theory  of  Dr.  Alton  Ochsner  and 
his  colleagues  concerning  the  cause  and  treat- 
ment of  the  FIBROCYSTIC  PANCREAS  SYN- 
DROME is  not  only  intriguing  in  general,  but 
should  he  of  great  interest  to  such  Arizona  auth- 
ors as  Dr.  Harold  Kohl  and  Dr.  Vivian  Tappan. 
. . .Their  theory  holds  that  the  abnormal  pancreas 
sends  showers  of  nerve  impulses  centrally;  a 
diffuse  reflex  efferent  discharge  of  stimuli  then 
is  sent  to  all  viscera;  certain  pulmonary  and  gas- 
trointestinal manifestations  may  result  (hereto- 
fore blamed  on  nutritional  deficiencies);  denerva- 
tion of  the  pancreas  by  chemical,  or  finally  by 
surgical,  means  interrupts  the  reflex  arc  and 
establishes  a normal  level  of  autflmomjE  activ- 
ity. . . . Actually,  splanchnic  block  and  splanch- 
nicectomy  in  their  small  series  caused  an  in- 
creased blood  supply  to  the  pancreas,  followed 
by  a secretion  of  the  absent  enzymes,  as  well  as 
marked  improvement  in  the  primarily  functional 
bronchiectasis.  . . . The  surgery  is  not  simple, 
but  the  results  in  four  of  the  five  patients  who 
survived  were  immediate  and  dramatic. 


The  glimpse  of  a new  method  is  always  excit- 
ing, even  though  its  first  use  is  limited  and  ob- 
scure. . . . Claude  Beck  and  colleagues  of  Cleve- 
land have  devised  a way  to  REVASCULARIZE 
THE  BRAIN,  a technique  which  may  be  of  value 
in  brain  damage  due  to  injury,  inflammation, 
arterio-sclerosis,  hemorrhage,  or  thrombosis.  . . 
The  common  carotid  artery  is  anastomosed  to 
the  internal  jugular  vein  distal  to  a ligation.  . . It 
has  been  found  that  mental  retardation  has  les- 
sened, convulsions  have  been  minimized,  and 
spasticity  has  decreased  after  the  surgery.  Beck 
is  a former  leader  in  augmenting  the  cardiac  cir- 
culation by  vascular  grafts. 


A combination  of  scrambled  economics,  inter- 
national politics,  and  state  medicine  has  put  the 
GERMAN  MEDICAL  PROFESSION  in  wretch- 
ed situation.  . . . The  West  German  zones  have 
15,000  more  physicians  than  before  the  war, 
and  about  as  many  medical  students  as  the 
United  States,  which  has  three  times  the  popu- 
lation. . . . Ten  thousand  of  the  60,000  doctors 
either  have  no  employment,  or  work  without 
pay;  the  other  50,000  do  not  earn  enough  to  cov- 
er expenses.  The  fee  of  about  $1  per  patient  per 
three  months  is  paid  by  the  insurance  company. 
. . . They  have  actually  considered  interrupting 
medical  education  for  three  years — this  in  the 
country  which  was  the  clinical  center  of  the 
world  25  to  40  years  ago. 


The  work  of  Gye,  in  the  Imperial  Cancer  Re- 
search Fund  laboratories  in  London,  could  revo- 
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lutionize  the  theories  of  CANCER  ETIOLOGY. 
His  results  indicate  a living,  perhaps  virus  agent 
for  the  disease.  . . . Disintegration  of  neoplastic 
cells  by  freezing  and  drying  has  been  followed 
by  neoplasms  when  the  material  was  transplant- 
ed. It  would  indicate  that  the  propagation  does 
not  occur  because  of  living  abnormal  cells,  but 
some  material  separable  from  cells.  . . . The  cau- 
tion with  which  one  must  regard  this  work  of 
Gye,  and  of  Mann,  should  be  as  great  as  the 
problem  to  which  it  applies. 


Notice 

4 A Department  of  Electro-encephalography 
has  been  established  in  the  Good  Samaritan  Hos- 
pital, the  first  private  hospital  in  the  state  to 
do  so. 

Our  equipment  includes  a six-channel  electro- 
encephalograph, manufactured  by  the  Grass  In- 
strument Company.  The  Department  is  under 
the  supervision  of  a Phoenix  neurological  lur- 
geon,  who  will  interpret  the  records. 

Electro-encephalography  is  particularly  Use- 
ful in  epilepsy,  conditions  simulating  epilepsy, 
head  injuries,  and  obscure  neurological  d/iior- 
ders.  EGG  and  EEG  are  comparable  in  value 
for  the  diagnosis  of  cardiac  and  cerebral  dis- 
orders, respectively. 


3\u ry  3\<*Lounf!ilin,  R.R.L. 

Medical  Stenography 
Medical  Paper  Preparation 

306  E.  Taylor  Phone  2-9345 

PHOENIX,  ARIZONA 


DISTRICT  NO.  1 

Arizona  state  nurses  Ass’n. 


(CONSTITUENT  OF  THE  AMERICAN 
NURSES'  ASS'N) 


Nurses’  Professional  Registry 

711  EAST  MONROE  ST.  RHOENIX  4-4181 
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This  battery  of  new,  gleaming  CO2  tanks  that  capture 
and  store  A-l  Pilsner’s  own  natural  carbonation  agent 
are  typical  of  the  immaculate  equipment  and  spic-and- 
span  housekeeping  throughout  the  brewery. 


Kitchen-clean  equipment  and  modern  methods  . . . the 
choicest  grains  and  hops  . . . generations  of  brewing 
skill  . . . slow,  patient  aging  — each  plays  its  part 
to  make  smooth,  mellow-aged,  premium-quality  A-l 
Pilsner  one  of  America’s  finest  beers.  Ask  for  A-l 
Pilsner — first  choice  of  folks  who  enjoy  beer  at  its  best. 

You  are  cordially  invited  to  visit  the  brewery  and 
see  for  yourself  the  entire  A-1  Pilsner  process. 


ARIZONA  BREWING  COMPANY,  INC.  • 12th  ST.  AT  MADISON  • PHOENIX,  ARIZONA 
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PERSONAL  NOTES 


DK.  REED  SHUPE  of  Phoenix  has  been  ap- 
pointed to  the  State  Board  of  Health,  succeeding 
DR,  VIVIAN  TAPPAX.  Dr.  Tappan  resigned  in 
order  to  continue  as  director  of  the  rheumatic 
fever  program  of  the  Tucson  Medical  Center.  The 
program  is  now  sponsored  by  the  State  Depart- 
ment of  Health,  and  rules  prevent  serving  in 
both  capacities. 


DR.  ROYAL  RUDOLPH  has  been  appointed  to 
succeed  DR.  BENSON  BLOOM  of  Tucson.  Dr. 
Rudolph  has  practiced  in  Tucson  since  1934  as 
a surgeon.  He  is  a medical  graduate  of  Washing- 
ton University  in  St.  Louis,  and  came  to  Arizona 
from  Chicago.  He  is  a member  of  the  American 
College  of  Surgeons,  and  a diplomate  of  the 
American  Board  of  Surgery. 

Dr.  Shupe’s  term  ends  Feb.  1,  1953,  and  Dr. 
Rudolph’s  Feb.  1,  1955. 


The  proposal  to  appropriate  funds  for  an  en- 
largement of  the  state  tuberculosis  sanatorium 
has  not  been  included  in  Governor  Dan  Garvey’s 
call  for  a special  session.  The  legislature  passed 
such  a bill  last  spring,  but  it  was  vetoed  by  the 
governor.  Appropriations  for  the  welfare  depart- 
ment and  state  hospital  will  be  considered. 


DR.  GEORGE  L.  DIXON,  orthopedic  surgeon 
at  744  North  Country  Club  Road  in  Tucson,  has 
taken  DR.  PHILIP  G.  DERICKKON  as  his  associ- 
ate. 


The  Pima  County  Post-war  Planning  Board  has 
recommended  to  the  County  Supervisors  the  ex- 
penditure of  $5,000  to  arrange  for  construction 
of  a new  or  enlarged  hospital.  DR.  FRANCIS 
BEAN,  superintendent  of  the  hospital,  repre- 
sented the  hospital  board. 

MISS  JANE  RIDER,  advisor  for  federal  alloca- 
tions, has  stated  that  federal  funds  may  pay  from 
one-third  to  one-half  of  the  costs.  The  remainder 
would  have  to  be  raised  by  a local  bond  issue. 


The  incidence  of  aftosa  in  Mexico  has  been  re- 
duced so  greatly  in  the  past  six  months  that  the 
border  may  be  reopened  for  cattle  shipments  in 
1952.  The  vaccination  program  has  been  greatly 
expanded,  and  the  cost  is  markedly  less.  Aftosa 
is  only  a minor  hazard  to  humans. 


DR.  J.  P.  WARD,  director  of  the  State  Depart- 
ment of  Health,  has  announced  the  completion  of 
one  hospital  and  the  start  of  four  others  in  the 
state.  The  infant,  maternal,  and  tuberculosis 


mortality  are  the  lowest  on  record  in  1949.  The 
mental  hygiene  and  venereal  disease  programs 
have  been  expanded.  The  tuberculosis  program 
included  an  ex-raying  of  10  per  cent  of  the  popula- 
tion, but  the  greatest  state  health  needs  are  a 
tuberculosis  hospital  and  a new  state  laboratory. 


DR.  ARTHUR  J.  PRESENT  of  Tucson  ad- 
dressed the  state  training  school  of  the  American 
Cancer  Society  at  Phoenix  on  “Radioactive  Iso- 
topes and  Approved  Methods  of  Irradiation  Ther- 
apy in  the  Treatment  of  Cancer.” 


DR.  LLOYD  S W A S E Y of  Phoenix,  DR. 
HAROLD  KOSANKE  and  DR.  CHARLES  E. 
STARNS  of  Tucson  attended  a two-day  sym- 
posium on  Chest  Disease  in  Los  Angeles. 

The  meetings  were  sponsored  by  the  General 
Practice  Section  of  the  Los  Angeles  County  Med- 
ical Association,  the  American  Trudeau  Society, 
the  County  Tuberculosis  and  Health  Association, 
and  six  other  medical  groups.  Speakers  gave 
papers  and  panels  on  twenty-five  basic  diseases 
and  symptoms.  The  speakers  came  from  all  parts 
of  the  United  States. 


THE  CEREBRAL  PALSY  FOUNDATION  OF 
SOUTHERN  ARIZONA,  INC.,  has  been  able  to 
open  a training  center  at  5402  East  Speedway  in 
Tucson.  Several  volunteer  and  one  paid  work- 
ers will  help  in  the  training. 


The  Industrial  Commission  of  Arizona  has  ac- 
cepted the  recommendations  of  the  Arizona  Med- 
ical Association’s  Council  on  the  limitations  of 
payment  for  physical  therapy.  A maximum  of 
twenty  treatments  may  be  given  in  not  more 
than  sixty  days. 


DR.  WARREN  H.  COLE,  Professor  of  Surgery 
at  the  University  of  Illinois,  and  noted  author, 
addressed  the  Pima  County  Medical  Society  at 
its  February  meeting.  Dr.  Cole  also  gave  a lec- 
ture at  the  Veterans  Administration  Hospital  in 
Tucson  on  “Hyperthyroidism.” 

DR.  D.  C.  MALCOM,  surgeon  on  the  staff  of  the 
Birmingham  VA.  Hospital  at  Van  Nuys,  Cali- 
fornia, also  lectured  during  February  at  the  Tuc- 
son VA.  Hospital,  the  title  being  “Uretero-Intes- 
tinal  Anastamoses  in  Various  Conditions.” 


DR.  JOHN  W.  KENNEDY,  Phoenix,  diplomate 
of  the  American  Board  of  Radiology,  is  now  as- 
sociated with  Drs.  Watkins  and  Foster  at  The 
Pathological  Laboratory  in  Phoenix. 
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Laboratory  and  X-Ray 

Diagnostic  Procedures  of  All  Types 
Clinical  Laboratory  Tests 
Basal  Metabolism 
Electrocardiography 

RADIUM  and  X-RAY 
THERAPY 

at 


Pathological  Laboratory 

507  Professional  Building 
Telephone  3-4105 

or 

Medical  Center  X-Ray  Laboratory 

1313  North  Second  Street 
Telephone  8-3484 

PHOENIX,  ARIZONA 

★ 


W.  Warner  Watkins,  M.  I).  R.  Lee  Foster,  M.  1). 

John  W.  Kennedy,  M.  I). 

Diplomates  of  American  Board  of  Radiology 
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The  February  meeting  of  the  Maricopa  Coun- 
ty Medical  Society  was  held  in  Phoenix  Febru- 
ary 6,  1950.  The  Scientific  program  was  on  the 
subject  of  “The  Practical  Approach  to  the  Diag- 
nosis and  Therapy  of  Convulsions.”  Moderator 
was  DR.  LINDSAY  BEATON,  Tucson.  DRS. 
JOHN  EISENBE1SS,  WILLIAM  B.  McGRATH, 
RICHARD  DUISBERG  and  JOHN  GREEN,  all  of 
Phoenix,  presented  diagnostic,  psychiatric,  med- 
ical therapeutic,  and  surgical  therapeutic  aspects 
of  the  problem. 


DR.  MARCY  L.  SUSSMAN  participated  as  guest 
speaker  at  the  February  1950  meeting  of  the  Los 
Angeles  Radiological  Society.  He  spoke  on  “Gran- 
ulomatous Diseases  of  the  Small  Bowel,”  as  well 
as  “Newer  Diagnostic  Methods  in  Difficult  Con- 
genital Cardiac  Cases.” 


DR.  BRODA  O.  BARNES,  Kingman  and  DR. 
FRED  G.  HOLMES,  Phoenix,  were  in  Chicago 
February  3-4  attending  a regular  meeting  of  the 
Board  of  Directors  of  the  National  Tuberculosis 
Association.  Dr.  Barnes  is  Arizona’s  representa- 
tive director  and  Dr.  Holmes  is  a Director-at- 
large. 


(Book  (Review* 


ESSENTIALS  OF  OBSTETRICAL  AND  GYNECOLOGICAL 
PATHOLOGY.  By  Robert  L.  Faulkner,  M.  D..  F.A.C.S.,  Associate 
Professor  of  Gynecology,  The  Western  Reserve  Medical  School; 
Associate  Gynecologist,  University  Hospital  of  Cleveland,  Ohio; 
and  Marion  Douglass,  M.  D.,  formerly  Assistant  Professor  of 
Gynecology,  the  Western  Reserve  Medical  School. 

Second  Edition — Cloth — Price  S8.75.  Pp.  357  with  300  illustra- 
tions including  3 color  plates.  The  C.  V.  Mosby  Company,  3207 
Washington  Boulevard,  St.  Louis,  3,  Missouri. 

The  first  edition  of  this  work  appeared  in 
1938.  The  present  one  is  somewhat  enlarged  and 
amplified  by  truly  fine  illustrations  of  both  gross 
and  microscopic  pathology.  It  extraordinarily 
well  fulfills  its  aim  to  present  a concise  simple 
text  book  which  can  be  used  directly  in  class 
work.  At  the  same  time  it  offers  for  the  busy- 
doctor,  an  excellent  review  of  pathology  in  a 
field  in  which  it  is  so  necessary  for  proper  man- 
agement of  the  patient.  The  arrangement  of  the 
book,  the  illustrations,  the  indexing,  the  paper 
and  binding  and  printing  are  all  of  the  highest 
quality.  It  is  an  excellent  text  not  only  for  the 
student,  but  as  well  for  the  physician  practicing 
any  gynecology  or  obstetrics. 


It  is  important  to  all  members  of  the 
Association  to  patronize  the  advertisers 
who  use  space  in  our  Journal.  They  pay 
the  bills  and  make  it  possible  for  a bigger 
and  better  journal. 


MEDICINE’S  ROAD  AHEAD 

PART  2 — CAMPAIGN  STRATEGY 
AND  POLICIES 

Address  by  Clem  Whitaker 

(Second  National  Conference,  A.M.A.,  National 

Education  Campaign,  Drake  Hotel,  Chicago, 
February  12,  1950.) 

Mr.  Chairman  and  Fellow  Campaigners: — 

All  of  you,  I imagine,  have  had  somewhat 
the  same  experience  during  recent  weeks  that 
we  have  had  here. 

There  has  been  an  increasing  demand  for  de- 
lineation of  the  1950  campaign  program. 

M itch  of  our  mail  has  reflected  a feeling  of  let- 
down after  crisis.  Many  of  the  letters  have  indi- 
cated uncertainty  as  to  where  we  go  from  here. 
Some  of  our  correspondence,  on  the  other  hand , 
has  exuded  a spirit  of  unbounded  optimism  and 
confidence  which  we  hardly  share. 

There  have  been  critical  letters,  telling  us  ex- 
actly where  to  go  and  what  to  do — although  not 
as  many,  I am  happy  to  report,  as  there  were 
a year  ago  at  this  same  period. 

There  have  been  grumpy  letters,  sounding  like 
the  patient  thought  he  was  convalescent,  with 
a “Give  Me  My  Pants — I Want  To  Go  Home’’ 
tenor. 

Then  there  have  been  scores  of  letters  stait- 
ing  off  something  like  this: 

“I  had  lunch  with  two  doctors  today.  We 
discussed  the  campaign  throughout  the  lunch 
hour  and  we’re  not  satisfied  with  A.M.A.’s 
program.  We  worked  out  some  ideas  for  a real 
program  for  the  new  year,  and  here  they 
are  ....’’ 

One  cryptic  note  said,  simply:  “The:  signals 
have  changed;  what  do  we  do  now?’’ 

This  doctor,  incidentally,  sent  along  , one  of 
his  prescription  blanks,  with  a notation  at  the 
top:  “FILL  IT  IN,  PLEASE.” 

That’s  a fairly  accurate  statement  of  what 
we  are  all  here  for  today — to  write  a campaign 
prescription  for  19:10! 

In  many  ways,  it  was  easier  to  chart  a course 
a year  ago,  when  the  immediate  danger  in  Con- 
gress was  greater,  but  when  the  issue  was  more 
sharply  defined. 

Regardless  of  any  differences  over  the  con- 
duct of  the  campaign,  or  policies  or  strategy,  1 
think  most  of  us  will  concur  heartily  in  Dr. 
ITend  erson's  statement  to  the  House  of  Dele- 
gates at  its  Mid-Winter  Meeting  that:  ‘‘Ameri- 
can medicine  has  come  a long  way  in  a short 
time.” 

That,  in  itself,  has  complicated  the  problem 
which  now  confronts  us,  even  though  we  are 
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proud  of  the  new  militancy  and  strength  of 
American  medicine. 

Our  opponents  have  become  wary.  They  are 
no  longer  in  a hurry  to  force  a roll  call  on  the 
direct  issue  of  Compulsory  Health  Insurance. 
We  have  cured  them  of  over-confidence.  And 
as  a result,  their  tactics  have  changed. 

One  of  the  immediate  results  of  this  change 
in  tactics  is  evident  in  the  increased  pressure  of 
the  drive  for  the  so-called  “fringe”  bills — and 
the  temporary  lack  of  pressure  for  action  on 
bills  to  establish  a Nationwide  system  of  Com- 
pulsory Health  Insurance. 

The  attack  is  diffused — and  therefore  much 
harder  to  meet. 

Instead  of  frontal  attack,  we  are  now  faced 
with  a form  of  guerrilla  warfare. 

There  may  be  some  satisfaction  in  the  fact 
that  our  opponents  ai’e  evidencing  a grudging 
respect  for  American  medicine  as  a political 
force.  But  a wary  opposition,  employing  indirect 
attack  and  clever  methods  of  attrition,  makes  it 
increasingly  important  that  our  campaign  be 
well-grounded  and  vigorously  conducted. 

From  our  standpoint,  the  fundamental  ques- 
tion involved  in  Compulsory  Health  Insurance 
is  much  more  adapted  to  effective,  clear-cut 
presentation  than  the  hidden  threat  in  a bill  to 
provide  Federal  aid  to  medical  education ; the 
danger  in  a sickness-disability  section  of  a pro- 
posed Social  Security  program,  or  the  entering 
wedge  for  socialized  medicine  that  is  adroitly 
wrapped  up  in  a school  health  bill. 

instead  of  being  confronted  with  the  task  of 
defeating  a revolutionary  program  of  Govern- 
ment medicine,  embodied  in  a single  proposal, 
or  in  companion  bills,  we  are  now  faced  with 
a series  of  measures — disarming  in  language  but 
dangerous  in  their  provisions  — some  of  which 
must  be  beaten  and  some  drastically  changed 
or  amended. 

No  one  of  the  “fringe”  bills,  by  itself,  would 
usher  in  a complete  system  of  socialized  med- 
icine, but  each  of  the  bills  is  designed  to  achieve 
part  of  that  objective. 

These  bills  have  been  described  as  “the  back 
door”  approach  to  socialized  medicine.  That  is 
gross  understatement.  At  this  session  of  Con- 
gress, the  socializers  are  trying  to  come  in  the 
back  door,  the  side  door  and  the  French  win- 
dows. We  can  be  sure  of  this,  too,  that  if  we 
relax  our  work  on  the  main  issue,  they  will  soon 
be  battering  at  the  front  door  again ! 

There  can  be  no  letup  this  year  in  the  basic 
campaign  against  Compulsory  Health  Insur- 
ance— and  in  the  equally  vital  work  in  behalf 
of  Voluntary  Health  Insurance — regardless  of 
the  heavy  demands  which  will  be  made  on  all 
of  us  to  meet  diversionary  attacks  represented 
in  the  various  “f7‘inge”  bills. 


Entirely  apart  from  what  may  come  in  legis- 
lative developments  during  the  next  few  months 
— and  the  Washington  scene,  as  we  all  know,  is 
subject  to  swift  changes — there  will  be  a roll 
call  on  the  issue  of  Compulsory  Health  Insur- 
ance in  every  State  in  the  Union  before  the  year 
is  out. 

For  all  practical  purposes,  the  American  peo- 
ple are  going  to  ballot  on  this  issue  at  the  Con- 
gressional elections  all  over  the  Nation. 

The  issue  already  is  drawn.  A decision  is  in- 
escapable. But  even  if  we  could,  I don’t  think 
any  of  us  would  want  to  escape  it.  We  need  a 
showdown  on  this  issue  to  resolve  it. 

This  is  a more  crucial  test  of  strength  than 
any  we  will  confront  at  this  session  of  Congress. 

The  outcome  of  this  Nationwide  referendum 
will  determine  the  complexion  of  the  next  Con- 
gress. If  the  margin  of  victory  is  decisive  for 
either  side,  it  will  be  construed  as  an  accurate 
reflection  of  the  people’s  position  on  this  ques- 
tion— and  Congress,  in  all  likelihood,  will  accept 
that  mandate  and  act  on  it. 

There  is  much  more  than  medicine’s  cause  at 
issue  in  the  1950  Congressional  races,  as  all  of 
us  know,  and  other  issues  and  local  conditions 
may  complicate  many  of  the  contests. 

The  dominant,  overshadowing  issue,  in  almost 
every  section  of  the  country,  however,  will  be 
whether  the  American  peovle  are  ready  to  aban- 
don ship  and  exchange  their  independence  foi- 
st ate  Socialism. 

Socialized  medicine  has  become  the  blazing 
focal  point  of  that  controversy  — and  the  whole 
basic  issue  may  well  turn  on  our  issue. 

If  we  need  great  challenge  and  the  dramatic 
impact  of  a momentous  contest  to  rally  Ameri- 
can medicine  to  a supreme  effort  this  year;  if 
we  need  a prescription  every  doctor  will  under- 
stand, we  have  it! 

If  we  can't  dedicate  ourselves  to  all-out  battle 
on  that  issue;  if  that  doesn’t  overcome  uncer- 
tainty and  erase  every  vestige  of  complacency, 
then  the  cause  of  freedom  in  medicine  is  hope- 
less— and  the  end  of  all  our  American  freedoms 
isn't  far  distant. 

This  isn’t  a partisan  issue;  it  goes  much  deep- 
er than  that.  There  are  socializers,  and  apolo- 
gists for  Socialism,  in  both  of  our  major  parties 
— but  happily,  there  are  still  leaders  in  both 
parties  who  have  the  courage  to  stand  out 
against  compromise  and  to  crusade  for  Ameri- 
can principles. 

Senator  Taft  bluntly  told  the  Republicans 
a few  days  ago  that  if  the  1950  elections  bring 
“a  Congress  more  radical  than  the  present  one," 
the  Truman  Administration  probably  will  be 
able  to  enact  much  of  its  so-called  “Welfare 
State”  program — and  the  fatal  steps  toward 
State  Socialism  will  have  been  taken.  If  that 
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happens,  lie  added,  “there’s  not  much  use  in 
looking  to  ’52.” 

One  of  the  great  elder  statesmen  of  the  Demo- 
cratic Party,  Mr.  James  Byrnes,  has  spoken  out 
just  as  eloquently  on  this  fundamental  issue — 
and  there  are  millions  of  real  Democrats,  some 
of  them  in  this  room,  who  bitterly  resent  the 
attempt  of  Socialist  carpetbaggers  to  take  over 
their  party  and  their  country. 

It  is  critically  important  that  American  doc- 
tors do  everything  in  their  power  this  year  to 
stop  the  march  of  Socialism  in  this  country — and 
to  stop  it  at  the  polls  by  aiding  in  the  election  of 
Congressmen  who  will  refuse  to  compromise  on 
American  principles. 

Legally , however,  it  is  imperative  that  doc- 
tors who  engage  in  active  support  of  candidates 
do  so  as  individual  citizens — and  not  under  the 
auspices  of  their  Medical  Societies. 

There  are  very  definite  problems  of  procedure 
involved  — and  we  need  to  make  realistic  ap- 
praisal of  them,  so  that  every  doctor  may  know 
his  rights  and  responsibilities  as  a citizen,  and 
so  that  the  medical  profession  shall  stay  within 
the  limitations  placed  on  political  activity. 

We  have  employed  special  legal  counsel — the 
law  firm  of  Kirkland,  Fleming,  Green,  Martin 
& Ellis — to  prepare  an  interpretation  of  laws 
governing  participation  in  Federal  election  cam- 
paigns— and  copies  of  this  analysis  will  be  made 
available  to  you  today. 

This  is  basic : 

The  American  Medical  Association  cannot, 
either  legally  or  ethically,  support  or  oppose 
candidates  for  public  office. 

The  same  limitation,  our  attorneys  advise,  ap- 
plies to  all  State  and  County  Medical  Societies, 
whether  incorporated  or  not. 

That  limitation  prohibits  a Medical  Society 
from  endorsing  a candidate,  from  contributing 
funds  to  any  candidate  for  Federal  office,  from 
using  Medical  Society  letterheads  or  facilities 
to  advance  work  in  behalf  of  a candidate,  and 
also  prohibits  a Medical  Society  from  signing 
newspaper  advertising  in  behalf  of  a candidate, 
or  sponsoring  any  other  form  of  advertising  ma- 
terial for  a candidate. 

Don’t  let  the  don’ts  discourage,  you  unduly , 
however,  because  there  are  equally  positive  sec- 
tions in  the  law  outlining  the  rights  of  citizens 
to  engage  in  political  activity  — and  to  form 
political  committees  for  that  purpose. 

One  other  limitation  should  he  noted : Indi- 
viduals forming  political  committees  must  not 
make  use  of  any  official  position  or  office  which 
they  may  hold  or  occupy  in  any  organization. 

That  doesn’t  prohibit  the  President  of  a Med- 
ical Society  from  serving  on  a political  commit- 
tee, oi-  even  as  its  Chairman,  but  it  does  prohibit 
him  from  using  the  title  of  his  Society  office  in 
his  political  activity. 


Many  of  these  limitations,  which  appear  in 
the  Hatch  Act,  the  Corrupt  Practices  Act  and 
the  New  Criminal  Code,  frequently  are  violat- 
ed by  careless  citizens,  as  we  all  know,  but  Amer- 
ican doctors  must  conduct  their  political  activ- 
ity wholly  within  the  law  — - and  it  is  our  obli- 
gation to  see  that  they  are  advised  of  the  provi- 
sions which  govern  such  activity. 

Now  let’s  look  at  the  positive  side  of  this  pic- 
ture, because  there  is  an  urgent  need  for  posi- 
tive action  if  doctors  are  to  measure  up  to  their 
responsibilities. 

“It  is  the  right  and  duty  of  every  citizen  (I 
am  now  quoting  our  legal  counsel)  aggressive- 
ly to  further  the  candidacy  of  any  qualified 
candidate  for  Federal  office  and  actively  to 
oppose  the  candidacy  of  any  candidate  felt  to  be 
unqualified. 

“Any  group  of  citizens  (I  am  still  quoting), 
whether  on  a National,  State,  or  County  level, 
can  as  individuals  form  political  action  com- 
mittees for  this  purpose.’’ 

Local  political  action  committees,  operating 
within  a single  State,  are  preferable,  our  at- 
torneys advise,  as  they  have  much  greater  free- 
dom of  action.  There  are  many  requirements— 
for  detailed  reports  of  contributions  and  ex- 
penditures— which  apply  to  political  commit- 
tees operating  in  two  or  more  States  that  do 
not  apply  to  committees  operating  in  a single 
State. 

i ■ 

Returning  to  the  positive  side,  with  empha- 
sis on  the  type  of  political  activity  in  which 
doctors  can  legally  and  properly  engage,  here 
are  some  of  your  inalienable  rights  as  citizens : 

An  individual  can  personally  contribute  any 
amount  up  to  a maximum  of  $5,000  to  or  on 
behalf  of  a candidate  for  Federal  office. 

An  individual,  except  those  persons  prohibited 
by  law,  can  also  solicit  and  receive  contributions 
for  the  same  purpose,  except  from  those  persons 
who  are  prohibited  from  contributing — for  ex- 
ample from  persons  on  relief,  or  persons  holding 
contracts  with  the  Federal  Government. 

An  individual  (unless  specifically  'prohibited 
by  his  employment ) can  actively  manage  politi- 
cal campaigns  and  participate  in  them  — by 
writing,  speaking,  or  otherwise  advocating  a 
candidate ’s  election . 

There  are  many  other  “permitted  acts”,  as 
the  attorneys  designate  them,  which  certainly 
give  doctors  all  the  latitude  they  need  for  ef- 
fective political  action — and  the  facts  should  be 
made  clear  so  that  reckless  charges  by  our 
opponents  will  not  deter  physicians  from  active- 
ly campaigning  for  the  candidates  of  their 
choice. 

Just  to  keep  the  record  clear,  here  are  a few 
additional  do 's  and  don  ’ts : 

Anonymous  handbills  and  pamphlets  are  both 
illegal  and  highly  unethical.  The  law  requires 
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that  the  name  of  the  political  committee  spon- 
soring- campaign  circulars  and  posters — and  the 
names  of  the  responsible  officers  of  the  com- 
mittee-— appear  on  the  printed  material. 

No  corporation,  whether  organized  for  profit 
or  not,  can  make  any  contribution  or  expendi- 
ture in  behalf  of  any  candidate  for  Federal 
office.  Corporations  are  likewise  prohibited 
from  making  any  expenditure  of  corporate  funds 
fop  the  purchase  of  newspaper  advertising  or 
radio  time  in  connection  with  any  Federal  elec- 
tion. This  statute,  of  course,  strictly  applies  to 
all  incorporated  Medical  Societies,  and  the  of- 
ficers of  such  corporations  are  subject  to  both 
fines  and  prison  sentences  if  the  law  is  violated. 

It  is  legal  and  proper  for  a political  committee 
to  inquire  into  a candidate's  stand  on  any  issue, 
but  it  is  illegal  and  improper  for  such  a com- 
mittee to  promise  financial  or  political  support, 
conditioned  on  the  candidate’s  position. 

Medical  Societies  not  only  have  a right,  but 
au  obligation,  to  participate  in  registration 
drives — and  “Get  Out  The  Vote"  campaigns, 
where  the  purpose  is  to  encourage  people  to 
exercise  their  right  of  franchise,  rather  than  to 
support  any  given  candidate. 

A Medical  Society  can  write  a letter  to  a mem- 
ber of  Congress,  or  any  other  Federal  official, 
commending  him  for  bis  stand  on  a medical 
issue,  or  it  can  publish  an  editorial  in  its  Jour- 
nal or  official  publication,  commending  him. 
But  a Medical  Society  should  not  endorse  bis 
candidacy;  that  is  the  province  of  a political 
committee. 

That’s  enough  on  the  legalities  because  all 
of  you  will  receive  copies  of  the  complete  inter- 
pretation of  the  laws  governing  participation 
in  Federal  election  campaigns.  And  during  the 
discussion  period  this  afternoon  we  will  attempt 
to  cope  with  any  further  questions  which  may 
occur  to  you. 

Now  let’s  discuss,  briefly,  the  practicalities 
of  effective  doctor-participation  in  election  cam- 
paigns. 

I’m  sure  all  of  us  recognize  the  need  for  doc- 
tors to  become  crusading  citizens  at  a time  when 
our  whole  American  way  of  life  is  threatened. 

But  how  can  they  make  their  influence  felt 
most  effectively? 

What  can  they  do  that  will  mean  votes  at  the 
polls  on  election  day? 

All  of  us  in  this  room  recognize  that  most 
doctors  are  fighting  the  clock,  that  they  are 
hard-pressed  for  time  - — and  that  any  practical 
program  of  outside  activity  must  be  fashioned 
to  get  maximum  results  for  every  hour  expended. 

Fortunately,  however,  there  are  leaders  in 
medicine  in  eveiy  section  of  the  country  who 
will  take  the  time,  regardless  of  what  it  takes 
out  of  them,  to  provide  direction  for  the  pro- 


fession as  a whole  in  the  fight  against  socializa- 
tion of  medicine. 

Undoubtedly  the  leadership  in  political  action 
committees  organized  by  doctors  will  come  from 
these  same  men — and  others  they  can  recruit  to 
help  them.  But  the  personal  work  of  the  rank 
and  file  must  be  made  to  count  on  election  day 
— and  that  calls  for  a simplified  program  geared 
to  a busy  practitioner’s  day. 

Many  of  you  come  from  States  where  doctors 
have  long  been  active  in  election  campaigns — 
and  we  will  hope  to  hear  from  you  during  the 
discussion  period.  No  one  has  a corner  on  ideas 
for  effective  political  organization  . . . and  local 
plans  must  be  geared  to  meet  local  conditions. 

We  can  dispose  of  some  of  the  obvious  require- 
ments very  quickly. 

There  shouldn’t  be  a doctor  in  this  country 
who  doesn  ’t  register  and  vote  this  year  — and 
there  shouldn’t  be  any  member  of  a doctor’s 
family  who  fails  in  these  basic  responsibilities. 

If  ever  any  group  needed  to  place  a superla- 
tively high  value  on  its  right  of  franchise,  that 
group  is  the  medical  profession — in  1950. 

The  doctor  who  doesn’t  vote  this  year  is  not 
only  letting  down  his  profession,  and  all  the 
men  in  public  life  who  have  championed  med- 
icine’s cause;  he  is  also  letting  down  his  coun- 
try— and  inviting  destruction  of  the  system  he 
lives  by. 

That  message  needs  to  be  hammered  home 
with  every  means  at  our  command  — and  there 
are  no  legal  restrictions  on  that  type  of  activ- 
ity. That’s  just  one  of  the  fundamental  require- 
ments of  good  citizenship. 

From  experience  in  key  States,  we  know  that 
a few  doctors  can  take  the  initial  steps  in  set- 
ting up  a Medical-Dental  Committee,  or  a ■ Heal- 
ing Arts  Committee,  which  can  become  a verit- 
able political  powerhouse  in  a Congressional 
campaign. 

Often  not  more  than  a dozen  men  participate 
in  setting  up  the  original  framework  of  the 
committee,  but  these  men  usually  are  leaders 
whose  names  on  a letterhead  will  command  con- 
fidence of  the  physicians,  dentists,  druggists 
and  other  allies  who  will  be  invited  to  join  and 
contribute  to  the  movement. 

The  committee,  in  most  instances,  is  organized 
as  a branch  of  the  general  campaign  committee 
for  the  candidate,  but  takes  on  the  specific  job 
of  mobilizing  all  who  are  affiliated  with  health 
activities  — and  usually  finances  its  activity 
through  collections  from  its  own  group. 

After  the  initial  organizing  committee  is  es- 
tablished, it  normally  reaches  out  for  financial 
support  and  mass-membership  through  a hard- 
hitting letter  to  all  members  of  the  profession 
and  allied  groups  — clearly  defining  the  issui 
involved  in  the  contest,  and  appealing  for  mem- 
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bership  and  active  participation  in  the  cam- 
paign. 

General  meetings — of  the  profession  and  allied 
groups — sometimes  are  held  to  supplement  the 
letter-appeal  for  members,  and  to  outline  the 
work  to  be  undertaken. 

Volunteer  workers  in  political  campaigns  need 
specific  instructions — and ’specific  jobs  to  do — 
if  their  work  is  to  be  effective. 

That’s  one  of  the  most  important  undertakings 
of  the  initial  organizing  committee — to  decide 
on  a simple  plan  of  campaign  which  cam  be 
clearly  interpreted  to  those  who  will  be  asked 
to  join  in  the  movement , and  which  can  be  put 
into  operation  with  a minimum  expenditure  of 
time  and  money. 

Usually  a return-card  goes  out  with  the  first 
letter.  One  line  says : 

‘ ' Please  accept  my  contribution  of  A 
enclosed  herewith . ' ’ 

A second  line  may  read : 

“Please  add  my  name  to  your  committee.” 

There  are  other  lines  suggesting  that  the  re- 
cipient agree  to  serve  on  a speakers’  committee, 
distribute  literature,  participate  in  house-to- 
house  work,  telephone  a given  number  of  friends 
and  neighbors,  etc.  The  recipient  checks  the 
jobs  he  is  willing  to  have  assigned  to  him. 

Without  doubt  the  most  effective  single  job 
doctors  can  do  in  a Congressional  campaign,  in 
most  districts,  is  a thorough-going  letter  writing 
job,  beamed  to  their  patients — personal  letters, 
signed  by  the  doctor  on  his  professional  letter- 
head, and  mailed  in  his  own  envelopes. 

That  job,  in  the  States  where  it  has  been  done 
most  effectively,  has  been  carefully  organized 
and  directed  so  that  every  patient  on  every 
doctor’s  list  can  be  covered  with  a minimum  ex- 
penditure of  time  on  the  part  of  the  doctor 
himself. 

Tt  requires  highly  competent  clerical  help  in 
the  central  office  of  the  committee,  with  vol- 
unteers from  the  Woman’s  Auxiliary  often 
handling  direction  of  the  work  of  addressing  en- 
velopes from  the  doctors’  lists  of  patients — when 
the  individual  doctor’s  office  isn't  staffed  to  do 
the  job  for  him. 

There  are  many  other  vital  types  of  work 
which  a Medical-Dental  Committee,  or  a Healing 
Arts  Committee,  can  carry  on,  if  the  committee 
has  adequate  funds  and  manpower.  In  most 
States,  such  committees  conduct  an  intensive 
publicity  campaign,  sharply  focusing  public  at- 
tention on  the  threat  of  socialized  medicine. 
This,  in  some  instances,  has  been  augmented  with 
a paid  advertising  campaign,  utilizing  news- 
paper ads,  radio  commercials  and  posters. 

Let  me  emphasise  again,  however,  that  politi- 
cal action  committees  of  this  nature,  which  lend 
their  support  to  candidates  for  Federal  office, 


must  be  independently  organized  by  individual 
doctors.  They  cannot,  in  any  sense,  be  subsidi- 
aries of  Medical  Societies  — and  neither  the 
A.M.A.  National  Education  Campaign  nor  Whit- 
aker & Baxter  can  legally  be  associated  with 
them  in  any  way. 

If  this  type  of  direct  political  work  is  done, 
it  must  be  done  on  the  local  level  by  individual 
doctors,  determined  to  aid  in  the  election  of 
Congressmen  who  will  do  their  utmost  to  stop 
the  spread  of  socialization  in  this  country. 

There  may  be  some  doctors  who  are  still  un- 
convinced that  they  should  engage  in  practical 
polities,  but  I believe  that  most  members  of 
the  profession  already  recognize  that  either  they 
must  become  proficient  in  the  business  of  self- 
government,  or  get  ready  to  accept  political- 
dictation  from  Washington. 

No  one  who  defaults  in  his  duties  as  a citizen, 
on  the  flimsy  pretext  that  politics  is  a dirty 
business,  can  protest  too  much  if  he  wakes  up 
some  morning  to  find  himself  a captive-citizen, 
with  the  socializers  and  the  do-gooders  and  the 
ambitious  Caesars  of  politics  as  his  captors. 
That ’s  the  price  every  free  people  has  paid  when 
it  failed  to  prize  its  freedom  enough  to  defend  it. 

In  summing  up,  I want  to  stress,  as  Miss 
Baxter  already  has,  the  vital  need  of  a strong, 
affirmative  program  this  year  in  behalf  of  the 
Voluntary  Health  Insurance  systems. 

The  people  of  America  this  year,  more  than 
at  any  other  time  in  our  history,  will  be  turning 
an  appraising  eye  on  the  medical  profession 
and  the  program  of  medical  care  which  it  spon- 
sors. The  work  of  our  Voluntary  Health  Insur- 
ance systems  will  be  weighed  in  the  balance 
against  the  extravagant  promises  of  the  advo- 
cates of  a Compulsory  system. 

We  cam  depend,  on  the  people , I am  confident, 
to  discount  very  heavily  the  political  promises 
which  emanate  from  Washington;  we  can  de- 
pend on  them,  too,  to  make  allowances  for  in- 
adequacies of  the  Voluntary  systems,  if  they 
are  convinced  that  we  are  doing  our  utmost  to 
overcome  imperfections  of  the  present  system. 

The  doctor  and  hospital-sponsored  prepaid 
plans,  and  the  private  health  insurance  plans, 
need  much  more  than  increased  enrollment, 
vital  as  that  objective  is.  They  need  to  meet 
the  challenge  and  provide  real  catastrophic  cov- 
erage ; they  need  to  put  much  more  emphasis 
on  individual  enrollment,  so  that  persons  who 
are  not  members  of  a group  can  provide  their 
families  with  adequate  protection.  And  we  all 
need  to  devote  ourselves  to  the  task  of  finding 
a satisfactory  solution  of  the  problem  of  the 
aged  and  the  indigent. 

We  need  this  year  to  prove  to  the  whole  coun- 
try that  the  Voluntary  Health  Insurance  plans 
are  rapidly  overcoming  their  limitations  and  are 
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providing  the  people  with  the  finest  possible 
type  of  medical,  surgical  and  hospital  coverage. 

Undoubtedly,  we  will  still  be  short  of  our 
ultimate  goal  at  the  end  of  1950.  But  if  we 
do  our  job  well,  and  publicize  it  well,  at  the 
end  of  this  year  there  shouldn’t  be  any  question 
left  in  the  minds  of  the  people  on  the  earnest 
devotion  of  American  medicine  to  its  task  of 
bringing  adequate  health  care  within  the  reach 
of  every  citizen. 

We  have  many  fronts  to  man  this  year.  The 
Antitrust  Division  of  the  Justice  Department  is 
still  busy  with  its  politically-inspired  investiga- 
tion of  Medical  Societies.  There  is  heavy  politi- 
cal pressure  by  the  socializers  in  Washington  to 
make  A.M.A.  the  principal  target  of  a Congres- 
sional lobby  investigation. 

There’s  the  scattergun  attack  posed  in  the 
so-called  “fringe”  bills  — and  the  imperative 
need  of  expanding  our  campaign  against  Com- 
pulsory Health  Insurance  so  that  the  people  can 
have  the  facts  before  they  go  to  the  polls.  Then, 
there’s  the  constructive  work  to  be  done  in  im- 
proving and  building  the  Voluntary  Health  In- 
surance systems. 

There’s  battle  and  hard  work  ahead  on  every 
front.  But  American  medicine  today  has 
brought  new  hope  to  those  who  believe  in  a free 
America.  We  are  under  heavy  attack  because 
the  doctors  of  this  country  have  succeeded 
where  others  have  failed  — and  have  slowed 
the  march  of  the  socializers. 

We  can  be  very  proud  of  the  enemies  we  have 
made,  as  well  as  our  friends.  And  by  the  end 
of  1950,  if  we  all  do  our  work  well,  perhaps  we 
can  paraphrase  the  words  of  the  Apostle,  and 
sav : 

We  have  fought  a good  fight, 

We  have  kept  the  faith. 

God,  and  the  voters  being  willing,  we  might 
even  be  able  to  add : 

We  have  finished  our  course! 


Red  Cross 

Office  of  Public  Information 
Pacific  Area  Office,  American  Red  Cross 
1550  Sutter  Street, 

San  Francisco,  California 
Disaster  strikes  swiftly  and  often  with  little 
warning  many  times  a year  throughout  the  na- 
tion. It  may  be  a hurricane  lashing  our  coasts, 
a rampaging  river  leaving  destruction  and  trag- 
edy along  its  flood-soaked  banks,  fires  snuffing 
out  lives  and  wiping  out  homes  and  institutions, 
or  snows  and  icy  blasts  isolating  small  communi- 
ties from  sources  of  food  and  supplies. 

When  a disaster  hits,  the  American  people — 
through  their  Red  Cross  functioning  in  3745 


chapters  throughout  the  nation  -lend  a help- 
ing hand  to  stricken  neighbors.  Food,  clothing, 
emergency  medical  supplies  are  furnished  in 
the  initial  stages.  Long-term  aid  to  those  un- 
fortunate victims,  who  do  not  have  the  resources 
to  rebuild  homes  and  small  businesses,  takes 
the  form  of  rebuilding  and  repairing  homes,  pro- 
viding new  home  furnishings,  replacing  de- 
stroyed farm  or  business  equipment;  and  pro- 
viding maintenance  and  extended  medical  care 
where  it  is  needed  to  make  a disaster  victim  self- 
sufficient  again. 

During  the  past  fiscal  year  help  was  extended, 
through  the  American  Red  Cross,  to  228,515  per- 
sons who  suffered  losses  in  330  disasters.  Dis- 
aster relief  and  rehabilitation  is  one  of  the  Red 
Cross  services  for  which  the  organization  comes 
to  the  American  people  in  March  for  a contri- 
bution of  $67,000,000  to  carry  on  its  humani- 
tarian work  for  the  coming  year. 

Another  major  responsibility  of  the  Red  Cross 
is  to  the  nation’s  servicemen.  The  Red  Cross  is 
to  them  their  link  with  home.  To  the  Red  Cross 
workers  serving  with  the  armed  forces  at  home 
and  overseas,  servicemen  turn  in  time  of  trouble 
for  personal  counselling,  emergency  financial 
assistance,  speedy,  reliable  welfare  reports  on 
home  conditions  or  verification  of  need  for 
emergency  leave,  which  is  granted  by  the  mili- 
tary. To  the  Red  Cross,  too,  and  its  thousands 
of  volunteer  workers,  servicemen  and  women  in 
military  hospitals  look  for  help  with  personal 
problems  and  recreational  services  which  ease 
their  restlessness  and  contribute  to  their  return 
to  good  health. 

The  nation's  large  and  growing  veteran  popu- 
lation depends  greatly  on  your  Red  Cross  for 
counselling  with  personal  and  family  problems 
and  help  in  securing  government  benefits.  In 
Veterans  Administration  hospitals,  trained  Red 
Cross  volunteers  assist  the  hospital  staff  in  car- 
rying out  medical,  recreational  and  welfare  pro- 
grams. And  in  the  field  of  community  health 
and  welfare,  the  dividends  accruing  from  Red 
Cross  courses  in  home  nursing,  water  safety, 
first  aid  and  accident  prevention,  are  immeas- 
urable. Add,  too,  the  growing  National  Blood 
Program  which  aims  ultimately  to  provide  whole 
blood  and  its  derivatives  at  no  cost  for  the  prod- 
ucts to  physicians  for  treatment  of  their  patients. 

Make  your  support  of  the  1950  Red  Cross  fund 
generous.  All  mag  help. 
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REPORT  TO  THE  ARIZONA  MEDICAL  ASSOCIATION 

On  the  National  Education  Campaign 
Of  the  American  Medical  Association 


On  February  12,  1950,  in  the  Grand  Ball 
Room  of  t lie  Drake  Hotel  in  Chicago,  Illinois, 
and  in  the  company  of  Robert  S.  Flinn,  M.  D., 
President  of  the  Arizona  Medical  Association,  L 
attended  the  Second  National  Conference  on 
the  National  Education  Campaign,  sponsored 
by  the  Campaign  Coordinating  Committee  and 
Board  of  Trustees  of  the  American  Medical 
Association,  attended  by  representatives  of  State 
Medical  Societies  and  others. 

The  meeting  was  called  to  order  by  Elmer  L. 
Henderson,  M.  I).,  President-Elect  of  A.M.A. 
and  Chairman  of  the  Campaign  Coordinating 
Committee,  who  presented  the  address  of  wel- 
come. 

Ernest  E.  Irons,  M.  D.,  President  of  A.M.A. , 
spoke  on  “Clarification  of  Responsibilities  in  the 
National  Education  Campaign.”  He  outlined 
the  organizational  procedures  and  responsibili- 
ties of  each  within  A.M.A.,  commencing  with 
the  House  of  Delegates  in  establishing  policy; 
Board  of  Trustees  constituting  the  interim  body 
and  financial  authority;  the  office  of  the  Secre- 
tary and  General  Manager;  the  Coordinating 
Committee  comprising'  members  of  the  House  of 
Delegates,  Board  of  Trustees  and  Officers  of 
A.M.A.;  the  Washington  Office  and  associated 
Legislative  Committee;  Public  Relations  and 
Medical  Service  Departments.  His  concluding 
remarks  emphasized  the  importance  of  develop- 
ing “Emergency  Call  Centers”  where  they  do 
not  already  exist  to  assure  medical  care  at  all 
hours ; the  establishment  of  “Grievance  Com- 
mittees” to  improve  physician-patient  relations 
and  support  of  all  local  “Voluntary  Insurance 
Plans.”  Pointing  out  the  need  for  “putting 
its  own  house  in  order”  by  the  medical  profes- 
sion, he  urged  State  Societies  to  meet  with  the 
local  County  Societies  in  an  endeavor  to  de- 
termine “wherein  Ave  fail  in  the  care  and  treat- 
ment of  patients.” 

George  F.  Lull,  M.  D.,  General  Manager  of 
A.M.A.,  discussed  the  “Financial  Picture,”  ex- 
plaining the  action  of  the  House  of  Delegates 
who,  for  the  first  time,  found  it  necessary  to 
level  dues  in  an  amount  of  $25.00  against  its 
membership,  excepting  (1)  in  cases  of  hardship 
where  County  Societies  shall  have  determined 


that  such  assessment  of  dues  is  a hardship  but 
in  no  case  will  A.M.A.  dues  be  remitted  unless 
such  local  Society  has  similarly  remitted  its  dues 
in  individual  cases;  (2)  in  the  instance  of  in- 
terns wherein  said  local  Society  has  similarly 
remitted  dues;  (3)  after  July  first  and  for  the 
balance  of  the  year,  new  members  will  be  as- 
sessed dues  in  an  amount  of  $12.50;  and  (1) 
members  having  paid  current  A.M.A.  dues,  on 
transfer,  will  not  be  required  to  pay  twice  in 
the  same  year.  Dues  shall  be  paid  to  the  State 
Societies  and  collected  or  turned  over  to  the 
State  Associations  for  remittance  to  A.M.A. 

Leone  Baxter,  General  Manager  of  the  Na- 
tional Education  Campaign,  outlined  Part  I 
of  Medicine’s  Road  Ahead,  setting  forth  1950 
Objectives,  Plans  and  Procedures.  On  the  con- 
structive side:  (1)  enlarge  the  ever-growing  sup- 
port of  strong  allies  through  an  intensified 
campaign  to  place  before  them,  the  true  issues 
and  problems  to  be  met;  (2)  be  alert  and  ever- 
ready  to  detect  and  defeat  harmful  and  com- 
plex legislation;  and  (3)  improvement  of  health 
insurance.  It  was  stated:  “today,  medicine  is 
off  the  defensive  and  we  must  develop  in  the 
home  town  the  fact  that  medicine  can  do  the 
job  and  do  it  better  than  Government  can  do  it 
for  us.”  It  was  pointed  out  that  in  California, 
a “catastrophic”  insurance  contract  is  now 
available,  written  along  with  and  in  conjunction 
with  existing  health  insurance  coverage  at  a very 
nominal  additional  charge  varying  on  the  basis 
of  individual  vs.  family  coverage  at  a cost  not 
exceeding  $1.95  and  specifying  such  long  term 
diseases  as  heart,  cancer,  tuberculosis,  etc.  The 
“endorsement”  program  of  getting  the  people 
on  record  through  associations,  organizations, 
etc.,  is  considered  the  best  campaign  of  attack 
and  the  staff  of  Whitaker  & Baxter  is  ready  and 
available  to  assist  through  field  representation 
whenever  called  upon.  Women’s  Auxiliary  lead- 
ers need  more  policy  direction  from  local  soci- 
eties than  they  are  getting  now,  she  stated,  and 
it  was  urged  that  this  media  be  explored  to  the 
lull. 

Clem  Whitaker,  Director  of  the  National  Edu- 
cation Campaign,  outlined  Part  II  of  Medicine’s 
Road  Ahead,  describing  the  campaign  strategy 
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and  policies.  It  was  stated  that  we  are  now  faced 
with  a series  of  “fringe”  bills  which  are  expect- 
ed to  mount  iu  number  throughout  the  1950 
C uigressional  race.  It  can  be  appropriately 
asked:  “Are  the  American  people  ready  to  aban- 
don the  job  and  take  on  State  Socialized  Medi- 
cine?” An  interpretation  of  the  laws  governing 
participation  in  Election  Campaigns,  prepared 
by  Kirkland,  Fleming,  Green,  Martin  & Ellis, 
Attorneys-at-Law,  33  N.  LaSalle  Street,  Chicago, 
Illinois,  was  presented  and  summarized  by  Mr. 
Whitaker.  It  was  pointed  out  that  the  A.M.A., 
as  well  as  State  Associations  and  County  Socie- 
ties, cannot  support  or  oppose  candidate!  for 
political  (Federal)  office,  and  individual  physi- 
cians cannot  use  Association  designation  in  as- 
suming membership  or  chairmanship  of  groups 
engaged  in  political  activities,  in  accordance 
with  the  conditions  or  limitations  set  forth  in 
the  Hatch  Act,  the  Corrupt  Practices  Act  and 
the  New  Criminal  Code.  It  was  suggested  that 
State  Associations  take  it  upon  themselves  to 
inform  its  local  County  Societies  and  the  firm 
of  Whitaker  & Baxter,  if  necessary,  has  offered 
to  supply  additional  copies  of  the  legal  mem- 
orandum submitted  for  such  purpose.  Prac- 
ticalities of  effective  service  in  the  campaign  by 
doctors  were  set  forth:  (1)  doctors  should  regis- 
ter and  vote  this  year  and  this  includes  every 
eligible  member  of  his  family;  (2)  establishment 
of  an  active  medical  “dental”  committee  and 
one  of  the  “healing  arts;”  and  (3)  write  per- 
sonal letters  to  patients  on  individual  letterheads 
and  here  it  was  suggested,  if  office  staffs  were 
inadequate,  the  services  of  the  Auxiliaries  in 
addressing  envelopes,  etc.,  could  be  used  to  good 
advantage.  Caution  was  forewarned  that  such 
political  action  must  be  done  outside  the  Society. 
It  was  announced  that  an  intensive  advertising 
(press-radio)  campaign  was  just  approved,  if 
funds  be  available  at  the  time,  possibly  to  be 
undertaken  in  October.  A similar  campaign  in 
California  to  enlighten  the  people  of  the  broad 
medical  care  available  to  them  and  why  the 
Medical  Profession  was  behind  it  proved  very 
effective,  so  advised  Mr.  Whitaker. 

The  afternoon  session  was  convened  and  Louis 
A.  Bauer,  M.  I).,  Chairman  of  the  Board  of  Trus- 
tees of  A.M.A.,  reviewed  A.M.A.'s  Position  on 
Pending  Legislation  and  actions  of  approval  or 
disapproval  taken.  He  outlined  services  rendered 
the  practitioner  by  A.M.A.,  and  in  stressing 
unity,  urged  action  in  providing  emergency  call 


facilities,  meeting  the  challenge  of  over-charging 
within  the  profession  and  establishment  of  ef- 
fective grievance  committees. 

Joseph  8.  Lawrence,  M.  I).,  Director  of  the 
Washington  office  of  A.M.A.,  spoke  on  “What 
Are  the  Prospects  at  the  Current  Congressional 
Session.”  He  called  attention  to  the  possibility 
of  a reorganization  bill,  much  the  same  as  last 
year,  assuring  a prompt  report  should  it  ma- 
terialize. Iu  answer  to  his  self-imposed  ques- 
tion: “What  can  1 do  (the  Doctor)?”  he  urged 
upon  the  physician  to  individually  keep  in  touch 
with  his  Senators  and  Congressmen.  Write  them 
frequently.  Ask  them  about  pending  legislation 
and  their  stand  on  the  issue.  Likewise,  in  an- 
swer to  the  question:  “What  can  the  Society 
do?”,  he  stated:  have  every  member  of  your 
Society  pledge  himself  or  herself  to  write  his 
or  her  Congressmen  at  least  once  during  the 
Session.  It  is  an  accepted  theory  by  your  Con- 
gressmen that  each  physician  represents  at  least 
fifteen  other  persons.  And,  have  the  Auxiliary 
members  do  likewise.  It  may  be  effective  to 
have  all  members  sign  pledge  cards  to  this  effect. 
The  Washington  offices  will  move  from  1302 
Eighteenth  Street  to  1523  L Street,  taking  over 
three  floors  of  a recently  remodeled  building, 
to  accommodate  expanded  activities. 

Mrs.  Paul  Craig,  National  Public  Relations 
Chairman,  Woman’s  Auxiliary  to  A.M.A.,  pre- 
sented a paper  on  Auxiliary  Cooperation  in  the 
National  Education  Campaign.  The  Auxiliary, 
now  twenty-eight  years  old,  represents  a present- 
day  membership  of  50,000.  In  a canvas  of  some 
ninety  Auxiliaries  located  throughout  the  coun- 
try, the  crying  need  for  information  on  volun- 
tary insurance  plans  and  creeping  socialism, 
leadership  and  instruction  in  order  that  Auxili- 
aries may  do  an  effective  job  along  side  their 
men  was  stressed. 

Charles  S.  Nelson,  Executive  Secretary,  Ohio 
State  Medical  Association,  discussed:  “Doctors 
and  Politics.”  A special  committee  has  been 
organized  to  get  doctors  interested  in  the  can- 
didates for  public  office  and  cooperating  in 
selecting  high  class  persons  to  run  for  public 
office,  placing  emphasis  on  candidate  and  not 
party.  Following  nomination  of  a candidate — 
not  after  election — a special  committee  drafts 
questions  it  wishes  to  have  answered  by,  and 
confers  with  the  nominee,  and  on  approval,  sup- 
port as  individuals,  the  respective  nominee  or 
nominees.  A very  exacting  survey  was  made 
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in  1948  of  the  voting  record  of  physicians  and 
their  wives  as  well  as  those  of  various  Civic  Or- 
ganizations, etc.,  and  it  was  startling,  the  large 
per  cent  within  the  several  groups  who  did  not 
vote  or  even  register,  with  a low  of  13%  to  a 
high  of  30%.  He  outlined  their  plan  of  poltica! 
action  declaring:  it’s  legally  sound,  ethical  and 
workable. 

James  F.  Norton,  M.  D.,  President,  New  Jer- 
sey State  Medical  Society  and  Vice  President  of 
A.  M.  A.,  spoke  on  : “Accent  on  the  Positive  — A 
Progressive  Medical  Program  to  Meet  the  Na- 
tional Health  Problem.”  He  claimed  that  Blue 
Cross  was  born  in  New  Jersey  and  that  the  State 
was  No.  5 in  the  introduction  of  Blue  Shield.  He 
claimed  support  of  the  New  Jersey  Plan  by  the 
State  Association,  Blue  Cross  and  Blue  Shield 
and  ot hers. 

The  meeting  was  then  open  to  discussion  from 
t he  floor,  which  proved  enlightening  in  clarify- 
ing certain  issues,  instructive  as  to  what  other 
Societies  are  doing  throughout  the  country  and 
a display  of  unity  in  the  campaign  against  Com- 
pulsory Health  Insurance. 

Respectfully  submitted, 

Robert  Carpenter, 

Executive  Secretary, 

Arizona  Medical  Association. 


PROCEEDINGS 

WESTERN  STATES  MEDICAL 
CONFERENCE 

Stratton  Room,  Brown  Palace  Hotel, 
Denver,  Colorado,  January  8,  1950 

(Note:  This  Conference,  similar  to  one  con- 
ducted in  Denver,  July  31,  1949  Avas  called  in- 
formally by  officers  of  the  California,  Colorado, 
and  Oregon  State  Medical  Societies  by  tele- 
grams addressed  to  the  officers  of  all  state  med- 
ical societies  Avest  of  the  Mississippi  River,  for 
discussion  of  current  national  legislative  mat- 
ters affecting  medicine.  Sixty-six  physicians 
and  seven  laymen  attended.  Dr.  Robert  S.  Flinn, 
Phoenix,  Arizona,  President,  Arizona  Medical 
Association,  represented  Arizona.) 

The  Conference  Avas  called  to  order  at  9 :15 
A.  M.  by  Dr.  Fred  A.  Humphrey,  Fort  Collins, 
President,  Colorado  State  Medical  Society.  By 
informal  roll  call  those  attending  were  intro- 
duced to  each  other.  The  California  delegation 
nominated  Dr.  Humphrey  as  Chairman  of  to- 
day’s conference,  and  he  was  elected  by  acclama- 


tion. Dr.  Humphrey  appointed  Mr.  Harvey  T. 
Sethman,  Executive  Secretary  of  the  Colorado 
State  Medical  Society,  as  secretary  for  today’s 
conference. 

HR  6000 

Chairman  Humphrey  called  on  Dr.  Charles 
Henry,  Little  Rock,  Arkansas,  to  open  discus- 
sion on  TIR  6000,  Avhich  has  passed  the  U.  S. 
House  of  Representatives  and  is  pending  before 
the  Senate  Finance  Committee.  Dr.  Henry 
briefly  outlined  the  bill,  which  is  a consolida- 
tion of  the  basic  bills  TIR  2892  and  2893  intro- 
duced in  February  1949.  He  stated  that  this 
bill  was  designed  to  extend  the  Social  Security 
program  to  eleven  million  more  people.  Thirty- 
five  million  are  already  under  this  program.  It 
would  increase  and  multiply  taxes,  would  liber- 
alize the  service  programs  of  public  assistance, 
and  would  initiate  a Federal  disability  program 
which  is  another  step  in  the  direction  of  nation- 
alization of  medicine.  Dr.  Henry  then  circu- 
lated through  the  group:  (1)  The  Curtis  .Report 
on  Social  Security,  (2)  Dr.  Shearon’s  report 
dated  December  29,  1949.  Dr.  Henry  stated  that 
the  A.M.A.  House  of  Delegates  opposes  that 
section  of  HR  6000  Avhich  deals  with  total  disa- 
bility insurance.  He  stated  that  the  position 
taken  by  physicians  in  Arkansas  is  that  this 
Avhole  bill  is  vicious  and  harmful  to  the  nation. 
He  stated  that  action  taken  in  the  previous  Den- 
ver conference  Avas  responsible  in  a large  meas- 
ure for  defeating  Reorganization  Plan  No.  1 
(Avhich  would  have  established  a Department  of 
Welfare)  and  he  urged  that  this  same  action  be 
repeated  to  defeat  HR  6000. 

Dr.  Joseph  Lawrence,  Director  of  the  A.M.A. 
Washington  Office,  stated  that  the  supporters 
of  TIR  6000  are:  (1)  the  government;  (2)  organ- 
ized labor;  (3)  segments  of  industry f (4)  Avel- 
fare  organizations,  and  (5)  certain  hospitals, 
and  that  these  organizations  have  delegates 
ready  to  go  to  Washington  to  support  this  leg- 
islation. The  group  opposing  the  bill  are:  (1)  the 
economy  group  in  the  Senate;  (2)  taxpayers 
associations;  (3)  Christian  Science  churches  and 
other  church  organizations.  Dr.  LaAvrence  urged 
that  each  member  of  the  Conference  contact  his 
Senator  and  Representative  individually  and 
get  him  to  oppose  this  bill. 

Dr.  Dwight  Murray  of  California  asked  Avheth- 
er  it  Avould  be  best  to  defeat  the  bill  in  its  entir- 
ety, or  Avould  it  be  better  to  try  to  defeat  the 
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section  that  deals  with  disability.  Mr.  Ray  Wright 
of  Kansas  expressed  the  opinion  that  the  entire 
bill  was  economically  unsound,  lie  stated  that 
the  Life  Underwriters  have  organized  to  conduct 
a survey  to  determine  the  individuals  who  know 
senators  personally  and  have  them  use  addition- 
al pressure  to  oppose  this  bill. 

Dr.  Cyrus  Anderson,  Denver,  read  a letter 
from  U.  S.  Representative  Wayne  Aspinall  in 
answer  to  a telegram  sent  to  him  regarding  HR 
6000.  In  part  the  letter  stated  that  in  Rep.  As- 
pinall’s  opinion  HR  6000  had  no  reference  to 
the  medical  profession  and  that  indirectly  it 
would  be  a boon  to  doctors. 

Dr.  John  Glen  of  Houston  stated  that  one  of 
the  stigmas  that  attaches  to  doctors  is  the  idea 
that  they  are  medical  men  before  they  are  citi- 
zens. He  stated  that  doctors  have  rights  to  opin- 
ions as  citizens,  and  we  should  express  them. 
He  believed  this  bill  is  unsound  whether  it  ap- 
plies to  medical  men  or  not.  He  urged  that  the 
present  Social  Security  Administration  be  thor- 
oughly investigated  and  exposed. 

Dr.  Buckley  of  Oregon  asked  what  would  be 
the  best  methods  of  opposing  the  bill,  and  the 
most  convincing  arguments  against  it.  Dr.  Mur- 
ray Eddy  of  Kansas  believed  one  good  method 
of  defense  would  be  an  attack  on  the  Social  Se- 
curity Administration  to  put  it  on  the  defensive. 

Mr.  Wright  proposed  that  the  members  of 
the  conference  work  on  the  existing  Congress, 
and  then  attempt  to  “amputate”  those  who  ad- 
vocate these  nostrums  and  keep  them  from  com- 
ing back  to  Congress.  He  suggested  a combina- 
tion of  a grass-roots  campaign,  in  addition  to 
lobbying  activities  and  national  organization. 

Dr.  Blasingame  of  Texas  stated  that  he  could 
see  a likelihood  that  the  measure  would  pass. 
He  urged  that  members  of  the  conference  real- 
ize that  the  medical  profession  will  gain  strength 
by  opposing  this  bill,  even  though  it  may  pass. 
Dr.  Bouslog  of  Denver  suggested  that  we  use 
our  Chambers  of  Commerce  and  solicit  their  sup- 
port in  defeating  this  bill.  Dr.  Garrison  of  Okla- 
homa stated  that  one  purpose  of  this  meeting 
was  to  unify  our  efforts  not  only  among  the 
medical  profession  but  with  other  organizations 
as  well.  Dr.  Overton  of  Texas  asked  Dr.  Law- 
rence to  inform  the  different  states  promptly 
as  to  what  organizations  will  testify  on  this  bill 
so  that  we  could  coordinate  our  efforts  on  a local 


level,  and  know  specifically  what  groups  arid 
individuals  will  appear  before  the  committee. 
I)]-.  Lawrence  said  his  office  would  do  so. 

Dr.  Henry  then  summarized  the  discussion  and 
Dr.  Humphrey  asked  for  a motion  concerning 
any  action  to  be  taken. 

Dr.  Halley  of  Denver  moved  that  it  be  the 
consensus  of  this  meeting  that  HR  6000  be  op- 
posed in  its  entirety,  and  that  as  a correlative 
thereto  an  investigation  of  the  present  Social 
Security  program  be  requested.  Dr.  Humphrey 
appointed  a committee  consisting  of  Dr.  Halley, 
Chairman ; Dr.  Garrison,  Philip  Overton  of  Tex- 
as and  Ray  Wright  of  Kansas  to  draw  up  a 
resolution  to  this  effect.  (Later  in  the  proceed- 
ings this  Committee  reported  its  resolution  which 
was  unanimously  adopted.  See  Resolution  No.  1 
attached.) 

S.  1411 

Chairman  Humphrey  called  on  Dr.  Sam  Mc- 
Clendon of  California  to  open  discussion  of  S. 
1411,  the  so-called  School  Health  Services  Bill, 
which  has  passed  the  Senate  and  is  pending  be- 
fore the  House  Interstate  Commerce  Committee. 
I)]-.  McClendon  pointed  out  that  this  bill,  if 
passed,  would  include  a compulsory  periodic 
examination  of  all  school  children  at  public  ex- 
pense, regardless  of  financial  status  of  the 
parents.  The  allotment  of  money  would  be  made 
by  the  Social  Security  Administrator.  He  stated 
that  the  bill  should  in  all  probability  be  opposed 
in  its  entirety,  and  stressed  that  section  “C” 
providing  for  free  treatment  of  all  school  chil- 
dren is  particularly  obnoxious.  He  stated  that 
the  A.M.A.  had  gone  on  record  against  this  bill. 

Dr.  Brooksher  of  Arkansas  moved  that  this 
conference  reaffirm  its  opposition  to  S.  1411  in 
toto,  that  we  call  upon  the  A.M.A.  Legislative 
Coordinating  Committee  to  take  all  possible  steps 
to  oppose  this  bill,  and  that  we  call  upon  State 
Medical  Societies  to  secure  support  from  all 
sources  possible  within  their  states  to  defeat 
the  bill.  Dr.  Brooksher ’s  motion  was  seconded 
and  passed  unanimously. 

Dr.  Lawrence  then  discussed  the  present  status 
of  the  bill.  The  bill  was  studied  by  a Sub-Com- 
mittee of  the  Interstate  and  Foreign  Commerce 
Committee;  it  has  not  passed  the  principal 
committee  as  yet.  The  A.M.A.  Legislative  Com- 
mittee is  opposing  the  whole  bill.  Supporters 
of  this  bill  are:  (1 ) the  U.  S.  Children’s  Bureau; 
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(2)  U.  S.  Public  Health  Service;  (3)  ‘'Parent’s 
Committee;”  (4)  Dentists  and  some  doctors; 
and  (5)  organized  labor.  Opposition  consists  of: 
(1)  General  idea  of  economy;  (2)  A.M.A. ; and 

(3)  certain  educators,  on  the  ground  that  the 
examinations  would  be  put  in  the  Health  De- 
partments, and  they  want  them  in  the  Depart- 
ment of  Education. 

Ray  Wright  stated  that  the  Insurance  business 
has  been  fighting  this  bill  for  the  last  four 
years.  The  real  principles  of  this  bill  do  not 
focus  themselves  on  Section  “C.”  The  most  im- 
portant factor  in  the  whole  bill  is  that  at  any 
time  federal  agencies  see  fit  to  subsidize  any 
particular  group  or  activity  they  attach  strings 
to  it  which  become  bonds  of  steel,  and  which 
result  in  more  and  more  control  by  the  body 
which  furnishes  the  money.  This  bill  is  a defi- 
nite step  toward  federal  control  of  our  school 
system. 

Dr.  Henry  of  Arkansas  stated  that  in  his 
opinion  the  most  vicious  part  of  the  bill  is  that 
it  indoctrinates  29  million  children  every  year 
to  accept  a government  dole.  Dr.  Glen  of  Hous- 
ton asked  that  a transcript  of  whatever  action 
is  taken  by  this  group  be  sent  to  the  members 
of  the  Executive  Board  of  the  Academy  of  Pedi- 
atrics. Dr.  Montgomery  of  San  Francisco  stated 
that  San  Francisco  is  circumventing  any  sur- 
vey that  the  Federal  Government  is  instigating, 
by  doing  the  same  job  on  a community  basis. 
He  further  stated  that  they  had  sold  their  citi- 
zens locally  that  the  F.  S.  Public  Health  Service 
could  not  do  more  than  they  could  do  commun- 
ity-wise. 

Dr.  Munro  of  Colorado  urged  that  this  com- 
mittee bear  in  mind  that  when  we  oppose  this 
bill,  we  are  opposing  the  most  powerful  appeal 
that  can  be  made — the  appeal  of  the  crippled 
child.  We  must  he  very  vocal  about  what  has 
already  been  done  and  is  being  done.  We  must 
not  leave  ourselves  open  to  criticism  when  we 
oppose  a bill  which  to  the  public  means  care  to 
the  crippled  child,  but  must  stress  definitely  the 
set-ups  already  in  operation. 

Mr.  Graham  of  Oklahoma  asked  for  a list  of 
the  members  of  the  A.M.A.  Legislative  Coordi- 
nating Committee  which  will  meet  one  week 
from  today  at  the  Palmer  House  in  Chicago. 
Dr.  Irons  recalled  the  following  as  members : 
Dr.  Harvey  B.  Stone  of  Baltimore;  Dr.  Joseph 
McCarthy  of  Omaha  ; Dr.  F.  J.  L.  Blasingame 


of  Texas;  Dr.  Dwight  Murray  of  California  ; Dr. 
Oscar  B.  Hunter  of  Washington,  D.  C. ; Dr.  W. 
FI.  Huron  of  Iron  Mountain,  Michigan;  and 
Dr.  M.  J.  Dattelbaum,  Brooklyn,  New  York. 
Mr.  Graham  then  asked  to  what  extent  there 
had  been  meetings  between  the  A.M.A.  and  other 
national  organizations,  and  what  other  organiza- 
tions had  expressed  a desire  to  cooperate.  Dr. 
Lawrence  listed  other  organizations  as  the  Farm 
Bureau  Federation;  the  Insurance  Companies ; 
American  Legion;  the  National  Association  of 
Life  Underwriters;  and  The  American  Life  Con- 
vention, composed  of  Presidents  of  all  Life  In- 
surance Companies  in  the  U.  S. 

Dr.  Blasingame  stated  that  the  Legislative 
Coordinating  Committee  is  to  have  its  initial 
meeting  next  Sunday  in  Chicago.  He  said  that 
he  would  personally  like  to  see  one  of  the  re- 
sponsibilities of  this  Committee  be  the  initia- 
tion of  further  cooperation  at  the  national  level 
of  the  fight  against  statism  in  every  respect. 
Dr.  Murray  stated  that  there  has  been  a lot  of 
work  done  on  the  National  level  with  the  Cham- 
bers of  Commerce  and  that  we  have  a great  deal 
of  cooperation  from  the  U.  S.  Chamber  of  Com- 
merce. 

!)]•.  Haddon  Peck,  Kansas,  stated  that  at  the 
National  Federation  of  Farm  Bureaus  meeting- 
in  Washington,  Dr.  Crocket's  Committee  has 
done  fine  work.  They  approached  the  rural  com- 
munities from  the  standpoint  that  if  they  ap- 
proved of  the  type  of  medical  care  they  were 
getting,  they  should  protect  that  type  of  medi- 
cal care.  He  suggested  that  the  medical  profes- 
sion should  have  one  or  two  men  on  a national 
level  as  a contact  group  with  these  other  organ- 
izations. 

Mr.  Ray  Wright  stated  that  doctors  and  in- 
surance men  are  the  two  groups  who  have  ac- 
cess to  the  minds  of  a class  of  people  that  no 
other  business  men  enjoy — the  organized  labor 
groups  and  the  lower  paid  groups  whom  both 
the  doctor  and  the  insurance  men  see  often.  His 
insurance  organization  is  developing  a give- 
away pamphlet  to  debunk  some  of  the  economic 
fallacies  and  will  see  that  one  of  those  gets  into 
every  home  in  America. 

Dr.  McClendon  then  summarized  the  discus- 
sion, opposing  S.  1411  in  toto  because:  (1)  It 
adds  nothing  to  the  child’s  welfare;  (2)  It 
would  give  Social  Security  Administration  addi- 
tional powers,  and  amounts  to  an  additional  sub- 
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sidy;  and  (3)  It  indoctrinates  29, 000, 000  school 
children  with  government  control. 

Thereupon  a motion  was  made  and  seconded 
that  8.  1411  be  opposed  by  this  Conference  in 
toto,  and  a Committee  was  appointed  with  Dr. 
Brooksher  as  Chairman,  Drs.  Peck  and  McClen- 
don to  draft  a resolution  to  this  effect.  (Later 
in  the  proceedings  this  committee  reported  its 
resolution  which  was  unanimously  adopted.  See 
Resolution  No.  2 attached.) 

8.  1453 

Chairman  Humphrey  then  called  on  Dr.  Mc- 
Kinnie  Phelps  of  Denver  to  discuss  8.  1453.  The 
bill  was  originally  introduced  last  March  by 
Senator  Pepper,  and  revised  and  re-introduced 
in  August  in  behalf  of  the  “Committee  on  Pub- 
lic Welfare.”  This  bill,  according  to  adminis- 
tration arguments,  would  increase  the  output 
of  medical  students,  and  finance  new  medical 
schools.  Payments  to  medical  schools  by  the  Fed- 
eral government,  under  the  bill  as  now  revised 
would  be  $500  per  year  for  each  student  nor- 
mally enrolled,  and  $1000  for  each  student  ac- 
cepted above  the  normal  enrollment.  Federal 
scholarships  for  students  which  are  also  provid- 
ed in  this  bill,  won’t  be  paid  to  the  school  as  long 
as  that  school  can  fill  its  student  body  with  stu- 
dents able  to  pay.  The  act  would  be  effective 
for  a five  year  period.  Five  million  dollars 
would  be  laid  aside  for  aid  in  construction  of 
new  schools.  The  major  problem  is  the  principle 
of  federal  aid  to  medical  schools.  The  end  result 
would  be  federal  control  of  medical  schools  by 
their  continued  dependence  on  the  federal  funds. 
New  schools  would  receive  aid  disproportionate 
to  established  ones,  in  that  the  bill  would  give 
$1,000  for  each  student  in  all  new  medical 
schools,  while  in  old  schools  such  aid  would  be 
limited  to  approximately  30%  of  the  enroll- 
ment. Our  problem  in  opposing  this  bill  is  one 
of  public  relations;  organized  medicine  faces 
a public  demand  for  increased  production  of 
doctors.  We  must  convince  the  American  peo- 
ple that  we  are  not  opposed  to  the  production 
of  more  doctors.  If  we  oppose  this  bill  flatly 
without  carefully  proving  that  we  are  increasing 
the  number  of  doctors,  we  will  hurt  our  over-all 
public  relations. 

Dr.  Lawrence  stated  that  8.  1453  had  Senate 
hearings  last  year,  passed  the  Senate,  and  went 
to  the  House.  The  bill  was  a product  of  con- 
ferences between  the  Senate  Committee,  dentists, 


doctors,  nurses  and  deans  of  medical  schools. 
The  bill  lias  passed  the  House  Committee  on 
Interstate  and  Foreign  Commerce  and  is  in  the 
House  Rules  Committee  to  petition  this  bill  out 
of  the  Rules  Committee  for  vote  by  the  House. 
A petition  to  have  the  bill  moved  would  be  filed, 
then  21  days  must  elapse  during  which  time  the 
Rules  Committee  could  bring  the  bill  out  of  its 
own  volition.  If  not,  at  the  end  of  21  days,  the 
Chairman  of  the  Interstate  Commerce  Commit- 
tee may  ask  the  Speaker  of  the  House  to  call 
that  bill  out  immediately.  This  can  only  be  done 
on  the  2nd  or  4th  Monday  of  a month.  Then 
there  will  only  be  two  hours  allowed  for  debate, 
and  a vote  will  have  to  be  taken.  Dr.  Lawrence 
feels  there  is  a good  deal  of  opposition  in  the 
House  to  the  advancement  of  this  bill.  The 
schools  are  already  receiving  grants-in-aid  for 
different  kinds  of  work  from  the  Federal  Gov- 
ernment at  the  present  time.  Those  supporting 
the  bill  are:  (1)  some  of  the  medical  school 
deans;  (2)  some  of  the  hospitals  conducting 
nursing  schools ; (3)  dentists;  (4)  organized  la- 
bor, and  (5)  the  U.  S.  Public  Health  Service. 
Opposing  the  bill  are  only  those  fighting  on  the 
basis  of  economy,  and  ourselves. 

Mr.  James  Baley,  Marshall,  North  Carolina; 
Attorney,  National  Organization  of  Hospital 
Schools  of  Nursing.  Tnc.,  stated  that  in  1948 
Dr.  Esther  Lucile  Brown,  Ph.  1).,  wrote  a book, 
“Nursing  for  the  Future,”  published  under  the 
sponsorship  of  the  Russell  Sage  Foundation.  Her 
book  urged  that  Hospital  Nursing  Schools  not 
connected  with  universities  and  not  able  to  con- 
fer degrees  be  eliminated.  It  urged  creation  of  a 
national  accrediting  bureau  in  New  York  to  ac- 
credit schools  of  nursing.  This  group  would  cir- 
culate a list,  and  by  virtue  of  what  Dr.  Brown 
calls  exertion  of  social  pressure,  discourage  stu- 
dents from  attending  schools  not  accredited.  She 
advocated  federal  aid  to  schools  of  nursing.  In 
addition  to  establishing  a list  of  accredited 
schools  they  formed  a “Committee  to  Implement 
the  Brown  Report.”  They  then  changed  the 
committee’s  name  to  the  “Committee  for  the  Im- 
provement of  Nursing  Service,”  now  dominated 
by  the  Federal  Security  Administration.  Mr. 
Baley  stated  that  S.  1453  provides  that  schools 
which  are  to  receive  aid  must  be  approved  or 
accredited  by  a recognized  body  under  tbe  super- 
vision of  tbe  Surgeon  General.  This  would  mean 
that  the  Surgeon  General  would  have  power  to 
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recognize  any  group,  and  no  funds  would  be 
available  to  anyone  not  on  that  list.  Mr.  Baley 
stated  that  Dr.  James  W.  Davis  of  Statesville, 
N.  C.,  and  others  went  to  work  on  public  opinion 
in  their  Southeast  U.  S.  area.  They  aroused  pub- 
lic interest  through  the  danger  to  the  nursing 
profession,  calling  attention  to  the  methods  that 
were  being  used  to  close  hospital  schools.  He 
pointed  out  that  the  list  as  published  would  dis- 
accredit  approximately  250  hospital  nursing 
schools  now  approved  by  the  State  Boards  of 
Examiners.  The  list  of  “accredited”  schools 
was  published  on  page  34  of  the  November  Amer- 
ican Journal  of  Nursing.  Mr.  Baley  stated 
that  it  was  entirely  through  the  efforts  of  the 
group  of  nurses  in  his  area  whose  interest  had 
been  aroused,  and  the  opposition  of  this  group 
that  this  bill  had  been  once  defeated  in  its  orig- 
inal House  of  Representatives  form. 

Dr.  A.  M.  Popma  of  Idaho  stated  that  the  bill 
would  no  doubt  receive  support  from  states  that 
do  not  have  medical  schools,  and  whose  boys  find 
it  difficult  to  get  into  schools  in  other  states, 
and  we  need  some  arguments  to  combat  this  senti- 
ment. Dr.  McClendon  stated  the  Federal  Gov- 
ernment has  never  subsidized  anything  it  did 
not  eventually  control  and  that  in  a matter  of  a 
short  time  the  government  would  be  telling  stu- 
dents who  graduate  under  this  bill  where  they 
must  practice. 

Dr.  Christian  of  Iowa  advanced  the  opinion 
that  privately  owned  medical  schools  are  in  se- 
vere financial  straits,  and  that  some  means  of 
helping  these  privately  owned  schools  should  be 
devised.  Dr.  Blasingame  of  Texas  stated  that 
in  a conversation  with  Dr.  Sheele,  Surgeon  Gen- 
eral of  the  U.  S.  Public  Health  Ser  vice  it  was 
brought  out  that  one  reason  that  it  costs  more 
to  teach  is  because  of  federal  deficit  financing. 
These  private  schools  have  to  be  shown  that  en- 
dorsing this  bill  makes  their  predicament  worse. 
Dr.  Murray  stated  that  there  was  a question  as 
to  whether  private  schools  were  really  in  finan- 
cial trouble,  that  they  are  not  if  they  confine 
their  courses  to  basic  instruction  and  not  en- 
deavor to  do  excessive  research. 

Mr.  Graham  stated  that  Oklahoma  has  coun- 
ties with  only  one  doctor.  While  we  know  this 
bill  will  not  get  a physician  in  such  a county, 
the  public  is  willing  to  gamble  that  it  will.  It 
was  Mr.  Graham’s  opinion  that  we  should  op- 
pose this  bill,  but  the  A.M.A.  should  come  up 


with  statistics  to  show  that  within  a ten-year 
period  the  normal  increase  of  students  graduat- 
ing from  medical  schools  is  actually  going  to  do 
this  job.  This  would  go  a long  way  in  present- 
ing effective  opposition. 

Dr.  Buckley  read  a resolution  opposing  Bill 
S.  1453,  which  was  upon  motion  made  and  sec- 
onded, adopted  as  a resolution  of  this  Confer- 
ence and  is  attached  hereto  as  Resolution  “3.” 

Dr.  Phelps,  in  conclusion,  stated  that  oppo- 
sition to  this  bill  should  be  pointed  to  as  wide 
a group  as  possible.  It  should  be  stressed  that  we 
don’t  have  any  emergency  need  for  doctors,  as 
has  been  presented  in  the  text  of  the  bill.  This 
information  should  be  spread  abroad-  by  every 
means  available — by  the  local  press,  by  impress- 
ing it  on  the  Deans  of  Medical  Schools  who  do 
not  understand  the  situation,  to  publicize  it  to 
their  student  bodies  and  to  their. communities. 

Dr.  Christian  pointed  out  that  the  problem  of 
medical  schools  is  a matter  of  funds,  but  com- 
munities have  not  been  told  that  this  lack  of 
funds  is  due  to  an  excessive  drainage  by  the 
Federal  Government  of  funds  that  might  other- 
wise be  available  from  a state  or  county  level. 
Why  not  propose  to  the  Federal  Government 
that  they  subsidize  taxpayers  by  reducing  the 
income  tax  of  all  persons  by  the  amount  that 
they  support  their  medical  schools? 

A member  stated  that  most  of  the  deans  indi- 
vidually do  not  favor  this  bill,  but  they  fear 
their  Boards  of  Trustees  or  Boards  of  Regents 
and  will  not  express  their  own  views. 

Luncheon  Recess  — Dr.  Dons'  Talk 

Guest  speaker  at  the  luncheon  was  Dr.  Ernest 
E.  Irons,  Chicago,  President  of  the  American 
Medical  Association.  Dr.  Irons  began  by  stat- 
ing that  he  “did  not  believe  it  would  be  possible 
to  get  this  kind  of  meeting  in  the  east  on  five 
days  notice.”  He  expressed  the  opinion  that  it 
was  the  spontaniety  of  meetings  of  this  kind  that 
made  them  particularly  effective.  He  posed  the 
question:  “How  did  we  get  this  way?” 

“All  through  history  we  have  repeated  the 
same  kind  of  program  that  we  are  going  through 
nationally  at  the  present  time  — always  with 
the  idea  of  ‘helping  the  poor  Indian’ — and  the 
usual  material  that  we  are  used  to  hearing  from 
Washington.  As  a profession  we  find  ourselves 
about  half  way  behind  the  eight  ball  in  opposing 
these  things  that  we  have  not  protested  before. 
The  reason  is  that  a lot  of  us  have  not  known 
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what  was  going  on- — three-fourths  of  us  do  not 
know  now.  We  are  embarrassed,  therefore,  in 
opposing  bills  wherein,  were  it  not  for  the  wel- 
fare of  our  country,  we  might  not  be  so  unwill- 
ing to  get  a little  something  for  ourselves.  I 
would  not  compromise  on  any  of  them — but  we 
are  in  the  vulnerable  position  of  always  being 
opposed  to  something. 

“We  are  opposed  to  anything  that  smacks  of 
Socialism.  On  that  basis  we  can  oppose  bills 
mentioned  this  morning.  The  attack  on  medi- 
cine is  gradually  merging  into  an  attack  on  the 
American  way  of  life.  It  has  been  our  policy 
to  get  medicine  off  the  defensive  and  put  men 
who  want  socialized  medicine  on  the  defensive. 
We  have  gone  a long  way,  but  it  is  hard  to  get 
down  to  the  man  in  the  street.  The  socialist 
program  tells  him  that  ‘Here  is  something  that 
you  will  get  for  nothing,  you  are  badly  treated 
as  it  is.’  The  layman  does  not  realize  he  won’t 
get  what  he  has  been  promised,  and  that  he  will 
pay  more  for  it.  The  price  is  continually  going 
up.  Soon  he  will  pay  the  rest  of  the  tax,  to  a 
large  extent  by  increased  costs  of  things  which 
will  be  occasioned  by  the  inevitable  inflation 
that  would  come.  Finally,  if  the  man  in  the 
street  knew  it,  he  is  already  paying  from  20-25% 
of  what  would  be  his  take-home  pay  in  hidden 
taxes.  You  must  go  to  the  man  in  the  street  and 
work  from  there. 

“Freedom  and  easy  living  are  not  synonomous. 
They  have  not  been  since  our  Colonial  days.  If 
we  accept  the  present  trend,  you  have  for  the 
moment  easy  living,  but  no  freedom.  This  ten- 
dency to  accept  government  largesse  without 
increased  work  means  a progressive  loss  of  lib- 
erty, and  a start  down  the  road  which  inevitably 
leads  to  communism.  No  patriotic  American 
wants  communism.  Political  strategy,  therefore, 
is  to  raise  the  bugaboo  of  communism  in  order 
to  distract  attention  from  other  things  that  are 
going  on.  This  was  true  in  Germany.  Commun- 
ists, who  were  quite  strong  in  Germany  for  a 
time,  raised  the  cry  ‘look  out  for  Fascism.’  Ever 
since  World  War  I we  have  had  groups  who 
raise  the  cry  in  America’s  government  against 
communism,  while  the  communists  here  raise 
the  cry  against  fascism.  It  is  an  old  political 
trick. 

“In  a recent  political  pronouncement  certain 
government  ghost  writers  offered:  (1)  ‘In  the 
world  today  we  are  confronted  with  the  danger 


that  the  rising  demand  for  freedom  may  be  be- 
trayed by  forces  of  communism.'  (2)  ‘In  its 
ruthless  struggle  tor  power,  communism  seizes 
on  our  imperfections  and  takes  advantage  of 
the  delays  and  set-backs  which  the  Democratic 
Nations  experience  in  their  efforts  to  provide 
better  government  for  their  people.’  This  has 
additional  interest  for  us,  and  we  might  para- 
phrase it  by  saying  that  ‘in  their  ruthless  strug- 
gle for  power,  socialistic  advocates  of  com- 
pulsory sickness  insurance  have  seized  on  the 
imperfections  of  our  present  medical  care  and 
have  tried  to  take  advantage  of  delays  and  set- 
backs which  the  medical  profession  experiences 
in  its  effort  to  provide  better  care  for  the 
people.  ’ 

“What  can  we  do?  There  is  something  that 
we  can  do.  First,  get  to  the  grass  roots.  Talk- 
ing among  ourselves  does  no  good  unless  we  can 
inspire  someone  to  get  closer  to  the  grass  roots, 
to  the  education  of  the  man  in  the  street.  A 
number  of  organizations  are  doing  just  that. 
This  is  not  just  medicine’s  fight.  We  have  a part 
in  it,  but  the  welfare  of  our  whole  country  de- 
pends on  stopping  this  socialistic  tide  that  is 
rolling  toward  us.  We  have  to  make  the  man 
in  the  street  understand  that  he  will  not  get 
something  for  nothing.  What  he  gets  under  these 
programs  he  will  pay  for;  and  when  he  gets  it 
it  will  be  inferior  to  what  he  now  receives  at  less 
cost.  Another  way  to  combat  the  trend  is  by 
extension  of  voluntary  medical  care.  We  have 
under  way  the  development  of  cooperation  with 
various  agencies  in  business  and  other  profes- 
sions. This  is  a vast  program  on  which  we  have 
made  definite  progress  in  the  last  year  but  we 
have  much  more  to  do. 

“Also,  medicine  will  have  to  clean  up  its 
own  back  yard.  There  are  conscienceless  doc- 
tors who  persist  in  overcharging,  and  in  various 
ways  acting  in  a heartless  manner  toward  the 
people  they  should  serve.  You  in  Colorado  have 
instituted  a very  excellent  plan  to  take  care  of 
such  complaints,  and  if  your  plan  here  and  in 
a few  other  states  which  have  recently  devel- 
oped similar  plans  is  expanded  over  the  country 
and  prosecuted  as  it  should  be,  the  conscienceless 
doctor  will  stop,  look,  listen  and  change.  Men 
of  that  kind  cannot  stand  publicity. 

“Finally,  the  outstanding  achievement  of  this 
past  year  has  been  the  development  of  a unity 
throughout  the  profession  that  never  existed  be- 
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fore.  That  was  evident  in  the  Washington  meet- 
ing last  month,  and  everywhere  else.  We  have 
increased  unity  among  men  of  the  profession, 
but  we  need  a complete  unity.” 

AFTERNOON  SESSION 
Organization  Motions 

Chairman  Humphrey  re-convened  the  meeting 
at  2 :40  i).  m.  Dr.  McClendon  moved  that  this 
type  of  meeting  be  permanently  established,  on 
call,  that  similar  meetings  be  stimulated  in  other 
regions  of  the  country,  and  that  a liaison  com- 
mittee be  established  between  this  area  and  the 
other  areas.  An  amendment  to  this  motion  stat- 
ing that  representatives  from  all  such  sectional 
meetings  meet  together  to  correlate  their  ideas, 
was  accepted.  The  amended  motion  was  then 
seconded  and  carried.  Dr.  Brooksher  of  Arkan- 
sas moved  that  this  body  annually  elect  a Presi- 
dent and  Secretary  for  one -year  terms.  The  mo- 
tion was  seconded  and  carried.  Dr.  Fred  A. 
Humphrey  was  nominated  by  several  as  Presi- 
dent for  the  coming  year.  There  were  no  other 
nominations  and  Dr.  Humphrey  was  elected 
unanimously.  Mr.  Sethman  nominated  Dr.  W. 
R.  Brooksher  of  Arkansas  as  Secretary.  There 
were  no  other  nominations  and  Dr.  Brooksher 
was  elected  unanimously. 

Dr.  Henry  of  Arkansas  moved  that  a trans- 
cript of  this  meeting,  including  its  Resolutions, 
be  sent  to  the  Board  of  Trustees  of  the  A.M.A., 
the  Washington  Office,  and  the  Legislative  Co- 
ordinating Committee,  to  be  in  their  hands  by 
next  Saturday  morning.  The  motion  was  second- 
ed and  carried. 

Dr.  Henry  moved  that  three  additional  repre- 
sentatives of  this  group  attend  the  Chicago  leg- 
islative meeting  next  Sunday  to  support  Drs. 
McCarthy,  Blasingame  and  Murray  who  are 
present  today.  The  motion  was  seconded.  In 
discussion  several  stated  that  the  doctors  named 
would  constitute  all  the  representation  needed. 
Dr.  Humphrey  called  for  a vote,  and  Dr.  Henry’s 
motion  was  lost. 

Dr.  Henry  asked  if  it  were  the  feeling  of  this 
body  that  the  new  A.M.A.  Legislative  Coordinat- 
ing Committee  now  assumes  responsibility  for 
guiding  the  medical  profession  in  national  leg- 
islation. Discussion  followed  by  Drs.  McClendon, 
McCarthy,  Irons,  and  others  concerning  the  func- 
tion of  the  new  Committee,  established  by  a 
recent  resolution  of  the  A.M.A.  House  of  Dele- 
gates, and  the  relationships  between  that  Com- 


mittee, the  A.M.A.  Board  of  Trustees,  and  the 
presumably  still  existing  Legislative  Committee 
of  the  Board  of  Trustees.  No  one  present  felt 
certain,  but  it  was  the  consensus  of  those  who 
served  in  the  A.M.A.  House  of  Delegates  that 
the  new  committee  was  intended  eventually  to 
supersede  the  Legislative  ( Committee  of  the  Board 
of  Trustees.  There  was  a consensus  of  hope  that 
the  A.M.A.  Board  of  Trustees  will  quickly  re- 
solve this  confusion  by  a clear  statement  to  all 
State  Societies. 

The  “ Voluntary ” Bills:  S.  1456,  S.  1970,  etc. 

The  “Voluntary”  bills  were  presented  by  Dr. 
James  E.  Buckley  of  Oregon.  The  first  bill 
discussed  was  S-1J56,  known  as  the  “Voluntary 
Health  Insurance  Act.”  Dr.  Buckley  stated 
that  all  legislators  are  looking  for  something 
they  can  get  their  name  on  that  will  be  satis- 
factory to  the  A.M.A.  and  the  rank  and  file  of 
the  profession  and  hospital  associations.  Medi- 
cine has  been  advocating  the  development  of  vol- 
untary health  insurance  plans  as  a positive  pro- 
gram. We  know  the  defects  inherent  in  it  lnd 
believe  it  is  the  best  answer  to  catastrophic  ill- 
ness. A great  deal  has  been  learned  on  how  vol- 
untary plans  work  at  state  level,  and  how  impos- 
sible it  would  be  to  have  a plan  work  satisfac- 
torily at  national  level.  The  indigent  man  can 
be  taken  care  of  more  easily  at  state  or  county 
level.  The  Washington  State  Medical  Society 
has  been  successful  in  handling  it  at  state  level. 
Determination  of  pay  for  insurance  premiums 
nationally  would  entail  a horde  of  bureaucratic 
individuals  to  carry  out  the  program.  It  would 
soon  break  down  into  a complete  coverage  of 
that  group,  and  you  would  have  a compulsory 
program.  Diagnostic  clinics  are  not  described  in 
the  bill  but  it  is  assumed  that  there  would  be 
something  of  this  type,  and  where  the  diagnostic 
clinic  would  leave  off  and  where  treatment  would 
begin  is  impossible  to  work  out.  All  the  volun- 
tary bills  contain  features  which  are  uncontroll- 
able. One  of  the  fundamentals  that  has  been 
touched  only  lightly,  but  which  is  one  of  the 
most  solid  arguments  we  can  use,  is  this  crush- 
ing federal  budget.  For  people  at  Federal  level 
to  be  taking  the  attitude  that  they  have  responsi- 
bility for  supporting  solvent  State  Governments 
is  no  sound.  There  would  he  a tremendous  in- 
crease in  expenditure  not  only  from  Federal  set- 
up in  Washington,  but  a tremendously  increased 
complexity  of  State  Administration  which  is 
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necessary  in  order  to  qualify  for  acceptance  of 
Federal  money. 

Dr.  Buckley  then  discussed  a bill  that  Senator 
Hunt  plans  to  introduce,  which  has  many 
features  of  other  bills  but  also  includes  a “de- 
ductible” feature.  It  consists  of  selling-  a so- 
called  voluntary  policy  to  individual  families, 
not  compulsory,  but  to  be  sold  at  a lower  pre- 
mium than  present  plans.  Under  this  plan  it  is 
obvious  that  Blue  Cross  and  Blue  Shield  would 
fade  from  the  picture.  There  would  be  a tre- 
mendous Federal  Subsidy  in  this  system  also, 
to  cover  the  overhead  expenses.  The  individual 
would  pay  only  a portion  and  the  balance  would 
be  subsidized  by  the  government.  This  way  the 
government  would  still  exercise  control. 

Mr.  Graham  asked  Dr.  Buckley  if  Senator 
Hunt  will  definitely  introduce  this  bill.  Dr. 
Buckley  stated  that  it  had  been  discussed  within 
the  last  week  and  the  Senator  intends  to  get  it 
out  very  shortly.  Senator  Hunt  has  stated  that 
lie  had  the  support  of  a good  many  organiza- 
tions on  this  bill. 

Dr.  Hemington  of  Nevada  discussed  a recent 
Nevada  meeting  with  representatives  of  insur- 
ance companies  who  indicated  an  interest  in  a 
plan  whereby  most  of  the  carriers  in  the  coun- 
try would  offer  fairly  uniform  health  insurance 
policies.  The  policies  would  hardly  be  dis- 
tinguishable except  for  the  names  of  them,  and 
premium  prices  would  depend  on  the  actuarial 
experience  of  each  company.  Dr.  Hemington 
thought  something  like  that  backed  by  large  in- 
surance companies  on  a voluntary  basis  would 
help  solve  our  problem.  He  suggested  that  other 
states  might  investigate  this  plan  and  get  large 
insurance  companies  interested. 

Dr.  McCarthy  brought  up  another  point  about 
Senator  Hunt's  proposed  bill  which  calls  for  a 
“professional  man”  to  head  the  federal  medical 
department,  which  Representative  Miller’s  bill 
calls  for  an  M.D.  as  the  cabinet  member.  We 
should  look  out  for  this,  because  “professional” 
could  cover  anything.  Dr.  Buckley  concluded 
by  saying-  that  we  are  encouraging  commercial 
carriers  to  enter  this  field.  If  we  are  going  to 
stand  for  free  enterprise  we  have  no  course  ex- 
cept to  give  these  people  cooperation  in  main- 
taining free  enterprise  in  the  insurance  business. 
Although  early  costs  are  high,  public  acceptance 
of  the  plan  cuts  down  the  cost. 


1)]-.  Buckley  then  read  a resolution  which  he 
asked  the  Conference  to  adopt  in  opposing  these 
pseudo-voluntary  legislative  bills.  A motion  was 
made  that  the  resolution  lie  adopted  as  read  and 
this  resolution  is  attached  hereto  as  Resolution 

“4  ” 

Name  of  Conference 

Dr.  McCarthy  moved  and  Dr.  Peck  seconded 
that  this  conference  be  known  as  the  “Western 
States  Medical  Conference.”  The  motion  was 
carried. 

Mr.  Graham  suggested  that  Medicine,  now 
asking  help  from  other  groups,  would  do  well 
to  give  some  cooperation  to  other  groups;  for 
instance  the  Farm  Bureau  Federation  would  no 
doubt  appreciate  assistance  against  the  Brannan 
Plan.  He  suggested  that  perhaps  the  new  A.M.A. 
Coordinating  Committee  might  take  the  offen- 
sive, and  draw  up  a bill  to  be  introduced  in  Con- 
gress which  would  say  that  the  Collectors  of 
Internal  Revenue  at  the  State  Level  must  set 
aside  a certain  percentage  of  Federal  Income 
Taxes  collected  in  the  state,  and  deposit  the 
funds  in  the  State  Treasury  to  be  in  turn  used 
for  appropriate  purposes  needed  by  state  agen- 
cies. Then  we  would  not  get  back  a watered 
dollar.  If  such  a bill  could  be  introduced  it 
would  place  the  Washington  bureaucrat  on  the 
defensive,  trying  to  explain  why  he  wants  the 
dollar  to  come  to  Washington. 

Mr.  Graham  then  asked,  when  will  we  know, 
and  how  will  we  know,  what  states  will  be  asked 
to  go  to  Washington  either  to  contact  Senators 
on  the  Committees  or  to  give  testimony  against 
these  bills.  Mr.  Sethman  stated  that  Dr.  Lull  had 
said  by  telephone  that  tln’ee  witnesses  would  ap- 
pear for  the  A.M.A.  against  IIR  6000  and  he 
was  asking  each  State  which  had  a senator  on 
the  Senate  Finance  Committee  to  send  a wit- 
ness. He  asked  Colorado  especially  to  send  a 
witness,  emphasizing  the  unusual  situation  in 
that  both  Colorado  senators  are  on  that  commit- 
tee. 

Nursing  Sit  nation 

Mr.  James  Baley,  Marshall,  North  Carolina, 
Attorney,  National  Organization  of  Hospital 
Schools  of  Nursing,  stated  that  the  program  of 
arousing  public  sentiment  which  Dr.  Davis  and 
he  had  started  in  North  Carolina  and  the  South- 
east had  become  quite  expensive  and  more  than 
a one-man  drive.  He  stated  the  need  for  an  or- 
ganized effort,  and  stated  that  he  and  Dr.  Davis 
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DIAGNOSTIC  LABORATORY 

JOHN  FOSTER,  M.  D.,  Radiologist  MAURICE  ROSENTHAL,  M.  D.,  Pathologist 

DIAGNOSTIC  X-RAY 
X-RAY  & RADIUM  THERAPY 

CLINICAL  PATHOLOGY 
E.  K.  G.  B.  M.  R. 

Phones  8-1601  - 8-1602 

Medical  Arts  Building,  543  E.  McDowell  Road  Phoenix,  Arizona 


PRESCRIPTION 

Complete  line  of 

Hospital  Beds,  Crutches,  Trusses  and 
Surgical  Garments 

KELLY'S  PRESCRIPTION  SHOP 

45  East  Broadway  Phone  3-4701 

TUCSON 

D.  F.  Scheigert  L.  J.  McKenna 


THE  CLINICAL  LABORATORY 

LABORATORY  HOME  SERVICE 


504  North  Central  Avenue 
2-5413  3-1303 

PHOENIX,  ARIZONA 


DIATHERMY  • ELECTROENCEPHALOGRAPH 
ELECTRONIC  EQUIPMENT 
SERVICE 

Intercommunication  * Music  Systems  * Wire  Recorders  • Radio  * Television 

Sales  and  Service 


RADIO  ELECTRONICS  DEVELOPMENT  CO. 

1009  N.  Third  Ave.  Phone  3-6767 

Phoenix,  Arizona 


Phone  5-4914 

MADDUX  FLYING  SERVICE 

SHAW  BUTTE  SANATORIUM 

"Where  the  Desert  Meets  the  Mountains" 

Private  Training  - Rentals 

Aged  Convalescent 

G.  1.  Flight  Training 

MRS.  ALICE  E.  HALES 
Owner  and  Resident  Director 

Phone  2-5686  2429  E.  Buchanan 

11407  North  19th  Ave.  Phoenix,  Arizona 

Phoenix,  Arizona 
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_ \iacc4lpine  Jbruy  Co. 

R The  'R&KoJUL  Store  R 

This  label  is  your  guarantee  of  accurate 
prescription  compounding 

FREE  DELIVERY  PHONE  4-2606 

2303  No.  7th  St  Phoenix,  Arizona 


LAIRD  & DINES 

The  REX  ALL  Store 

Reliable  Prescription  Service 

Tempe  422  Mill  Ave.  & 5th 

Tempe,  Arizona 


FOR  EACH  TYPE  HEARING  LOSS 
THERE’S  A SPECIAL  S0N0T0NE 
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1 For  minimum  losses,  or  up  to  60  db — 

"910"  with  15-volt  B battery. 

2 For  average  losses,  or  up  to  80  db — 

"910"  with  22  Vi -volt  battery. 

3 For  additional  battery  economy — 

"910"  with  external  A battery. 

4 For  longer  battery  life — 

"920"  with  internal  "breather"  battery. 

5 For  extremely  severe  losses,  or  up  to  95  db — 

"925"  with  30-volts. 

Each  provides  the  widest  possible  range  of 
internal  adjustments  for  the  closest  pet  - 
sonal  fitting. 

Specify  SONOTONE — a name  you  can  trust. 

SONOTONE-^  House  of  Hearing 

(■Fourteen  years  in  Arizona) 

425  Title  & Trust  Bldg.  45  Jackson  St. 

Phoenix  Tucson 


28  Registered  Pharmacists 

Tucson  Casa  Grande 


Cverybody,  i 

PRESCRIPTION  DRUGGISTS 

The  REXALL  Store 

Phone  6 & 56 

MESA  • ARIZONA 

CIGARS  MAGAZINES 

AND 

FOUNTAIN  SERVICE 


Your  Neighborhood  Drug  Store 

Olsen’s  Pharmacy 

PRESCRIPTION  PHARMACISTS 

McDowell  Rd.  and  16th  St.  Phone  3-0001 

PHOENIX,  ARIZONA 


STAHLBERG 

LABORATORIES 

Specializing  in 

BACTERIOLOGY  PARASITOLOGY 
HAEMATOLOGY 
BLOOD  CHEMISTRY 
URINE  CHEMISTRY 

j 129  W.  McDowell  Road  Phone  4-3677 
Phoenix,  Arizona 
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together  with  friends  in  Florida,  Mississippi, 
Arkansas,  Georgia  and  North  Carolina  had  met 
in  Atlanta  and  formed  the  “National  Organiza- 
tion of  Hospital  Schools  of  Nursing,  Inc.,'’  to 
deal  with  the  nursing  portion  of  S.  1453.  This 
group  was  incorporated  as  a non-profit  organiza- 
tion, similar  to  the  American  Association  of 
College  Schools  of  Nursing.  The  organization 
opposes  the  recommendations  of  the  Brown  re- 
port. opposes  the  abolition  of  reputable  and  es- 
tablished hospital  schools  of  nursing,  believes 
there  is  still  a need  for  the  three-year  graduate 
nurse,  and  proposes  that  accreditation  of  schools 
be  left  to  the  State  Boards  of  Examiners.  It 
opposes  Federal  aid  to  hospital  schools  if  there 
is  any  govei  nment  control.  Mr.  Baley  stated  that 
it  was  difficult  to  get  beneficiaries  of  funds  to 
oppose  the  obtaining  of  those  funds,  but  that 
they  have  secured  such  a nucleus  among  schools 
that  would  be  abolished.  The  by-laws  are  sim- 
ilar to  those  of  other  organizations.  They  have 
established  a council  of  standards  for  active 
nursing  schools,  in  order  that  there  will  be  no 
relaxing  of  the  standards  of  nursing  schools. 
Mr.  Baley  stated  that  the  work  so  far  was  large- 
ly promotional.  Public  relations  work  had  to  be 
done  immediately ; they  have  sent  out  large 
quantiti  s of  literature.  The  group  now  needs 
the  help  of  the  medical  profession,  and  wants 
to  be  national  in  influence  and  in  scope  as  well 
as  in  name.  He  asked  members  of  the  Confer- 
ence to  talk  to  hospital  administrators  and  se- 
cure their  membership  in  the  new  organization. 
It  cannot  continue  on  the  present  scale-  unless 
it  had  additional  funds  from  some  source. 
MO, 000  is  needed  now.  S.  1453  will  be  up  for 
vote  within  three  or  four  weeks  at  the  most. 
The  new  group  also  seeks  cooperation  of  the  leg- 
islative committee  of  the  A.M.A. 

Dr.  Buckley  stated  that  the  Oregon  Medical 
Society  had  made  a substantial  contribution, 
that  Texas  had  sent  in  a contribution,  and  that 
Arkansas  people  had  also  raised  funds.  He  felt 
that  this  organization  did  need  definite  support. 
In  his  opinion  it  was  a sound  investment  for  any 
Society  or  individual. 

Dr.  Lipscomb  of  Denver  stated  that  here  was 
an  opportunity  to  work  together  as  a unit  in- 
stead of  trying  to  fight  separately;  we  must 
work  together  to  show  strength  as  one  unit, 
whereas  as  individuals  we  show  weakness.  Dr. 
Buckley  moved  that  this  Conference  go  on  rec- 


ord in  appreciation  of  the  work  done  by  Dr. 
James  W.  Davis  and  his  associates  in  the  fight 
against  S.  1453  and  other  compulsion  bills  as 
demonstrated  in  the  organization  of  the  National 
Association  of  Hospital  Schools  of  Nursing,  Inc., 
and  that  the  Conference  commends  favorable 
support  of  this  group.  This  motion  was  second- 
ed and  carried. 

Mr.  Sethman  announced  that  the  Colorado 
State  Medical  Society  would  digest  the  minutes 
of  this  meeting  and  have  a mimeographed  copy 
mailed,  one  copy  to  everyone  attending,  to  every- 
one invited  who  could  not  attend,  and  extra 
copies  to  state  secretaries  and  journal  editors 
and  the  A.M.A.  Board  of  Trustees.  Mr.  Sethman 
read  letters  and  telegrams  from  those  who  had 
been  invited  and  who  had  sent  regrets.  A mo- 
tion was  made  and  passed  that  a telegram  be 
sent  to  Dr.  Elmer  Henderson  expressing  its  re- 
gret of  his  absence  and  wishing  him  a speedy 
convalescence. 

The  meeting  adjourned  at  4 :1 5 p.  m. 


FARNEY  & MARTS  REALTY 

54  South  MacDonald,  Mesa,  Arizona 
Phone  5424 

Homes  - Ranches  - Businesses 
Investment  Property  - Property  Management 
FHA  Loans  - Insurance 


Culver’s  Rest  Home 

GLENDALE 

Reasonable  Beautiful  Acreage  Accredited 

No  Tuberculars  or  Open  Carcinoma 
Cases'  Accepted 

120  W.  It  Street  Phone  540 


ROBERTA  DAVEY  HALL 

MEDICAL  BOOKS 
Of  All  Publishers 
PROMPT  HANDLING  OF  ALL  ORDERS 

To  order:  Telephone  5-1062 
40  East  Rose  Lane 
Phoenix,  Arizona 
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WOMAN'S  AUXILIARY 


MRS.  JOHN  R.  GREEN 

Mrs.  John  R.  Green  was  born  in  North  Dakota, 
but  grew  up  in  Tacoma,  Washington.  She  at- 
tended Northampton  School  for  Girls  in  North- 
ampton, Massachusetts,  and  received  her  B.  A. 
degree  from  DePauw  University,  Greencastle, 
Indiana. 

She  married  l)r.  John  Raymond  Green  in 
1941,  and  lived  in  Chicago  while  he  completed 
his  training.  Dr.  Green  spent  several  years  in 
the  Navy  and  came  to  Phoenix  in  1947. 

Mrs.  Green  is  Maricopa  County  Medical  Aux- 
iliary Publicity  Chairman.  She  served  on  tele- 
phone committee  last  year. 

She  served  as  Alpha  Phi  Alumnae  President 
last  year  and  this  year;  is  a member  of  the 
Delphian  Society,  and  of  the  Symphony  Guild 
Hospitality  Committee.  She  participated  in  Red 
Cross,  Community  Chest  and  St.  Joseph’s  Hos- 
pital drives. 


MRS.  JOSEPH  M.  KTNKADE 
State  Health  Chairman 

Mrs.  Joseph  M.  Kinkade. 

Colonia  Solona,  Tucson,  Ariz. 

Graduate  University  of  Iowa,  Iowa  City. 

Alpha  Delta  Pi,  Mortar  Board,  Phi  Beta 
Kappa. 

Assistant  to  Dean  of  Women  at  University  of 
Iowa. 

Past  Province  President  of  Alpha  Delta  Pi. 

Married  to  Dr.  Joseph  M.  Kinkade. 

Three  children,  -lack  1"2,  Dick  11,  and  Susan  7. 

Active  in  Chapter  J,  P.E.O.,  League  of  Women 
Voters  and  P.T.A.  in  Mansfield  and  Miles 
Schools. 

First  Vice  President  and  Membership  Chair- 
man of  Pima  County  Medical  Auxiliary. 


BAPTIST  BOOK  STORE 

BOOKS  OF  ALL  PUBLISHERS 
Bibles,  Sunday  School  and  Church  Supplies 
Projectors  16mm  and  35mm,  Slides  and  Strips 

MRS.  RUTH  ELY,  Manager 
390  North  First  Ave.  Phone  4-3700 

Phoenix,  Arizona 


Alterations  Bridal  Gowns  Fine  Fabrics 

Smart  Dressmaking  Square  Dance  Dresses 

BUTTONS  b BOWS  SHOPPE 

1 4 North  Central 
Phone  8-3171 

Millinery  Re-styling  Covered  Buttons 

Phoenix,  Arizona 
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MRS.  R.  LEE  FOSTER 


Mrs.  R.  Lee  Foster  is  chairman  of  the  Finance 
Committee  of  the  Arizona  State  Medical  Auxili- 
ary. She  is  a native  of  Arizona  and  received  her 
A.  B.  and  M.  A.  degrees  from  Stanford  Uni- 
versity. 

In  1933  she  married  Dr.  Ii.  Lee  Foster  and 
they  lived  in  California  until  1911  when  they 
came  to  Phoenix  to  make  their  home,  where  Dr. 
Foster  specializes  in  Radiology.  They  have 
four  children,  three  girls  and  a boy. 

Mrs.  Faster  is  on  the  Board  of  Directors  for 
the  Arizona  Tuberculosis  and  Health  Association 
and  the  Board  for  the  School  Lunch  program  in 
Phoenix.  She  lias  been  active  in  the  PTA  and 
AAUW  and  is  President  of  the  Women’s  work 
of  the  First  Baptist  Church  of  Phoenix. 


Do  Your  Dental  Plates  Wobble? 
Why  Suffer? 

Have  Them  Relined  and  Tightened  in  20  Minutes. 
$2.50  per  plate.  Guaranteed 

RELINE  CONTROL  LABORATORY 

715  V2  North  First  St.  Phone  2-1  141 

Phoenix,  Arizona 


PIMA  COUNTY  MEDICAL  AUXILIARY 
NEWS 

Members  of  the  Pima  County  Medical  Auxili- 
ary met  Tuesday  evening  at  the  Santa  Rita  Hotel 
for  a business  meeting  which  was  followed  by  a 
style  show  presented  by  Lota  Fletcher  and  La 
Verne,  who  have  recently  opened  a new  dress 
shop  at  27  West  Alameda  Street. 

Mrs.  Max  Costin,  Chairman  of  the  Blood  Donor 
Recruitment  Program,  reported  that  the  follow- 
ing members  donated  a pint  of  blood  to  the  Amer- 
ican Red  Cross  Blood. Bank:  Mines.  H.  D.  Cogs- 
well, Harold  Kohl,  L.  I).  Sprague.  0.  J.  Farness, 
Bedford  Wilson  and  Max  Costin.  Several  mem- 
bers will  report  at  a later  date.  Mrs.  Louis 
Hirsch,  Mrs.  James  Barger  and  Mrs.  J.  L.  White- 
hill  assisted  Mrs.  Costin  in  securing  donors. 

Mrs.  Wilkins  Manning  discussed  the  Bureau 
of  Legislative  Information  which  has  been  or- 
ganized to  coordinate  the  efforts  of  all  women’s 
groups  in  endorsing  good  legislation.  Mrs.  Louis 
Hirsch  represents  the  auxiliary  on  the  steering 
committee  of  the  Bureau. 

Dr.  John  Stacey  spoke  briefly  and  enlisted  the 
aid  of  the  Medical  Auxiliary  to  assist  him  in 
contacting  all  Pima  County  doctors  and  their 
office  personnel  for  donations  in  the  coming 
Red  Cross  Drive. 

The  Pima  County  Medical  Auxiliary  adopted 
a resolution  opposing  compulsory  health  insur- 
ance. 

Refreshments  were  served  following  the  meet- 
ing. Hostesses  for  the  evening  were : Mines.  F.  J. 
Lesemann,  Chairman;  M.  A.  Carreras,  John  S. 
Mikell,  George  Boone,  J.  M.  Sickler,  Samuel 
Grauman,  Richard  Hausmann,  Vernon  L.  Ma- 
honey, Jackman  Pyre,  Henry  Limbacher,  Joseph 
Gertner,  James  A.  Sutton  and  B.  W.  Saylor. 


REDEWILL  MUSIC  COMPANY,  M.  D. 

(M.  D.  - Musical  Delineation) 

MUSICALTHERAPY  for  NEUROSIS 
HAMMONDITIS  STE I N W AYOLOGY 

SOLOVOXOGRAPHY 

222  West  Washington  St. 

Phoenix  Dial  3-7919 
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WAYL/iND’S 

WAYLAND’S 

PRESCRIPTION 

PHARMACY 


Twc  Stores 

WAYLAND’S 
^ McKINLEY 
PHARMACY 


1 3 E.  Monroe  Street 


138  W.  McKinley  Street 


Phone  4-4171 


Phone  4-7243 


PHOENIX,  ARIZONA 


Free  Deli very 


JONES  DRUG  STORE 

9403  N.  Central  Ave. 
Serving  Entire  Sunnyslope  Area 
FREE  PRESCRIPTION  DELIVERY 

Phones  5-1053  - 5-0878 
Phoenix,  Arizona 


THE  PRESCRIPTION  SHOP 

A Professional  Pharmacy 

RALPH  YONTZ,  R.  PH 

105  W.  Boston  St.  Chandler,  Arizona 

Phone  5541 


ROCKLIN'S 

PROFESSIONAL  PHARMACY 

Where  Pharmacy  Is  a Profession 

39  East  Monroe  Street 
6 Doors  East  of  Professional  Bldg. 
Phone  3-3470 
PHOENIX,  ARIZONA 


24  HOUR  Rx  SERVICE 

NICHOLLS'  SOUTHERN  AVENUE 
PHARMACY 

8-1852  4-0094 

Night  Phone  2-9871 
Phoenix,  Arizona 


BROWN'S  PHARMACY 

Tenth  and  Pierce  Streets 
Phone  4- 1 008 
Phoenix,  Arizona 


• m 


Creighton  Pharmacy 

CHARLES  E.  BILL 
M.  GERTRUDE  BILL 


2345  E.  McDowell  Phone  4-3263 

Phoenix,  Arizona 
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GILA  COUNTY  MEDICAL  SOCIETY 
Meeting  of  January  4,  1950,  at  Cobre  V alle 
Country  Club. 

Dr.  A.  J.  Bosse,  Presiding. 

Roll  Call — Present : Gerlich,  Wheeler,  Cron, 
Harper,  O’Brien,  Brayton,  Bosse,  Jacobs,  Bishop. 

Absent : Huestis,  Gunter,  Harris,  Lambrecht, 
Collopy. 

Minutes  of  the  preceding  meeting  were  read 
and  adopted. 

No  business  arising  out  of  the  minutes. 

Secretary  stated  that  all  communications  were 
attended  to. 

No  reports  from  committees  except  health  com- 
mittee, of  which  Dr.  Harper  stated  that  no  meet- 
ing had  been  held  but  that  we  should  acquaint 
the  public  with  our  problems. 

New  business:  Dr.  Brayton  said  that  Dr. 
Aarni,  former  President,  had  moved  to  Phoenix 
and  that  his  request  for  a letter  of  transferral 
had  been  promptly  attended  to.  The  society  ex- 
pressed its  regret  at  losing  Dr.  Aarni  as  a mem- 
ber. 

The  possibility  of  Dr.  John  E.  Bacon  becom- 
ing a member  of  the  “50”  year  club  was  dis- 
cussed. Dr.  Brayton,  who  presented  the  matter 
to  the  society,  suggested  that  Dr.  Bacon  be  con- 
tacted to  find  out  his  wishes.  Dr.  Harper  sec- 
onded the  suggestion  and  Dr.  Cron  volunteered 
to  see  Dr.  Bacon  on  his  forthcoming  trip  to 
California.  Matter  was  placed  in  Dr.  Cron’s 
hands. 

Dr.  Marshall  E.  Burgess,  who  has  returned  to 
the  district  to  practice,  expressed  his  desire  to 
re-establish  his  membership  in  the  society.  The 
society  voted  its  approval — also  on  motion  of 
Dr.  O’Brien,  seconded  by  Dr.  Brayton  and  duly 
carried,  he  was  elected  to  continue  as  censor 
the  year  1950. 

The  society  passed  a motion  that  any  member 
of  the  Arizona  Medical  Association  fifty  year 
club  should  have  his  dues  remitted  as  occurs 
with  the  State  Medical  Association. 

The  Secretary  stated  that  the  Gila  County 
Medical  Society  fifty  year  plaque  was  missing 
and  not  in  his  possession.  Dr.  Cron  stated  that 
it  was  at  the  M-I  Hospital. 

Dr.  Brayton  suggested  that  the  society  pur- 
chase a filing  cabinet  for  society  records  as  these 
valuable  documents  might  become  lost;  he  sug- 
gested that  the  Gila  County  Hospital  be  asked 
to  allot  storage  space  for  them. 


Membership  then  proceeded  to  matter  of 
nominating  and  electing  officers  for  the  year 
1950. 

For  President,  Dr.  Brayton  nominated  Dr. 
Gerlich ; Dr.  Gerlich  nominated  Dr.  Wheeler ; 
Dr.  O’Brien  nominated  Dr.  Harper. 

Dr.  Gerlich  withdrew  in  favor  of  Dr.  Wheeler. 

Dr.  Harper  withdrew  and  Dr.  Norman  0. 
Wheeler  was  declared  elected. 

For  Vice  President  Dr.  Gerlich  was  nominated 
and  elected. 

For  Secretary  Dr.  Cron  was  nominated  and 
elected. 

Dr.  Cron  moved  and  seconded  that  the  society 
render  Dr.  Brayton  a vote  of  thanks  for  his 
many  years  of  faithful  service — sixteen  years 
as  secretary  of  the  Gila  County  Medical  Society. 
Motion  unanimously  carried.  Doctor  Brayton 
expressed  his  thanks  and  pleasure  at  having  had 
the  privilege  of  serving  the  society. 

For  Censor,  term  expiring  Dec.  31,  1952 : Dr. 
William  E.  Bishop,  (other  censors  Dr.  Gunter’s 
term  expires  Dec*.  31,  1950;  Dr.  Burgess’  term 
expires  Dec.  31,  1951.) 

For  delegates  to  the  State  Medical  Meeting  to 
be  held  in  Phoenix  in  1950,  Dr.  Norman  O. 
Wheeler  and  Dr.  Nelson  1).  Brayton  were  nom- 
inated and  elected. 

The  treasurer's  report  was  then  submitted  by 
the  secretary-treasurer  and  on  motion  of  the  sec- 
retary, seconded  by  Dr.  Cron,  was  adopted. 
Report  is  attached. 

Meeting  adjourned. 

Nelson  D.  Brayton. 


DORSEY 

HARRY  PROUTY 

Medical  Service  Representative  for  Arizona 

The  Smith-Dorsey  Co.  4425  E.  Lafayette  Blvd. 

Branches  Phone  5-7078 

Dallas  — Los  Angeles  Phoenix,  Arizona 


WINTHROP  STEARNS,  INC. 

Local  Representative  - D.  W.  Ripley 

33  Mission  Circle  Phone  6-2978 

Phoenix,  Arizona 
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CLASSIFIED  SECTION 


"Intern,  married,  finishing  July  1,  1950,  looking 
for  position  in  general  practice,  desires  to  hear 
from  practitioner  in  small  town;  preferably  one 
who  does  general  surgery,  who  needs  assistant." 

Write 

JAMES  E.  HENNEY,  M.  D. 

8317  A.  Gridley  Avenue, 

Wauwatosa,  Wisconsin 


MEDICAL  OFFICE  FOR  RENT 

North  Central  and  Vernon 
1050  Square  Feet 
Refrigerating  Cooling 

Phone  4-701  1 or  Write 

G.  W.  VAUGHN 

14  XX.  V ernon  Phoenix,  Arizona 


335  west  McDowell  road 

Doctors'  Offices,  Suite,  Waiting  Room,  Consultation 
Room,  Two  Examination  Rooms,  and  X-ray  Room. 

Also  six-room  beautiful,  completely  furnished 
home;  will  build  several  more  offices, 
suites  if  desired. 

This  valuable  property  can  be  bought  or  leased. 
Open  Daily  10  a.  m.  to  6 p.  m. 

Phone  8-3392 


when  an  Orthopedic 

MATTRESS  IS  INDICATED 

Restful,  healthful  body  adiustment  is 
supplied  by  the  Spring  Air  Back  Supporter 
Mattress,  with  its  high  density  construction 
of  lightly  compressed  coils  of  extra  large 
diameter.  Made  of  conventional,  time-provert 
materials,  to  a new  design  which 
provides  positive  back  support  without 
interfering  with  circulation.  See  it 
at  your  favorite  furniture  store  . . . 
recommend  it  with  confidence. 


Manufactured  in  Phoenix  by 
SOUTHWEST  MATTRESS  CO. 
1710  EAST  WASHINGTON  ST. 
PHOENIX,  ARIZONA 


ARIZONA  GOAT 
DAIRY 

"It's  A Good  Food" 

Carl  G.  Wilson,  M.  I).,  of  Palo  Alto,  Calif., 
states:  “I  am  irrevocably  convinced  that 
goat’s  milk  is  the  best  substitute  for  hu- 
man milk  for  infant  feeding,  not  only  be- 
cause of  its  close  similarity  chemically  and 
physically,  but  also  the  readiness  with 
which  the  infant’s  digestive  organs  receive 
and  digest  goat's  milk." 

Health  Department  License 
Grade  A Pasteurized 

1551  E.  Bethany  Home  Road 
Phoenix,  Arizona 


Phone  5-4988 
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THE  ANNUAL  MEETING 


The  Fifty-ninth  Annual  Meeting  of  the  Ari- 
zona Medical  Association  will  be  held  at  the 
Westward  Ho  Hotel  in  Phoenix  on  April  30- 
May  1,  2 and  3. 

The  Program  lias  been  completed.  Guest 
speakers  will  be  Doctors  John  M.  Waugh  of 
Rochester,  Minnesota  ; Stephen  R.  Elek  of  Los 
Angeles,  California;  Harry  B.  Macey  of  Temple, 
Texas,  and  George  C.  Griffith  of  Pasadena,  Cali- 
fornia. 

In  addition  to  the  guest  speakers  approxi- 
mately fifteen  papers  will  be  presented  by  mem- 
bers of  the  State  Association. 

Following  the  new  arrangement  which  was 
started  last  year,  the  Meeting  will  begin  on  Sun- 


day, April  30.  There  will  be  entertainment  and 
golf  Sunday  afternoon.  The  Council  will  hold 
its  first  session  Sunday  afternoon. 

The  House  of  Delegates  will  meet  Monday 
morning  and  Wednesday  morning.  Monday  af- 
ternoon will  be  given  over  to  the  various  special- 
ties for  sectional  meetings.  The  Opening  Exer- 
cises and  the  first  scientific  meeting  will  be  held 
on  Monday  night.  The  President’s  Dinner- 
Dance  will  be  on  Tuesday  evening. 

On  Sunday  evening  the  Annual  Meeting  of 
the  Blue  Shield  Corporation  will  he  held  at  the 
Westward  Ho.  The  Corporation  consists  of  the 
members  of  the  Council,  the  House  of  Delegates, 
the  Board  of  Directors  and  officers  of  Blue 
Shield. 


VISIT  OUR  COMPLETELY  RESTOCKED 

STORES 


Standard  Surgical  Supply 
Co.,  Inc. 

Phoenix  Tucson 


710  North  First  St.,  Phoenix  809  E.  Broadway,  Tucson 


Sli 
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Official  Call 

The  Arizona  Medical  Association  lakes  pleasure  in  announcing  its  Fifty- 
Ninth  Annual  Meeting  to  be  held  at  Phoenix,  April  the  Thirtieth  through  May 
the  Third.  Nineteen  Hundred  and  Fifty.  The  Woman's  Auxiliary  will  meet 
concurrently.  Headquarters  — Westward  II o Hotel. 


"$eeds  for  Security" 

DON  A.  SEEDS,  C.  L.  U. 

Life  Insurance  Counselor 

WEST  COAST  LIFE  INSURANCE  CO 
623  Security  Bldg 

Phoenix,  Arizona  Phone  3-1957 


LU.  CRECE  B.  DOWELL,  M.  S. 

Dowell  Laboratories 
3 '/2  East  Fifth  Street,  Tempe,  Arizona 

South  Side  District  Hospital  Laboratories 
21  South  Hibbert,  Mesa,  Arizona 


HOME,  FARM  AND  RANCH  SUPPLIES 


B.  J.  JARRETT  HARDWARE  CO. 

"EVERYTH fNG  IN  HARDWARE" 

401  E.  Adams  Street  Phone  4-4183 

Phoenix,  Arizona 


FITWELL  MANUFACTURING  CO. 

AUTO  SEAT  COVERS 
"Made  in  Arizona" 

806  E.  Washington  St.  Telephone  3-7710 

Phoenix,  Arizona 


MEDICAL  OXYGEN  THERAPY  CO. 

Bob  Whitaker 

Everything  for  the  Sickroom 
Sales  and  Rentals 

Oxygen  Tents  Hospital  Beds  Wheel  Chairs 
24  Hour  Service 

Phone  8-3112  Phoenix,  Arizona 


Hello,  Doctors! 

The  Borden  folks  have 
a nice  display  at  their 
booth.  They  will  wel- 
come the  opportunity  of 
showing  you  our  prod- 
ucts. 

— Elsie 
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FOR  YOUR  POLLEN  SENSITIVE  PATIENTS 

May  we  suggest  the  three-vial  Parenteral  Treatment  Set  ( 10  cc  each  vial, 
Dilution  1 :50,000;  1 :5000;  1 :500)  especially  prepared  for  either  intra- 
dermal  or  subcutaneous  administration. 

With  diagnosis  established  the  treatment  set  will  be  prepared  in  accord- 
ance with  your  patient's  sensitivities.  Only  specific  Southwestern  pollens  used. 

3-VIAL  PARENTERAL  TREATMENT  SET— $10.00 

3-vial  individualized  oral  treatment  set  may  be  had  where  individual 
circumstances  favor  this  route  of  administration. 

Treatment  record  sheets,  suggested  dosage,  and 
directions  with  every  set. 


An  Allergy  Service  based  on  close  acquaintance  and  experience  with  the  botany  of  the  area  of  your  practice. 

cAlleryy  J^eAearch  j£aboratorie&}  3nc. 

Phoenix,  Arizona  U.  S Biological  License  No  151 
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NEUROLOGY  and  PSYCHIATRY 


CHARLES  W.  SULT,  Jr.,  M.  D. 
RICHARD  E.  H.  DUISBERG,  M.  D. 

Diplomates  of  the  American  Board 

NEUROLOGY,  PSYCHIATRY  AND 
ELECTROENCEPHALOGRAPHY 


710  Professional  Building  Phoenix,  Arizona 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

401  Heard  Bldg. 
PHOENIX,  ARIZONA 


HOSPITAL  NEUROLOGICAL  SURGERY 


WALTER  V.  EDWARDS,  Jr.,  M.  D. 

Lawrence  Memorial  Hospital 

JOHN  RAYMOND  GREEN,  M.  D. 

Certified  by  the  American  Board 
of  Neurological  Surgery 

Cottonwood,  Arizona 

1010  Professional  Building 

Telephone  8-3756 

PHOENIX,  ARIZONA 

UROLOGY 


MERRIWETHER  L.  DAY,  M.  D. 

W.  G.  SHULTZ,  M.D.,  F.  A.  C.  S. 

F.  A.  C.  S. 

Diplomate  of  The  American 

Diplomate  of  The  American 

Board  of  Urology 

Board  of  Urology 

LADDIE  L.  STOLFA,  M.  D. 

Lois  Grunow  Memorial  Clinic 

1010  N.  Country  C'ub  Road 

926  East  McDowell  Road 

Tel.  4-3674  Phoenix 

Telephone  5-2609  Tucson,  Arizona 

PAUL  L.  SINGER,  M.  D.,  F.  A.  C.  S. 

Certified  American  Board  of 
UROLOGY 

39  West  Adams  Street  Phone  3-1739 

PHOENIX,  ARIZONA 


DONALD  B.  LEWIS,  M.  D. 

UROLOGY 

123  So  Stone  Ave  Phone  4500 

Tucson,  Arizona 


EDWARD  BLANK,  M.  D. 

PSYCHIATRY  and  NEUROLOGY 

7 33  West  McDowe'l  Road 
Telephones  2-2181  or  2-9642 
If  no  answer,  call  3-4189 

Hours  by  Appointment 
Phoenix,  Arizona 


OTTO  L.  BENDHEIM,  M.  D. 

NEUROLOGY  and  PSYCHIATRY 

1515  North  Ninth  Street 
PHOENIX,  ARIZONA 

Certified  by  American  Board  of 
Psychiatry  and  Neurology 
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UROLOGY—  (Contd.) 


james  h.  McDonald,  m.  d. 

UROLOGY 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 

write  to 

711  Professional  Building  Telephone  8-0969 

Phoenix,  Arizona 

ARIZONA  MEDICINE 

401  Heard  Bldg. 
PHOENIX,  ARIZONA 

INTERNAL  MEDICINE 


ROBERT  S.  FLINN,  M.  D. 

INTERNAL  MEDICINE 

CARDIOLOGY  and  ELECTROCARDIOGRAPHY 

1118  Professional  Building 
Phone  4-1078 
Phoenix,  Arizona 


KENT  H.  THAYER,  M.  D. 

JESSE  D.  HAMER,  M.  D. 

INTERNAL  MEDICINE 

F.  A.  C.  P. 

Diplomate  of  the  American  Board 

of  Internal  Medicine 

INTERNAL  MEDICINE 

ROBERT  H.  STEVENS,  M.  D. 

CARDIOLOGY 

INTERNAL  MEDICINE 
ALLERGY 

Suite  910  Phoenix 

1313  North  Second  Street 

15  E.  Monroe  St.  Arizona 

Phone  3-8907 

. . 

Phoenix,  Arizona 

DANIEL  H.  GOODMAN,  M.  D. 

INTERNAL  MEDICINE  CARDIOLOGY 

ELECTRO  CARDIOGRAPHY 

607  Heard  Bldg.  Phone  4-7204 

Phoenix,  Arizona 


JOSEPH  BANK,  M.  D. 

FRANK  J.  MILLOY,  M.  D. 

Diplomate  of 

F.  A.  C.  P. 

American  Board  of  Internal  Medicine 

INTERNAL  MEDICINE 

American  Board  of  Gastroenterology 

JOHN  W.  FINDLEY,  Jr.,  M.  D. 

611  Professional  Building 

GASTROENTEROLOGY,  GASTROSCOPY 

Phone  4-2171 
Phoenix,  Arizona 

800  North  First  Avenue  Phone:  4-7245 

PHOENIX,  ARIZONA 

THIS  SPACE  FOR  SALE 

HAROLD  F.  STOLZ,  M.  D. 

FOR  INFORMATION  AND  RATES 

M.  S.  in  Medicine 

Diplomate,  American  Board  of  Internal  Medicine 

write  to 

INTERNAL  MEDICINE  AND 

ARIZONA  MEDICINE 

DISEASES  OF  THE  HEART 

401  Heard  Bldg. 
PHOENIX,  ARIZONA 

Telephone  2-1262  614  N.  Fourth  Avenue 

Tucson,  Arizona 

DO 
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INTERNAL  MEDICINE— ( Contd.  > 


ROBERT  E.  RIDER,  M.  D. 

W.  PAUL  HOLBROOK,  M.D.,  F.A.C.P. 

INTERNAL  MEDICINE 

DONALD  F.  HILL,  M.D.,  F.A.C.P. 

ELECTROCARDIOGRAPHY 

CHARLES  A.  L.  STEPHENS,  Jr.,  M.D. 

Del  Sol  Hotel  Bldg.  Phone  26 

Yuma,  Arizona 

LEO  J.  KENT,  M.  D. 

Tucson,  Arizona  Phone  5-151  1 

PHYSICAL  MEDICINE 


M.  E.  FULK,  M.  D. 

THIS  SPACE  FOR  SALE 

GLENDALE  CLINIC  HOSPITAL 

FOR  INFORMATION  AND  RATES 

Clinic  Open  Daily:  9 a.m.  to  6 p.m 

write  to 

Sundays  and  Holidays  by  Appointment 

ARIZONA  MEDICINE 

245  East  A Avenue  Phone  240 

401  Heard  Bldg. 

PHOENIX,  ARIZONA 

Glendale,  Arizona 

CHEST  DISEASES  AND  SURGERY 


HENRY  J.  STANFORD,  M.  D. 

GEORGE  D.  BOONE,  M.D.,  F.A.C.S. 

THORACIC  SURGERY 

DISEASES  AND  SURGERY  OF  THE  CHEST 

Diplomate  American  Board  of  Surgery  and 

The  Board  of  Thoracic  Surgery 

2530  E.  Broadway  Phone  5-1531 

601  East  Sixth  Street  Telephone  1 159 

Tucson,  Arizona 

TUCSON,  ARIZONA 

CLINIC 


JOHN  W.  STACEY,  M.  D. 

MESA  MEDICAL  CENTER 
MARK  H.  WALL,  M.  D. 

THORACIC  SURGERY 

FRANKLIN  B.  LANEBACK,  M.  D. 
J.  EDWIN  KEPPEL,  M.  D. 

1613  N.  Tucson  Blvd.  Telephone  3671 

TUCSON,  ARIZONA 

206  East  Main  St 
Mesa,  Arizona 

Office  Phone  4350 

BUTLER  CLINIC 

D.  E.  NELSON,  M.  D. 

SUN  VALLEY  CLINIC 

F.  W.  BUTLER,  M.  D. 

34  North  Macdonald 

501-505  Fifth  Avenue 

MESA,  ARIZONA 

SAFFORD,  ARIZONA 
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ORTHOPEDIC  SURGERY 


GEORGE  L.  DIXON,  M.  D. 

GEO.  A.  WILLIAMSON,  M.D.,  F.A.C.S. 

ORTHOPAEDIC  SURGERY 

LEO  L.  TUVESON,  M.  D. 

Diplomate  of  the  American  Board 
of  Orthopaedic  Surgery 

ORTHOPAEDIC  SURGERY 

744  N.  Country  Club  Road  Telephone  5-1533 

TUCSON,  ARIZONA 

800  North  First  Ave.  Telephone  2-2375 

PHOENIX,  ARIZONA 

ROBERT  E.  HASTINGS,  M.D.,  F.A.C.S. 
ALFRED  0.  HELDOBLER,  M.  D. 

Diplomates  American  Board  of  Orthopaedic 
Surgery 

ORTHOPAEDIC  SURGERY 

1811  East  Speedway 
TUCSON,  ARIZONA 

JAMES  LYTTON-SMITH,  M.  D. 
RONALD  S.  HAINES,  M.  D. 
JOHN  H.  RICKER,  M.  D. 
STANFORD  F.  HARTMAN,  M.  D. 

Section  on 

ORTHOPEDIC  SURGERY 
Lois  Grunow  Memorial  Clinic 
926  East  McDowell  Road 
Phoenix,  Arizona 

PHYSICIANS  and  SURGEONS 


CHAS.  N.  PLOUSSARD,  B.  S.,  M.  D. 

ROBERT  A.  PRICE,  M.  D. 

F.  A.  C.  S. 

GENERAL  PRACTICE 

SURGERY 

SURGERY  and  UROLOGY 

907  Professional  Bldg.  Phone  3-3193 

Telephone  4-1582  2258  North  15th  Avenue 

Phoenix,  Arizona 

Phoenix,  Arizona 

ANESTHESIOLOGY 


THIS  SPACE  FOR  SALE 

LOUISE  BEWERSDORF,  M.  D. 

FOR  INFORMATION  AND  RATES 

F.  A.  C.  A. 

write  to 

ANESTHESIOLOGY 

ARIZONA  MEDICINE 

208  West  Glenrosa 

401  Heard  Bldg. 

Phone  5-4471  - 8-3451 

PHOENIX,  ARIZONA 

Phoenix,  Arizona 

DERMATOLOGY 


HARRY  A.  CUMMING,  M.  D. 

DERMATOLOGY 

Diplomate  of  American  Board 
of  Dermatology  and  Syphilology 

Phone  8-4883 

1313  North  Second  Street  Phoenix,  Arizona 


KENNETH  C.  BAKER,  M.  D. 

DERMATOLOGY 

Telephone  3-0602  729  N.  Fourth  Ave. 


Tucson,  Arizona 
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DERMATOLOGY 


GEORGE  K.  ROGERS,  M.  D. 

THIS  SPACE  FOR  SALE 

DERMATOLOGY 

FOR  INFORMATION  AND  RATES 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 

write  to 

ARIZONA  MEDICINE 

Phone  3-5264 

401  Heard  Bldg. 

105  W.  McDowell  Road  Phoenix,  Arizona 

PHOENIX,  ARIZONA 

J 

OBSTETRICS  and  GYNECOLOGY 


FRED  C.  JORDAN,  M.  D. 

OBSTETRICS  and  PEDIATRICS 


80 1 North  Second  Ave. 
Phone  8-2796 
Phoenix,  Arizona 


HARRY  J.  FELCH,  M.  D. 

Physician 

and  Surgeon 

Residence 

Office 

325  W.  Granada 

703  Professional  Bldg. 

Phoenix,  Arizona 

15  E.  Monroe  Street 

Residence  3-1  151 

Office  3-1151 

1 

HENRY  A.  SIEGAL,  M.  D. 

1109  Professional  Bldg. 

HAVE  YOU  MADE 

Diplomate  of  American  Board  of  Obstetrics 
and  Gynecology 

YOUR  CONTRIBUTION  TO  THE 

Office  Phone  2-8131 
Directory  - 3-4189 

DAMON  RUNYON  FUND? 

Phoenix,  Arizona 

SPACE  DONATED  BY  M.  J.  WHITELAW,  M.  D. 

EYE,  EAR,  NOSE  and  THROAT 


DUNCAN  G.  GRAHAM,  M.  D. 

JOHN  S.  MIKELL,  M.  D. 

EYE,  EAR,  NOSE  and  THROAT 

1811  East  Speedway 

Tucson,  Arizona 

Certified  by  American  Board  of  Otolaryngology 

EAR,  NOSE  AND  THROAT 

1 1 4 West  Pepper  Street 

BRONCHOSCOPY 

Mesa,  Arizona 

BERNARD  L.  MELTON,  M.  D. 

F.  A.  C.  S.,  F.  I.  C.  S. 

EYE,  EAR,  NOSE  AND  THROAT 
Certified  by  American  Board  of  Ophtha'mology 
Certified  by  American  Board  of  Otolaryngology 

JOHN  J.  McLOONE,  M.  D. 

EYE,  EAR,  NOSE  AND  THROAT 
BRONCHOSCOPY  AND  ESOPHAGOSCOPY 
605  Professional  Bldg.  Phone  3-8209 

PHOENIX,  ARIZONA 


PERRY  W.  BAILEY,  M.  D. 

EYE,  EAR,  NOSE  AND  THROAT 

Telephones:  Office  8-0661;  Residence  2-6233 
Office:  39  W.  Adams,  I 17  Winters  Bldg., 
PHOENIX,  ARIZONA 
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ARCHIE  E.  CRUTHIRDS,  M.  D., 

F.  A.  C.  S.,  F.  I.  C.  S. 

EYE,  EAR,  NOSE  AND  THROAT 
Certified  by  American  Board  of  Otolaryngology 
American  Academy  of  Ophthalmology  and 
Otolaryngology 

1011  Professional  Bldg.  Phone  3-5121 

Phoenix,  Arizona 


H.  FIELDING  WILKINSON,  M.  D. 

Organic  Diseases  and  Psychogenic  Disorders  of 
Eye,  Ear,  Nose  and  Throat 

Refractions  (Fitting  of  Glasses) 

39  West  McDowell  Road  Phone  8-3167 

Phoenix,  Arizona 


SURGERY 


L.  MANOIL,  M.  D. 

THIS  SPACE  FOR  SALE 

SURGERY  AND  GYNECOLOGY 

FOR  INFORMATION  AND  RATES 
write  to 

34  W.  Lynwood  Phone  3-3092 

ARIZONA  MEDICINE 

Phoenix,  Arizona 

401  Heard  Bldg. 

PHOENIX,  ARIZONA 

ALFRED  D.  LEVICK,  M.  D. 

PROCTOLOGY 

1 137  West  McDowell  Road 
Phones  8-2194  - 3-4189 
Phoenix,  Arizona 


H.  D.  KETCHERSIDE,  M.  D 

W.  R.  MANNING,  M.  D.,  F.  A.  C.  S. 

SURGERY  and  UROLOGY 

DONALD  A.  POLSON,  M.  D. 

SURGERY 

GENERAL  SURGERY 

Diplomate  American  Board  of  Surgery 

Certified  by  the  American  Board  of  Surgery 

800  North  First  Avenue 

620  North  Country  Club. Road  Phone  5-2687 

Phone  4-7245 
Phoenix,  Arizona 

Tucson,  Arizona 

DELBERT  L.  SECRIST.  M.  D., 

F.  A.  C.S. 

123  South  Stone  Avenue 
Tucson,  Arizona 

Office  Phone  2-3371  Home  Phone  5-9433 


LOUIS  P.  LUTFY,  M.  D. 

SURGERY  and  GYNECOLOGY 
301  West  McDowell  Rd.  Phone  3-4200 

Phoenix,  Arizona 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

401  Heard  Bldg 
PHOENIX,  ARIZONA 
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LOWELL  C.  WORMLEY,  M.  D. 

SURGERY  AND  UROLOGY 
1202  East  Washington 
Office  Phone  3-2273 
Phoenix,  Arizona 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

401  Heard  Bldg. 
PHOENIX,  ARIZONA 

GENERA 

L P 

RACTICE 

RAYMOND  1.  McGILVRA,  M.  D. 

GENERAL  PRACTICE 
307  E.  Indian  School  Road 
Office  Phone  5-0750 

Office  Hours:  10-12  and  2-5  By  Appointment 

Phoenix,  Arizona 

PAUL  S.  ARMOUR,  M.  D. 

Office  Phone  4-0293 
If  No  Answer,  Call  3-4189 

543  East  McDowell  - Medical  Arts  Building 
Phoenix,  Arizona 

J.  REICHERT,  M.  D. 

General  Practice 

CARDIO  VASCULAR  DISEASES 
ELECTROCARDIOGRAPHY 

303  West  McDowell  Rd.  Office  Phone  4-7028 

Phoenix,  Arizona 

DOCTORS  DIRECTORY  ESTABLISHED 

1920 

3-4189 

Emergency  calls  given  special  attention.  We  will 
locate  your  doctor  before  or  after  office  hours. 

BERTHA  CASE,  R.  N.,  Director 
ADA  JOY  CASE 

1493  East  Roosevelt 
Phoenix,  Arizona 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

401  Heard  Bldg. 
PHOENIX,  ARIZONA 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

401  Heard  Bldg. 
PHOENIX,  ARIZONA 

CHILDREN  S DISEASES 

WILLIAM  F.  SCHOFFMAN,  M.  D. 

JULIUS  CITRON,  D.  S.  C., 

CECILIA  H.  SHEMBAB,  M.  D. 

F.  P.  R.  S. 

JAMES  L.  COFFEY,  M.  D. 

DISORDERS  OF  THE  FOOT 

DOCTORS  BUILDING 

316  West  McDowell  Road  Telephone  4-7287 

Phoenix,  Arizona 

517  West  McDowell  Road 
Hours  9-5  Phone  2-9312 

Phoenix,  Arizona 
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PHYSICIANS'  DIRECTORY 


PATHOLOGICAL  LABORATORIES 


G.  O.  HARTMAN,  M.  D. 

PATHOLOGICAL  LABORATORY 
20  E.  Ochoa  St.  Phone:  3-4861 

TUCSON,  ARIZONA 


PATHOLOGICAL 

LABORATORY 

507  Professional  Building 

Telephone  3-4105 

W.  WARNER  WATKINS  AND 

ASSOCIATES 

1313  North  Second  Street 

Telephone  8-3484 

Phoenix, 

Arizona 

RADIOLOGY 


PATHOLOGICAL  LABORATORY 

507  Professional  Building  Telephone  3-4105 

MEDICAL  CENTER  X-RAY 
LABORATORY 

1313  North  Second  Street  Telephone  8-3484 

W.  Warner  Watkins,  M.D.  R.  Lee  Foster,  M.D. 
John  W.  Kennedy,  M.  D. 

Diplomates  of  American  Board  of  Radiology 
Phoenix,  Arizona 


MARCY  L.  SUSSMAN,  M.  D., 

F.  A.  C.  R. 

Diplomate  of  American  Board  of  Radiology 

801  North  Second  Ave. 
Telephone  8-1027 
Phoenix,  Arizona 


GOSS  - DUFFY  LABORATORY 

X-RAY  AND  CLINICAL  DIAGNOSIS 

316  West  McDowell  Road 
Phoenix,  Arizona 


DRS.  HAYDEN,  PRESENT,  WELSH 
AND  HILEMAN 

Diplomates  of 

American  Board  of  Radiology 

DIAGNOSTIC  ROENTGENOLOGY 

23  East  Ochoa 
Tucson 


ALLERGY 

PROCTOLOGY 

E.  A.  GATTERDAM,  M.  D. 

WALLACE  M.  MEYER,  M.  D. 

ALLERGY 

PROCTOLOGY 

15  E.  Monroe  St.,  Professional  Bldg. 
Office  Hours:  11  A.  M to  5 P.  M. 
Phoenix,  Arizona 

903  Professional  Bldg. 
Phone  2-2822  - 3-4189 
Phoenix,  Arizona 

SPEECH  PATHOLOGY 


ROBERT  N.  PLUMMER,  Ph.  D. 

SPEECH  PATHOLOGY 
including 

Lip  Reading  and  Speech  for  the  Deaf 
Professional  Member 

American  Speech  and  .Hearing  Association 

Medical  Arts  Bldg.  Phone  3-2051 

Phoenix,  Arizona 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

401  Heard  Bldg. 
PHOENIX,  ARIZONA 


THE  ORTHOPEDIC  CLINIC 

For  the  Treatment  of  Fractures,  Diseases  and  Surgery  of 
the  Bones  and  Joints 

ORTHOPEDIC  SURGERY 

W.  A.  BISHOP,  Jr.,  M.  D.;  F.  A.  C.  S ALVIN  L.  SWENSON,  M D 

Diplomates  of  the  American  Board  of  Orthopedic  Surgery 

ARTHRITIS 

DeWITT  W ENGLUND,  M D 

1313  North  Second  Street  Phone  8-1586 

Phoenix,  Arizona 
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PATHOLOGY 


This  is  to  announce  that  tissues  for  diagnosis  are  accepted  by  the  follow- 
ing physicians  who  practice  in  Arizona,  are  not  exclusively  governmentally 
employed,  and  are  qualified  as  pathologic  anatomists: 


J.  0.  BARGER,  M.  D, 

Pima  County  General  Hospital 
Tucson,  Arizona 

RALPH  H.  FULLER,  M.  D. 

St.  Mary's  Hospital 
Tucson,  Arizona 

GEORGE  O.  HARTMAN,  M.  D. 

20  East  Ochoa  Street 
Tucson,  Arizona 


LOUIS  HIRSCH,  M.  D. 

Tucson  Medical  Center 
Tucson,  Arizona 

MAURICE  ROSENTHAL,  M.  D. 

St.  Monica's  Hospital 
Phoenix,  Arizona 

O.  O.  WILLIAMS,  M.  D. 

425  North  Fourth  Street 
Phoenix,  Arizona 


HAROLD  WOOD,  M.  D. 

1033  East  McDowell  Road 
Phoenix,  Arizona 


■-  ■ — RADIOLOGY — _ 

TUCSON  TUMOR  INSTITUTE 

LUDWIG  LINDBERG,  M.  D.  JAMES  H.  WEST,  M.  D„  F.A.C.R. 
Diplomates  of  American  Board  of  Radiology 

RADIUM  AND  X-RAY  THERAPY 

721  North  4th  Ave.  TUCSON,  ARIZONA 
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This  order  is  further  interpreted  by  conscientious 
pharmacists  as  meaning  to  make  the  best  preparations 
of  which  they  are  capable.  To  this  end,  Eli  Lilly 
and  Company  makes  reliable  prescription  products, 
employing  the  full  resources  of  long  experience,  the 
most  modern  of  scientific  means,  and  scrupulous  care. 

ELI  LILLY  AND  COMPANY  • Indianapolis  6,  Indiana,  U.S.A. 
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"Mapharsen  has  largely 
replaced  other  arsenicals 
in  the  treatment  of  syphilis" 

because  the  close  is  smaller, 
toxic  effects  are  less  frequent, 
it  is  excreted  more  rapidly 
and  is  thereby  less  cumulative. 

Past  experience  and  present  practice 
are  joined  in  setting  the  seal  of 
clinical  approval  upon  MAPHARSEN. 

Each  day,  thousands  of  ampoules  of 
MAPHARSEN  are  administered  — 
alone  or  with  penicillin;  in  one  or 
another  treatment  schedule  — adding 
further  evidence  of  its  antiluetic 
effectiveness  and  relative  safety. 

* United  States  Dispensatory  24th  edition,  1947. 


a byword 
in  syphilotherapy 


MAPHARSEN 


MAPHARSEN  (oxophenarsine 
hydrochloride,  Parke-Davis ) , is  supplied  in 
single  dose  ampoules  of  0.04  Gm.  and  0.06  Gm. 
boxes  of  10,  and  in  multiple  dose 

ampoules  of  0.6  Gm.,  boxes  of  10. 
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Unexcelled  in  the  treatment  of  marginal  ulcer 
PHOSPHALJEL  safely  buffers  gastric  acidity — 
with  no  danger  of  alkalosis  or  “acid  rebound.”  It 
lays  a protective  coating  over  the  inflamed  mucosa 
. . . provides  quick  relief  from  pain,  facilitates 
rapid  gains  in  strength  and  weight. 

Excellent  for  prophylaxis  against  seasonal  recur- 
rences, protection  against  marginal  ulcer  follow- 
ing surgery,  and  in  cases  complicated  by  diarrhea 
and  pancreatic  deficiency. 

PHOSPHALJEL  is  also  admirably  suited  to  intra- 
gastric  drip  therapy  of  refractory  or  bleeding  cases. 

Bottles  of  12  fl.  oz. 


ALUMINUM  PHOSPHATE  GEL 


Incorporated,  Philadelphia  3,  Pennsylvania 
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ARIZONA  MEDICAL  ASSOCIATION 

Organized  1892 
642  SECURITY  BUILDING 
234  N.  CENTRAL  AVE.,  PHOENIX.  ARIZONA 


OFFICERS  AND  COUNCIL 

Robert  S.  Flinn  - President 

15  E.  Monroe,  Phoenix 

Robert  E.  Hastings  President  Elect 

1811  E.  Speedway,  Tucson 

Harry  T.  Southworth  , Vice-President 

Prescott,  Arizona 

Frank  J.  Milloy  Secretary 

15  E.  Monroe,  Phoenix 

C.  E.  Yount,  Jr.  r__ Treasurer 

Prescott,  Arizona 

Harry  E.  Thompson —Speaker  of  House 

435  N.  Tucson  Blvd.,  Tucson 

Jesse  D.  Hamer  Delegate  to  A M. A. 

15  E.  Monroe,  Phoenix 

Preston  T.  Brown  .7— Alternate-Delegate 

1313  North  Second  St.,  Phoenix 

DISTRICT  COUNCILORS 


Thomas  H.  Bate  - Central  District 

15  E.  Monroe,  Phoenix 

A.  I.  Podolsky  Central  District 

Yuma 

Walter  Brazie  . .Northern  District 

Kingman 

Herbert  B.  Potthoff  Northern  District 

Holbrook 

Hugh  C.  Thompson  Southern  District 

110  S.  Scott,  Tucson 

Donald  E.  Nelson  Southern  District 

Safford 

COUNCILORS  AT  LARGE 

George  O.  Bassett Prescott 

Harold  W.  Kohl Tucson 

Preston  T.  Brown  Phoenix 


COMMITTEES 
STANDING  COMMITTEES 

INDUSTRIAL  RELATIONS:  Dr.  Ronald  S.  Haines,  Phoenix: 
Dr.  J.  P.  McNally,  Prescott;  Dr.  Robert  E.  Hastings,  Tucson 
Dr.  Carl  H.  Gans,  Morenci;  Dr.  Charles  W.  Suit,  Jr.,  Phoenix 

SCIENTIFIC  ASSEMBLY:  Dr.  Robert  E.  Hastings,  Tucson;  Dr 

O.  W.  Thoeny,  Phoenix;  Dr.  Harry  T.  Southworth,  Prescott; 
Dr.  Louis  G.  Jekel,  Phoenix. 

MEDICAL  ECONOMICS:  Dr.  George  G.  McKhann,  Phoenix;  Dr. 
Meade  Clyne,  Tucson;  Dr.  H.  D.  Ketcherside,  Phoenix 

MEDICAL  DEFENSE:  Dr.  D.  F.  Harbridge,  Phoenix;  Dr.  A C 

Carlson,  Cottonwood;  Dr.  O.  E Utzinger,  Ray. 

EDITING  AND  PUBLISHING:  Dr.  Walter  Brazie,  Kingman; 

Dr.  R Lee  Foster.  Phoenix;  Dr.  D E.  Nelson,  Safford. 

LEGISLATION:  Dr.  Jesse  D.  Hamer,  Phoenix;  Dr.  Walter 

Brazie,  Kingman;  Dr.  H.  D.  Cogswell,  Tucson;  Dr.  H.  B. 
Lehmberg,  Casa  Grande;  Dr.  Chas.  H.  Laugharn,  Clifton; 
Dr.  C.  H.  Peterson,  Winslow;  Dr.  F.  W.  Knight,  Safford; 
Dr.  Chas.  B.  .Huestis,  Hayden;  Dr.  M.  G.  Fronske,  Flagstaff. 

HISTORY  AND  OBITUARIES:  Dr.  Hal  W.  Rice,  Historian,  Bis- 

bee;  Dr.  Frank  J.  Milloy,  Phoenix;  Dr.  Harold  W.  Kohl. 
Tucson;  Dr.  W.  W.  Watkins,  Phoenix. 

PROFESSIONAL  BOARD 

Dr.  Hugh  C.  Thompson,  Tucson;  Dr.  E.  A Born,  Prescott; 
Dr.  Boris  Zemsky,  Tucson;  Dr.  B.  L.  Snyder,  Phoenix;  Dr.  C.  B 
Warrenburg,  Phoenix;  Dr.  James  Lytton-Smith,  Phoenix;  Dr 
A.  J.  Present,  Tucson. 

HEALTH  ACTIVITIES  BOARD 

Dr.  M.  W.  Merrill,  Phoenix;  Dr.  Robert  M.  Matts,  Yuma;  Dr. 
D.  E Nelson,  Safford;  Dr.  Broda  O.  Barnes,  Kingman;  Dr.  A. 
H Dysterheft,  McNary;  Dr  H.  H Brainard,  Tucson;  Dr  Paul 
w McCracken.  Phoenix. 
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NATIONAL  OFFICERS  AND  CHAIRMEN  OF 
STANDING  COMMITTEES  FOR  1949-1950 

President _ Mrs.  David  B.  Allman 

104  St.  Charles  Place,  Atlantic  City,  N.  J. 

President-Elect Mrs.  Arthur  A Herold 

731  Oneota  Street.  Shreveport,  La 

Vice-Presidents 

First  Mrs.  Harold  F.  Walquist 

129  W.  48th  Street,  Minneapolis,  Minn. 

Second  — Mrs.  Henry  Garnjobst 

508  Jefferson  Street,  Corvallis,  Oregon 

Third  Mrs.  W.  E.  Hoffman 

4000  Noyes  Ave.,  S.  E.,  Charleston  5,  W.  Va. 

Fourth  Mrs.  Mason  G.  Lawson 

200  Ridgeway,  Little  Rock,  Arkansas 

Treasurer  Mrs.  George  Turner 

3009  Silver  Street.  El  Paso,  Texas 

Const.  Secretary  Mrs.  Harry  M.  Gilkey 

4941  Westwood  Road.  Kansas  City,  Mo. 

Historian  Mrs.  Jesse  D.  Hamer 

1819  N.  11th  Avenue,  Phoenix,  Arizona 

Parliamentarian Mrs.  William  E.  Dodd 

Bay  Avenue  and  Ocean  Street,  Beach  Haven,  N.  J. 
Chairmen  of  Standing  Committees 

Finance  Mrs.  Scott  C.  Applewhite 

240  Bushnell  Street,  San  Antonio,  Texas 

Hygeia  Mrs.  Herbert  W.  Johnson 

714  Grande  Avenue,  Everett,  Wash. 

Legislation  Mrs.  Bruce  Schaefer 

110  Whitman  Street,  Taccoa,  Ga. 

Organization Mrs.  Harold  F.  Walquist 

129  W.  48th  Street,  Minneapolis,  Minn. 

Program  Mrs.  Leo  J.  Schaefer 

700  Highland,  Salina,  Kansas 

Public  Relations  Mrs.  Paul  C.  Craig 

232  N.  Fifth  Street,  Reading,  Pa. 

Revisions  .Mrs.  Eustace  A.  Allen 

18  Collier  Road,  N.  W..  Atlanta.  Ga 
Chairman  of  Special  Committee 

Reference  : Mrs.  Rollo  K.  Packard 

14093  Davana  Terrace,  Sherman  Oaks,  Calif. 

Directors 

One  year  Mrs.  Luther  H.  Kice 

95  Brook  Street,  Garden  City,  Long  Island,  N.  Y. 

One  year Mrs.  James  P.  Simonds 

2033  W.  Morse  Avenue,  Chicago  45,  111. 

One  year  ..  .Mrs.  Jesse  D.  Hamer 

1819  N.  11th  Avenue.  Phoenix,  Arizona 

One  year  Mrs.  Leo  J.  Schaefer 

700  Highland,  Salina,  Kansas 

Two  years  Mrs.  Scott  C.  Applewhite 

240  Bushnell  Street,  San  Antonio  2,  Texas 

Two  years  Mrs.  Ralph  Eusden 

4360  Myrtle  Avenue,  Long  Beach  7,  Calif. 

Two  years  Mrs.  William  W.  Potter 

129  Kenesaw  Terrace.  Knoxville.  Tenn 


OFFICERS  OF  THE  AUXILIARY  TO  THE 
ARIZONA  MEDICAL  ASSOCIATION 
1949  - 1950 

President Mrs.  Charles  Starns 

2934  Croydon  Drive,  Tucson 

President  Elect  Mrs.  Benjamin  Herzberg 

1131  West  Palm  Lane,  Phoenix 

1st  Vice-President Mrs.  Karl  Harris 

16  E.  Catalina,  Phoenix 

2nd  Vice-President Mrs.  O.  E.  Utzinger 

Ray 

Treasurer Mrs.  Brick  P Storts 

El  Encanto  Estates,  Tucson 

Recording  Secretary Mrs.  Leslie  R.  Kober 

2848  N.  Seventh  Street,  Phoenix 

Corresponding  Secretary. Mrs.  Donald  E.  Schell 

105  Calle  de  Jardin,  Tucson 

Directors — Mrs.  Hervey  Faris,  155  S.  Palomar  Drive,  Tucson 
Mrs.  Harry  T.  Southworth,  Country  Club,  Prescott 
Mrs  Thomas  H.  Bate,  305  W Cypress  Street.  Phoenix 
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COMMITTEE  CHAIRMEN 

Bulletin  _.Mrs.  Joseph  C.  Ehrlich 

310  W.  Granada  Road.  Phoenix 

Finance  Mrs.  R.  Lee  Foster 

2215  N.  Eleventh  Avenue,  Pho.nix 

Health  Mrs.  Joseph  M.  Kinkade 

335  South  Country  Club  Road,  Tucson 

Historian . Mrs.  George  Irvine 

1100  Mill  Avenue,  Tempe 

Hygeia Mrs.  George  S.  Enfield 

335  W.  Cambridge  Avenue,  Phoenix 

Legislation  Mrs.  Alvin  Kirmse 

Whipple 

National  Representative Mrs.  Jesse  D.  Hamer 

1819  North  Eleventh  Avenue,  Phoenix 

Organisation  ; . Mrs.  Karl  S.  Harris 

16  East  Catalina,  Phoenix 

Parliamentarian Mrs.  C.  E.  Patterson 

3 Paseo  Redondo,  Tucson 

Program  1 Mrs.  Otto  Utzinger 

Kay 

Publicity  __ .....Mrs.  Donald  E Schell 

105  Calle  De  Jardin,  Tucson 

Public  Relations  Mrs.  Louis  Hirsch 

Rt.  6,  Box  710,  Tucson 

Revisions  Mrs.  Harold  Kohl 

100  E.  Sierra  Vista  Drive.  Tucson 


COUNTY  AUXILIARY  OFFICERS  FOR 
1949-1950 

GILA  COUNTY 

President  Mrs.  Cyril  M Cron 

304  Live  Oak  Street,  Miami 

Vice-President  Mrs.  A.  J Bosse 

135  N.  Sixth  Street,  Globe 

Secretary-Treasurer  ...Mrs.  William  E Bishop 

605  S.  Third  Street,  Globe 

MARICOPA  COUNTY 

President  Mrs.  Carlos  C.  Craig 

727  Encanto  Drive,  S.  E..  Phoenix 

President-Elect Mrs.  Karl  S.  Harris 

16  East  Catalina  Avenue,  Phoenix 

1st  Vice-President  Mrs.  Thomas  W Woodman 

3203  W.  Manor  Drive,  Phoenix 

2nd  Vice-President  Mrs.  Clarence  B.  Warrenburg 

5835-  North  Second  Avenue,  Phoenix 

Recording  Secretary  Mrs.  L.  L.  Tuveson 

3318  N.  17th  Place  W„  Phoenix 

Treasurer  Mrs.  Harry  J.  French 

840  E.  Windsor  Avenue,  Phoenix 

Corresponding  Secretary  Mrs  Dwight  Porter 

70  West  Moreland,  Phoenix 

PIMA  COUNTY 

President  Mrs.  Donald  B Lewis 

2548  E.  4th  Street,  Tucson 

President-Elect  Mrs.  Roy  Hewitt 

15  Calle  Corta,  Tucson 

1st  Vice-President  _.Mrs.  Joseph  M.  Kinkade 

335  S.  Country  Club  Road,  Tucson 

2nd  Vice-President  Mrs.  Louis  Hirsch 

4745  Camino  Real,  Tucson 

Recording  Secretary  .Mrs.  Delbert  L.  Secrist 

2527  E.  3rd  Street,  Tucson 

Treasurer  Mrs.  Hollis  H.  Brainard 

330  N.  Vine  Avenue,  Tucson 

Corresponding  Secretary  Mrs.  John  W.  Stacey 

2737  E.  21st  Street,  Tucson 

YAVAPAI  COUNTY 

President  Mrs.  Ernest  A.  Born 

Hassayampa  Country  Club,  Prescott 

Vice-President  Mrs.  James  H.  Allen 

829  Country  Club  Drive,  Prescott 

Secretary  L Mrs.  Alvin  Kirmse 

Whipple 

Treasurer  Mrs.  Joseph  P.  McNally 

208  Grove  Street,  Prescott 


Doctors 


see 


Roy  Brooks 

about  your 
Plumbing 
and 

Heating 


PHONE  4-2215 

913  North  Seventh  St.  Phoenix,  Arizona 


ACCIDENT 


HOSPITAL 


SICKNESS 


INSURANCE 

FOR  PHYSICIANS,  SURGEONS,  DENTISTS  EXCLUSIVELY 


£5,000.00  accidental  death  $8.00 

$25.00  weekly  indemnity,  accident  and  sickness  Quartern 

$10,000.00  accidental  death  $16.00 

$50.00  weekly  indemnity,  accident  and  sickness  Quarterly 

fi1  5. 000  00  accidental  death  $24.00 

$75  00  weekly  indemnity,  accident  and  sickness  Quarterly 

$20,000.00  accidental  death  $32.00 

$100  00  weekly  indemnity,  accident  and  sickness  Quarterly 
Cost  has  never  exceeded  amounts  shown. 

ALSO  HOSPITAL  POLICIES  FOR  MEMBERS,  WIVES 
AND  CHILDREN  AT  SMALL  ADDITIONAL  COST 


85c  out  of  each  $1.00  gross  income 
nsed  for  members’  benefit 


$3,700,000.00 

NVESTED  ASSETS 


$16,000,000.00 

PAID  FOR  CLAIMS 


S200  000  deposited  with  State  of  Nebraska  for  protection  of  our  members 

Disability  need  not  be  incurred  in  line  of  duty  — benefits 
from  the  beginning  day  of  disability. 

PHYSICIANS  CASUALTY  ASSOCIATION 
PHYSICIANS  HF*LTH  ASSOCIAT’ON 

48  years  under  the  same  management 
400  First  National  Bank  Building  Omaha  2.  Nebraska 
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If  the  patient  likes  candy,  he’ll  like  the  Duozine  Dulcet 
Tablet.  It's  a pale  orange  cube  the  child  can  eat  like  candy,  that  tastes 

like  candy  all  the  way  down — absolutely  nothing  about  it  to  even 
remind  the  child  of  medicine.  Yet,  each  tablet  contains  equal  parts  of 
sulfadiazine  and  sulfamerazine,  as  pure,  stable  and  accurate  as  it  is 
possible  to  compound.  Indications  and  dosage  are  the  same  as  for  unflavored 
tablets.  Duozine  Dulcet  Tablets  are  available  in  two  sizes,  the  regular  0.3  Gm.  and 
the  half-size  0.15  Gm.,  through  pharmacies  everywhere  in  bottles  of  100.  For  more 
complete  information  on  Duozine  and  other  sulfonamide  Dulcet 


Tablets,  write  to  Abbott  Laboratories,  North  Chicago,  Illinois. 


CUHrutt 


Specify  Abbott’s  Sulfadiazine-Sulfamerazine  Combination 

DUOZINE  DULCET* 

Tablets 

0.3  Gm.  and  0.15  Gm. 

(Sulfadiazine-Sulfamerazine  Combined,  Abbott) 


® Medicated  Sugar  Tablets,  Abbot! 


ESTINYL 

(ethinyl  estradiol) 


The  desired  estrogenic  effects  can  be  expected  from  small  dosage  with 
Estinyl,®  Schering’s  ethinyl  estradiol,  the  most  potent  oral  estrogen 
available  for  clinical  use  today.  The  dose  is  small;  0.05  mg.  or  less  per 
day  usually  controls  menopausal  symptoms. 

Specificity  is  reflected  in  speedy  relief,  often  within  as  few  as  three  days;1 
in  marked  improvement  in  general  well-being;2  in  the  virtual  “absence 
of  side  reactions  if  minimal  effective  doses  are  administered”3;  and  in 
economy— less  than  five  cents  per  day. 

Estinyl  Tablets  are  available  in  0.05  and  0.02  mg.  strengths.  Bottles  of  100,  250  and 
1000  tablets.  Also  available  in  0.5  mg.  strength.  Bottles  of  30  and  100  tablets;  Estinyl 
Liquid  containing  0.03  mg.  per  4 cc.  Bottles  of  4 and  16  oz. 

(1)  Lyon,  R.  A.:  Ain.  J.  Obst.  & Gynec.  47:  532,  1944.  (2)  Groper,  M.  J.,  and  Biskind,  G.  R.:  J.  Clin. 
Endocrinol.  2: 703,  1942.  (3)  Wiesbader,  H.,  and  Filler,  W. : Am.  J.  Ob9t.  & Gynec.  51: 75,  1946. 
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for  POSTOPERATIVE 
and  POSTPARTUM 
NEEDS 

Basic  design  and  theuniquesys- 
tem  of  adjustment  make  a large 
variety  of  Camp  Scientific  Sup- 
ports especially  useful  as  post- 
operative aids.  Surgeons  and 
physicians  often  prescribe  them 
as  assurance  garments  and  con- 
sider them  essential  after  op- 
eration upon  obese  persons, 
after  repair  of  large  herniae,  or 
when  wounds  are  draining  or 
suppurating.  A Camp  Scientif- 
ic Support  is  especially  useful  in 
the  postoperative  patient  with 
undue  relaxation  of  the  abdom- 
inal wall.  Obstetricians  have 
long  prescribed  Camp  Post- 
operative Supports  for  post- 
partum use.  Physicians  and 
surgeons  may  rely  on  the  Camp- 
trained  fitter  for  precise  execu- 
tion of  all  instructions. 

If  you  do  not  have  a copy  of  the 
Camp  “Reference  Book  for  Phy- 
sicians and  Surgeons”,  it  will 
be  sent  on  request. 


THIS  EMBLEM  is  displayed  only  by  reli- 
able merchants  in  your  community.  Camp 
Scientific  Supports  are  never  sold  by  door- 
to-door  canvassers.  Prices  are  based  on 
intrinsic  value.  Regular  technical  and 
ethical  training  of  Camp  fitters  insures 
precise  and  conscientious  attention  to  your 
recommendations. 


S.  H.  CAMP  AND  COMPANY,  JACKSON,  MICHIGAN 

World's  Largest  Manufacturers  of  Scientific  Supports 
Offices  in  New  York  • Chicago  • Windsor,  Ontario  • London,  England 
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instant  lead  selection 
at  your  fingertips . . . 


with  CARDIOSCRIBE’S  push  button  control 


High-Fidelity 

Heart 

Recordings 


The  General  Electric  direct -writing  Cardio- 
scribe,  w'ith  its  push-button  control  is  destined 
to  extend  to  new  horizons  the  applications  of 
electrocardiography.  Of  particular  interest  is 
its  possible  application  in  those  situations 
where,  in  the  past,  it  has  been  felt  that 
electrocardiography  was  a too-involved  and 
technical  procedure  for  any  but  specialized 
applications. 

Look  what  you  get  with  the 
GE  Cardioscribe ! 

• 7 push-button  controls,  make  possible 
taking  17  separate  leads,  without  regard  to 
numerical  sequence! 

• Push-button  switches! 

• Ability  to  utilize  all  present  day  technics ! 
Ask  your  GE  representative  for  a demonstra- 
tion, or  write  direct  to. 

GENERAL^  ELECTRIC 
X-RAY  CORPORATION 


No  darkroom  delay  — Results 

are  available  immediately  for 
interpretation  as  each  lead  is 
completed.  No  darkroom  space, 
equipment  or  supplies  required. 


Independent  time  marker  — A 

second,  completely  independent 
•stylus  is  provided  for  indicat- 
ing time  and  lead  marks  on  the 
record  paper. 


Portability  — Compact,  and  en- 
tirely self-contained  in  blond 
mahogany  cabinet. 


Phoenix 


333  North  Sixth  Avenue 


advantage  of  "spaced"  steady  absorption 
in  infant  feeding. 

Containing  a carefully  proportioned 

Compatible  with  all  milk  formulas  • Instantly  soluble  mixture  of  dextrins,  maltose  and  dextrose 
No  gumming  • No  nipple  clogging  • No  coking  i i • i-cr  * t f • m .• 

each  having  a different  rate  of  assimilation 

BOTTLES  OF  I PINT 

— Cartose  tends  to  minimize  fermentation, 

Write  for  formula  blanks 

colic,  diarrhea  or  digestive  disturbance. 


Mixed  Carbohydrates  in  Easy-to-Use  Liquid  Form 


Pure  Crystalline  Vitamin  D2  in  Propylene 

DRISDOL  Glycol  • Diffuses  perfectly 

Tasteless  . . . Odorless  . . . Nonallergenic 


Niw  You*  13,  N.  Y.  Windsor,  Ont. 

Corloie  and  Driidol,  rrademarki  reg.  U.  S.  & Canada 


Now  also  milk  diffusible  DRISDOL  with  VITAMIN  A 
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AU  R E O M VC 

HYDROCHLORIDE  LEDERIE 

in  Coliform 
Infections 


Aureomycin  lias  been  found  to  exert  a dra- 
matic effect  in  the  treatment  of  Escherichia  coll 
infections;  including  peritonitis,  bacteremia, 
, - urinary  infections,  meningitis  and 

brain  abscess.  The  prognosis  in  many 
of  these  infections  has  in  the  past  been 
guarded,  but  the  advent  of  aureomycin  ren- 
ders prompt  recovery  more  likely. 


i 


Capsules:  Bottles  of  25,  50  mg.  each  capsule. 

Bottles  of  16,  250  mg.  each  capsule. 

Ophthalmic:  Vials  of  25  mg.  with  dropper; 
solution  prepared  by 
adding  5 cc.  of  distilled  water. 


Aureomycin  has  also  been  found  effective  for 
the  control  of  the  following  infections:  African 
tick-bite  fever,  acute  amebiasis,  bacterial  and 
virus-like  infections  of  the  eye,  bacteroides 
septicemia,  boutonneuse  fever,  acute  brucel- 
losis, Gram-positive  infections  (including 
those  caused  by  streptococci,  staphylococci, 
and  pneumococci),  Gram-negative  infections 
(including  those  caused  by  the  coli-aerogenes 
group),  granuloma  inguinale,  H.  influenzae 
infections,  lymphogranuloma  venereum,  peri- 
tonitis, primary  atypical  pneumonia,  psitta- 
cosis (parrot  fever) , Q,  fever,  rickettsialpox, 
Rocky  Mountain  spotted  fever,  subacute  bac- 
terial endocarditis  resistant  to  penicillin, 
tularemia  and  typhus. 


LEDERLE  LABORATORIES  DIVISION  American  Cjnnamid  company  30  Rockefeller  Plaza,  New  York  20,  N.  Y. 
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YOUNG 


SIXTY? 


LINICAL  observation  and 
nutritional  science  agree 
that  much  depends  upon  the  diet  whether 
the  individual  will  be  biologically  old  at 
forty  or  biologically  young  at  sixty. 

To  extend  biologic  youthfulness  and 
vigor  into  later  years,  a good  nutritional 
state  based  on  an  adequate  diet  is  manda- 
tory at  all  times.  The  efficient  functioning 
of  many  physiologic  processes  is  involved 
in  maintaining  good  nutrition.  On  the 
other  hand,  only  the  adequate  diet  can  sus- 
tain these  processes.  To  assure  such  dietary 
adequacy  under  many  conditions  of 
physiologic  stress  encountered  in  day  to 
day  living,  a properly  organized  food  sup- 


plement often  assumes  vital  importance. 

The  multiple-nutrient  dietary  food  supple- 
ment Ovaltine  in  milk  richly  provides  many 
nutritional  essentials  when  such  supple- 
mentation is  indicated.  It  provides  excel- 
lent amounts  of  vitamins  A and  D,  ascor- 
bic acid,  niacin,  riboflavin  and  thiamine; 
the  important  minerals  calcium,  iron  and 
phosphorus;  and  biologically  complete 
protein.  Its  satisfying  flavor  and  its  easy 
digestibility  make  it  widely  useful  in  both 
general  and  special  diets  whether  for  chil- 
dren, adults,  or  the  aged. 

The  wealth  of  nutrients  presented  by 
three  glassfuls  of  Ovaltine  in  milk  is 
shown  in  the  table  below. 


THE  WANDER  COMPANY,  360  N.  MICHIGAN  AVE.,  CHICAGO  1,  ILL. 


Three  servings  daily  of  Ovaltine,  each  made  of 
Vi  02.  of  Ovaltine  and  8 02.  of  whole  milk  * provide: 


CALORIES 

. . .676 

VITAMIN  A . . . . 

. . 3000  I.U. 

PROTEIN  

...  32  Gm. 

VITAMIN  Bi.  . . . 

FAT 

. . . 32  Gm. 

RIBOFLAVIN  . . . 

...  2.0  mg. 

CARBOHYDRATE  . 

. . . 65  Gm. 

NIACIN 

...  6.8  mg. 

CALCIUM 

. . 1.12  Gm. 

VITAMIN  C . . . 

PHOSPHORUS  . . . 

. . .0.94  Gm. 

VITAMIN  D . . . 

. 417  I.U. 

IRON 

. . . 12  mg. 

COPPER  . . . 

*Based  on  average  reported  values  for  millc. 

Two  kinds,  Plain  and  Chocolate  Flavored.  Serving  for 
serving,  they  are  virtually  identical  in  nutritional  content. 
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Before  Treatment  (9 

days  prior  to  Dihydro- 
streptomycin therapy) 
Diffuse  lobular  tubercu- 
lous pneumonia , lower 
half  of  left  lung ; thin- 
walled  cavity  above  hilus 
( 3x35  cm.). 


After  3 Mos.  Treat- 
ment (2  t/ays  after  dis- 
continuance of  Dihydro- 
streptomycin ) Consider- 
able clearing  of  acute 
exudative  process  in  the 
diseased  lung:  cavity 
smaller  and  wall  thinner. 


Preferred  Adjuvants  in  the 
treatment  of 

Dihydrostreptomycin  and  Streptomycin  are  unquestionably  the  most 
potent  antibiotics  now  available  for  use  against  tuberculosis.  Extensive 
clinical  results  have  defined  the  important  role  of  these  antibiotics  in 
suppressing  the  activity  of  the  tubercle  bacillus. 


Detailed  literature  including  in- 
dications, pharmacology,  dosage, 
and  administration  is  available 
upon  request. 


M 
E 

MERCK 
C 
K 


MERCK  & CO.,  Inc. 
Manufacturing  Chemists 

RAHWAY,  N.  J. 


IIP*  •: 


Streptomycin  Dihydrostreptomycin 

Calcium  Chloride  Sulfate 

Complex  Merck  Merck 
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LAS 


ENCINAS  SANITARIUM 


Pasadena,  California 


INTERNAL  MEDICINE  INCLUDING  FUNCTIONAL  AND  ORGANIC  NERVOUS  SYSTEM  DISEASES 

Board  of  Directors:  GEORGE  DOCK,  M D.,  President;  J ROBERT  SANFORD,  M.D.,  Vice-President 
Address:  CHARLES  W.  THOMPSON,  M.  D.,  F A.  C.  P.,  Medical  Director,  Pasadena,  California 


! 


LIVERMORE  SANITARIUM 


• The  Hydropathic  Department 
devoted  to  the  treatment  of  gen- 
eral diseases,  excluding  surgical 
and  acute  infectious  cases.  Special 
attention  given  functional  and  or- 
ganic nervous  diseases.  A well 
equipped  clinical  laboratory  and 
modern  X-ray  Department  are  in 
use  for  diagnosis. 


• The  Cottage  Department  ( for 
mental  patients ) has  its  own  fa- 
cilities for  hydropathic  and  other 
treatments.  It  consists  of  small 
cottages  with  homelike  surround- 
ings, permitting  the  segregation  of 
patients  in  accordance  with  the 
type  of  psychosis.  Also  bungalows 
for  individual  patients,  offering 
the  highest  class  of  accommoda- 
tions with  privacy  and  comfort 


GENERAL  FEATURES 

1.  Climatic  advantages  not  excelled  in  United  States.  Beautiful  grounds  and  attractive  surrounding  country. 

2.  Indoor  and  outdoor  gymnastics  under  the  charge  of  an  athletic  director.  An  excellent  Occupational  Department. 

3.  A resident  medical  staff.  A large  and  well-trained  nursing  staff  so  that  each  patient  is  given  careful  individual  attention. 


Information  and  circulars  upon  request. 

Address:  O.  B.  JENSEN,  M.D. 
Superintendent  and  Medi.cal  Director 


Livermore,  California 

Telephone  313 


CITY  OFFICES: 


San  Francisco 

450  Sutter  Street 
GArfield  1-5040 


Oakland 

1624  Franklin  Street 
GLencourt  1-5988 
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“Premarin”— a naturally  oc- 
curring conjugated  estrogen 
which  has  long  been  a choice  of 
physicians  treating  the  climac- 
teric—is  earning  further  clinical 
acclaim  in  the  treatment  of 
functional  uterine  bleeding. 

The  aim  of  estrogenic  therapy 
in  functional  uterine  bleeding 
is  to  bring  about  cessation  of 
bleeding,  and  to  produce  sub- 
sequent regulation  of  the  cycle. 
Once  hemostasis  is  achieved, 
the  maximum  daily  dosage  of 
“Premarin”  must  be  continued 
to  prevent  recurrence  of  bleed- 
ing. This  schedule  forms  part 
of  cyclic  estrogen-progesterone 
treatment  for  attempted  salvage 
of  ovarian  function. 

While  sodium  estrone  sulfate 
is  the  principal  estrogen  in 
“Premarin’’  other  equine  estro- 
gens... estradiol,  equilin,  equi- 
lenin,  hippulin...are  probably 
also  present  in  varying  amounts 
as  water-soluble  conjugates. 


An  ''estrogen  of  choice 
for  hemostasis 
is  'Premarin’ 
in  tablets  of  1.25  mg.  . . . 

The  usual  dose  for  hemostasis 
is  2 tablets  three  times  a day. 
If  bleeding  has  not  decreased 
definitely  by  the  third  day  of 
treatment  the  dosage  level 
may  be  increased  by 
50  per  cent.”" 

*Fry,  C.  O.:  J.  Am.  M.  Women’s  A.  4:51  (Feb.)  1949 


Estrogenic  Substances  ( water-soluble ) 
also  known  as  Conjugated  Estrogens  ( equine ) 

Four  potencies  of  “Premarin”  permit  flexibility  of 
dosage:  2.5  mg.,  1.25  mg.,  0.625  mg.,  and 
0.3  mg.  tablets;  also  in  liquid  form,  0.625  mg.  in  each 
4 cc.  (1  teaspoonful ) . 

Ayerst,  McKenna  & Harrison  Limited 
22  East  40th  Street,  New  York  16,  N.  Y. 


500? 
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||  Depo- Heparin 


price  reduction 
of  20% 


A price  reduction  of  26 % makes  it  possible 
now  for  more  patients  to  receive  the  thera- 
peutic advantages  of  Depo#-Heparin. 

Upjohn  research  anti  production  workers 
have  so  improved  methods  of  extraction,  puri- 
fication, and  assay  of  this  long-acting  anti- 
coagulant that  it  is  now  possible  to  meet 
increasing  clinical  needs  and  to  reduce  its 
cost  by  26%. 

Literature  describing  anticoagulant  therapy 
in  detail  is  available  on  request. 

*Tradcmark,  Reg.  U.  S.  Pat.  Off. 

in  the  service  of  the  profession  of  medicine 

THE  UPJOHN  COMPANY.  KALAMAZOO  09.  MICHIGAN 
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Schieffelin 
BENZESTROL 
Elixir— 15  mg.  per 
fluid  ounce  — 
pint  bottles. 


Choice  of  Dosage  Routes 
Varied  Potencies 

Clinical  observations  confirm  the  value  of 
Schieffelin  BENZESTROL  in  securing  estroge- 
nic therapy  benefits  while  reducing  the  likelihood 
of  untoward  side-effects. 


Oral:  Schieffelin 
BENZESTROL  tablets-0.5, 
1.0,  2.0,  5.0  mg.  50’s— lQO’s  — 
1000’s.  25  mg.— 100’s. 


Local : Schieffelin 
BENZESTROL 
Vaginal  Tablets 
— 0.5  mg.— 100’s. 


Samples  and  literature  on  request. 

Schieffelin  8 Co. 

Pharmaceutical  and  Research  Laboratories 
16  Cooper  Square  • New  York  3,  N.Y 


Intramuscular: 
Schieffelin 
BENZESTROL 
Solution  — 5.0  mg.  per  cc. 

— 10  cc.  vials. 


cRdinbow  Water 

* 

A constantly  rehable  bottled  water 
Pure  . . . Fresh  . . . Naturally  Soft 
Untreated  . . Sterilized  Equipment 

Delivered  Also  Distilled  Water 

* 

PHONE  2-4645 
* 

RAINBOW  WATER  CO. 

332  East  Seventh  Tucson 


Medical  & Dental 

FINANCE  BUREAU 

407  PROFESSIONAL  BLDG.  • PHOENIX,  ARIZONA 
PHONE  4-4688 

Geo  E Richardson, 

* Convenient  monthly  payments 
for  the  patient. 

*Cash  for  the  doctor. 

* Doctor  does  not  guarantee 
payment. 


AN  ETHICAL 
FINANCIAL  SERVICE 
FOR  YOUR  PATIENTS- 
FOUNDED  1936 
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An  Observation  on  the  Accuracy  oj  Digitalis  Doses 


Withering  made  this  penetrating  observation  in 
his  classic  monograph  on  digitalis:  "The  more  1 
saw  of  the  great  powers  of  this  plant,  the  more  it 
seemed  necessary  to  bring  the  doses  of  it  to  the 
greatest  possible  accuracy.”1 

To  achieve  the  greatest  accuracy  in  dosage  and  at 
the  same  time  to  preserve  the  full  activity  of  the 
leaf,  the  total  cardioactive  principles  must  be  iso- 
lated from  the  plant  in  pure  crystalline  form  so 
that  doses  can  be  based  on  the  actual  weight  of  the 
active  constituents.  This  is,  in  fact,  the  method  by 
which  Digilanid®  is  made. 


Clinical  investigation  has  proved  that  Digilanid  is 
"an  effective  cardioactive  preparation,  which  has 
the  advantages  of  purity,  stability  and  accuracy  as 
to  dosage  and  therapeutic  effect.”' 

Average  dose  for  initiating  treatment:  2 to  4 tab- 
lets of  Digilanid  daily  until  the  desired  therapeutic 
level  is  reached. 

Average  maintenance  dose:  1 tablet  daily. 

Also  available:  Drops,  Ampuls  and  Suppositories. 

1.  Withering,  W An  account  of  the  Foxglove,  London,  1785. 

2.  Rimmerman,  A.  B.:  Digilanid  and  the  Therapy  of  Congestive 
Heart  Disease,  Am.  J.  M.  Sc.  209:  33-41  (Jan.)  1945. 

Literature  giving  further  details  about  Digilanid  and  Physician's  Trial 
Supply  are  available  on  request. 


Digilanid  contains  all  the  initial  glycosides  from 
Digitalis  lanata  in  crystalline  form.  It  thus  truly 
represents  "the  great  powers  of  the  plant”  and 
brings  "the  doses  of  it  to  the  greatest  possible 
accuracy”. 


Sandoz 

Pharmaceuticals 


DIVISION  OF  SANDOZ  CHEMICAL  WORKS,  INC. 

68  CHARLTON  STREET,  NEW  YORK  14,  NEW  YORK 


Doctor . . . 

Here  are  two  great  Spot  Tests  that  simplify  urinalysis 


GALATEST 

The  simplest,  fastest  urine 
sugar  test  known. 

ACETONE  TEST 

DENCO 

For  the  rapid  detection  of  Acetone 
in  urine  or  in  blood  plasma. 

js/s 

A LITTLE  URINE 

f ^7 

COLOR  REACTION  IMMEDIATELY 

Galatest  and  Acetone  Test  (Denco)  . . . Spot  Tests  that  re- 
quire no  special  laboratory  equipment,  liquid  reagents,  or 
external  sources  of  heat.  One  or  two  drops  of  the  specimen  to 
be  tested  are  dropped  upon  a little  of  the  powder  and  a color 
reaction  occurs  immediately  if  acetone  or  reducing  sugar 
is  present.  False  positive  reactions  do  not  occur.  Because  of 
the  simple  technique  required,  error  resulting  from  faulty 
procedure  is  eliminated.  Both  tests  are  ideally  suited  for  of- 
fice use,  laboratory,  bedside,  and  “mass-testing.”  Millions 
of  individual  tests  for  urine  sugar  were  carried  out  in  Armed 
Forces  induction  and  separation  centers,  and  in  Diabetes 
Detection  Drives. 

The  speed,  accuracy  and  economy  of  Galatest  and  Acetone 
Test  (Denco)  have  been  well  established.  Diabetics  are 
easily  taught  the  simple  technique.  Acetone  Test  (Denco) 
may  also  be  used  for  the  detection  of  blood  plasma  acetone. 

Write  for  descriptive  literature. 

THE  DENVER  CHEMICAL  MFG.  CO.,  Inc. 

163  Varick  Street,  New  York  13,  N.  Y. 
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THE  MOST  NEGLECTED  ASPECT  OF  CHEMOTHERAPY 

RALPH  R.  MELLON,  M.  D. 

Director,  Institute  of  Pathology 
The  Western  Pennsylvania  Hospital, 

Pittsburgh,  Pennsylvania 


'T'HERE  are  two  chief  approaches  to  chemo- 
therapeutic problems,  the  first  and  most 
spectacular  of  which  is  exemplified  by  the  use 
of  penicillin,  the  sulfa  drugs,  and  streptomycin. 
The  second,  and  indirect  approach,  viz.,  the 
stimulation  of  the  natural  defensive  powers  of 
man’s  body,  is  of  much  greater  importance  than 
has  been  realized,  because  it  conditions  some- 
what the  success  of  these  antibiotic  drugs.  It  is 
the  purpose  of  this  address  to  focus  attention 
on  these  so-called  ‘‘host  factors,”  and  their  pos- 
sibilities in  modern  chemotherapy. 

In  streptococcal  infections,  our  own  experi- 
ences with  this  aspect  of  the  problem  really 
antedated  our  experience  with  the  sulfa  drugs. 
We  had  prepared  an  antistreptococcal  serum, 
the  objective  of  which  was  to  deprive  hemolytic 
streptococci  of  their  virulence,  rather  than  to 
kill  them ; for  it  was  already  well  understood 
that  adequate  natural  resistance  forces  of  the 
human  host  were  quite  capable  of  eradicating 
many  subacute  streptococcal  infections  which 
otherwise  were  eventually  fatal.  Of  a series  of 
125  cases  of  this  sort,  more  than  90%  of  them 
recovered  with'  the  use  of  this  serum.  Among 
the  latter  were  six  cases  of  infantile  erysipelas. 
All  recovered,  when  usually  the  outcome  is  quite 
the  opposite.1 

However,  it  soon  became  clear  that  the  results 
were  not  achieved  as  the  result  of  specific  anti- 
bodies contained  in  the  serum  and  for  the  fol- 
lowing reasons.  In  the  first  place,  the  doses  with 
which  we  obtained  maximal  effects  were  very 
small — averaging  from  0.01  c.c.  to  0.1  or  0.2  c.c. 
In  the  second  place,  the  action  of  a specific  anti- 
body could  not  explain  the  healing  of  varicose 


ulcers  of  long  standing  which  had  become  in- 
fected with  an  erysipeloid  type  of  hemolytic 
streptococcus.  Finally,  the  clinical  responses  of 
the  patient  were  not  those  that  could  easily  be 
attributed  to  an  antiserum.  The  latter  included 
a leucocyte  rise,  as  well  as  an  increase  in  blood 
calcium  and  blood  phosphate,  and  sometimes  in 
the  chlorides.  In  addition,  there  was  also  a 
marked  fluid  shift  from  the  water-logged  tis- 
sues back  into  the  vessels,  thus  causing  a dis- 
appearance of  the  general  and  local  edema  as- 
sociated with  severe  infections.  These  phenom- 
ena as  a whole  savor  somewhat  of  a “de-sensi- 
tizing”  or  an  “anti-shock”  effect,  a considera- 
tion that  I shall  amplify  presently. 

That  the  clinical  responses  to  the  serum  were 
not  strictly  specific  may  be  inferred  from  sim- 
ilar results  that  many  years  before  were  ob- 
tained in  erysipelatous  inflammations  by  the 
use  of  ultra-violet  and  X-radiation.  Further- 
more, favorable  clinical  results  have  been  elicited 
from  hyperthermia  and  from  the  use  of  non- 
specific protein,  particularly  when  these  agents 
are  not  employed  in  too  large  doses.  Thus,  two 
or  three  decades  ago  we  heard  a great  deal  about 
protein  shock  therapy,'  the  histamine-like  shock 
usually  resulting  from  too  large  a dose  of  the 
foreign  protein,  or  as  the  result  of  its  introduc- 
tion directly  into  the  blood  stream.  These  ex- 
treme measures  are  largely  responsible  for  ob- 
scuring the  undoubted  clinical  value  associated 
with  the  small,  desensitizing  dose,  which  pre- 
sumably is  anti-shocking  in  its  effect. 

As  to  the  biochemical  implications  of  the  ac- 
tion of  foreign  protein  parenterallv  introduced, 
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all  too  little  is  known.  However,  during  the  last 
decade,  a number  of  studies  from  rather  diverse 
angles  is  shedding  considerable  light  on  some 
of  the  mechanisms  presumably  involved.  Dur- 
ing the  war  period,  the  French  physiologist 
Ungar2,  working  at  the  University  of  Oxford  in 
England,  was  able  to  demonstrate  a remarkable 
phenomena  in  animals.  When  the  latter  were 
subjected  to  measured  doses  of  trauma  which 
were  sublethal,  the  animals  developed  counter- 
shocking  substances  in  their  serum.  Resistance 
against  the  killing  effects  of  traumatic  shock 
could  he  passively  transferred  to  a second  an- 
imal as  the  result  of  injection  of  the  serum  from 
the  first  animal  which  had  received  sublethal 
doses  of  trauma.  In  other  words,  the  serum  of 
the  first  animal  contained  a counter-shocking 
substance. 

This  effect  was  eventually  traced  to  the  elab- 
oration by  the  spleen  of  a hormone-like  substance 
which  the  author  calls  splenin.  Breakdown  prod- 
ucts of  protein  liberated  as  the  result  of  trauma 
are  believed  to  act  first  through  the  pituitary, 
which  in  turn  stimulated  the  adrenal,  and  final- 
ly the  spleen.  We  shall  have  more  to  say  about 
this  pituitary-adrenal  syndrome  in  connection 
with  the  work  of  Selve.2 

In  1937,  Lassabliere4  showed  that  it  was  pos- 
sible to  develop  a considerable  degree  of  resist- 
ance against  cobra  venom  by  injecting  into  an 
animal  a whole  host  of  non-specific  agents.  This 
study  now  finds  its  most  plausible  explanation 
in  the  work  of  Erwin  Haas3,  of  Hollywood’s 
Cedars  of  Lebanon  Research  Laboratories.  He 
has  described  a series  of  anti-invasins,  whose 
function  is  to  neutralize  those  substances  of 
snake  venoms  which  implement  their  rapid 
spreading  throughout  the  tissues.  These  sub- 
stances are  of  the  nature  of  enzymes  and  are 
liberated  from  the  spleen  most  likely.  They  are 
entirely  distinct  from  the  well-known  antibodies 
which,  as  we  shall  see,  also  may  be  liberated  from 
the  lymphatic  structures  as  the  result  of  small 
injections  of  non-specific  protein  and  other  sub- 
stances. 

There  is  also  recent  evidence  that  other  sub- 
stances resident  in  the  spleen  and  brain  may  be 
of  an  antibiotic  nature.  Thus,  Nutini  has  been 
able  to  isolate  from  these  organs  substances  which 
are  capable  of  acting  in  vivo  as  well  as  in  vitro; 
such  bacteria  as  the  staphylococcus  aureus  and 
the  hemolytic  streptococcus  are  deprived  of  their 
virulence.  This  is  particularly  interesting  in  con- 


nection with  our  own  study,  to  which  we  have 
referred  above,  and  whose  objective  was  not  di- 
rected at  killing  parasitic  bacteria,  but  rather  at 
changing  their  phase  of  growth  from  one  involv- 
ing virulence  to  one  lacking  this  attribute.  This 
work  of  Nutini'5  seems  to  be  a more  concrete 
realization  of  that  aim. 

Finally,  we  have  rather  formidable  experi- 
mental evidence  that  the  liberation  of  antibodies 
from  the  lymphatic  tissues  is  not  a dream,  but 
very  much  of  a reality.  It  would  appear  that, 
as  a result  of  previous  infection  or  the  injection 
of  small  doses  of  specific  antigen,  antibodies  can 
he  stored  up  in  the  lymphocytes  of  the  lymph 
glands,  thymus,  and  spleen,  etc.  These  antibodies 
can  then  be  liberated  in  appreciable  quantities 
as  the  result  of  a variety  of  non-specific  stimuli. 
That  is  to  say,  if  the  antibodies  were  originally 
stored  up  against  hemolytic  streptococci,  most 
any  foreign  protein  is  capable  of  bringing  about 
their  liberation  into  the  circulation.  Thus  is  ex- 
plained a reaction  long  known  to  immunologists, 
which  has  gone  under  the  name  of  the  “anam- 
nesic  response.”  The  word  is  really  the  antonym 
of  “amnesia;”  that  is  to  say,  the  cells  which 
were  originally  stimulated  by  an  infection  are 
said  to  “remember”  the  experience,  so  that  on 
subsequent  stimulation  they  behave  as  above  re- 
lated. 

However,  the  cell  products  liberated  as  the 
result  of  stimulation  are  not  of  necessity  pro- 
tective in  nature.  Thus  we  know  that  under  cer- 
tain conditions,  substances  like  histamine,  adeno- 
sine triphosphate,  and  other  rather  toxic  sub- 
stances, may  also  be  liberated.  Perhaps  the  most 
extreme  instance  of  this  sort  of  thing  occurs  in 
the  condition  known  as  status  lymphaticus, 
where  it  would  appear  that  non-specific  stimuli 
minimal  in  amount  can  result  in  the  liberation 
of  lethal  amounts  of  unknown  toxic  substances. 

All  of  this  brings  us  to  a consideration  of  what 
during  the  last  decade  has  come  to  be  widely 
known  as  the  “alarm  reaction,”  so  named  by  its 
discoverer,  Hans  Selye.  lie  has  extended  the 
list  of  non-specific  factors  capable  of  eliciting 
the  effects  discussed,  well  beyond  the  realm 
of  the  foreign  protein.  Thus,  extreme  cold,  fa- 
tigue, emotional  crises,  deep  anesthesia,  etc., 
are  among  the  stresses  capable  of  developing 
varying  degrees  of  shock.  We  have  already  re- 
ferred to  his  work  briefly  in  connection  with 
the  experiments  on  traumatic  shock  by  Ungar. 
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His  work  suggests  that  as  a result,  presum- 
ably, of  cell  substances  liberated  by  mild  shock, 
the  pituitary  puts  out  adrenocorticotrophic  hor- 
mone (ACTII)  which  results  in  the  stimulation 
of  the  adrenals.  The  cortex  of  the  latter  gland 
then  frees  certain  complex  sterols,  which  are 
spoken  of  as  adrenal  corticoids.  They  have  the 
general  effect  of  neutralizing  the  harmful  re- 
sults of  the  original  shock-producing  stimuli. 
This  comes  about  in  part  by  their  activation  of 
the  spleen  to  liberate  splenin  (Ungar).  Inci- 
dentally, the  clinical  response  is  reminiscent  of 
our  therapeutic  serum  that  we  used  so  many 
years  ago  in  treating  hemolytic  streptococcus  in- 
fections. That  is  to  say,  there  is  a fluid  shift 
away  from  the  tissues  and  into  the  vessels,  as 
indicated  in  part  by  copious  diuresis  and  by 
recession  of  tissue  edema.  We  may  also  have 
an  increase  of  blood  sugar,  phosphates,  chlo- 
rides. etc. 

One  of  the  most  important  of  the  adrenal  hor- 
mones is  cortin.  As  the  result  of  continuous 
overdosage  of  this  hormone,  Selye  claims  to  be 
able  to  produce  experimentally  such  important 
pathologic  conditions  as  malignant  nephro- 
sclerosis, periarteritis  nodosa,  and  certain  other 
conditions  whose  etiology  has  been  obscure.  It 
must  be  said  that  before  this  aspect  of  his  work 
is  accepted,  it  must  be  confirmed,  and  so  far  as 
I am  aware,  this  has  not  yet  been  done.  In  any 
case,  Selye  also  claims  that  when  large  amounts 
of  cortin  are  given,  the  animal  becomes  more 
sensitive  to  sodium  chloride.  However,  it  can 
be  counteracted  to  a considerable  extent  by  the 
administration  of  ammonium  chloride  in  the  diet. 
Otherwise,  the  animal  is  likely  to  die  prema- 
turely. 

This  lowering  of  the  threshold  to  sodium 
chloride  experimentally  is  reminiscent  of  at 
least  two  situations  in  clinical  medicine  where 
the  same  situation  obtains.  The  most  important 
of  these,  of  course,  deals  with  a certain  form  of 
hypertension,  and  the  other  is  involved  with 
the  edemas  of  allergy.  The  presumption  has 
been  that  the  sodium-potassium  ratio  of  the  tis- 
sues is  altered  in  favor  of  an  increase  in  the 
sodium  ion,  which  helps  to  explain  the  fluid 
shift  from  the  vessels  into  the  tissues,  thus  ac- 
counting in  part  for  the  edema.  In  fact,  this 
theory  lias  been  made  the  basis  of  certain  diets 
that  provide  considerable  increase  in  potassium 
salts. 

Interesting  in  these  connections  is  the  dietary 


approach  of  Coca7  in  connection  with  non- 
reaginic  allergy.  Coca’s  chief  criterion  for  this 
sort  of  allergic  response  is  tachycardia,  and  it 
is  interesting  that  this  symptom  is  also  of  im- 
portance in  the  initial  shock  phase  of  Selye. 
His  alarm  reaction  also  includes  such  severe 
manifestations  as  hemorrhages,  gastric  ulcers, 
etc.,  and  it  is  worth  noting,  perhaps,  that  Coca 
has  related  to  the  author  cases  of  gastric  ulcer 
which  have  been  promptly  cured  as  the  result 
of  restricting  from  the  diet  the  offending  aller- 
gen . He  believes,  too,  that  glaucoma  represents 
the  same  sort  of  response,  and  has  observed 
favorable  results  in  the  treatment  of  this  disease. 

Finally,  these  considerations  are  reminiscent 
of  the  now  obsolescent  A.  C.  S.  serum  of  Bogo- 
molets.s His  form  of  treatment  has  received  wide 
publicity,  particularly  in  lay  journals,  and  is 
regarded  as  an  important  measure  in  longevity, 
and  is  also  reported  by  the  Russian  school  as 
being  useful  in  cancer,  arthritis,  and  many  in- 
fections. 

So  far  as  infections  alone  are  concerned,  it  is 
to  be  noted  that  the  size  of  the  dose  employed  is 
definitely  comparable  to  the  ones  that  we  used 
in  the  early  1930 ’s  in  connection  with  the  treat- 
ment of  hemolytic  streptococcus  infections  men- 
tioned above.  The  general  principle  followed 
was  one  that  kept  the  size  of  the  dose  consider- 
ably under  the  toxic  or  shock  threshold.  There 
was  considerable  relativity  about  its  applica- 
tion, inasmuch  as  the  varying  susceptibilities 
of  individuals  to  horse  serum  is  well  known  to 
govern  the  degree  of  response.  In  any  case,  it 
is  clear  that  doses  above  the  toxic  level  give 
the  impression  of  elaborating  the  cellular  prod- 
ucts where  the  toxic  components  are  in  excess  of 
the  protective  substances.  By  the  same  token, 
the  resistance  to  the  infection  appears  seriously 
lowered. 

One  of  the  chief  points  that  remains  to  be  set- 
tled in  regard  to  the  efficacy  of  Bogomolets’s 
serum  is  the  question  of  its  specificity.  While 
in  our  own  experiments,  we  started  out  by  using 
an  antistreptococcal  serum,  in  order  to  control 
the  non-specific  factor,  we  also  employed  anti- 
diphtheria  serum,  and  certain  other  antisera. 
However,  it  eventuated  that  the  diphtheria  serum 
was  used  for  the  most  part,  and  as  far  as  we 
were  able  to  tell,  it  was  quite  as  effective  as  the 
anti-streptococcus  serum  itself.  Therefore,  we 
could  only  conclude  that  we  were  dealing  with 
a non-specific  serum  effect  which  obtained  its 
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results  presumably  by  liberating  antibacterial 
substances  from  the  tissues. 

We  have  already  mentioned  the  occasional 
case  of  the  simultaneous  healing  of  varicose  ul- 
cers when  they  happened  to  have  been  infected 
with  hemolytic  streptococci  which  induced  an 
acute  erysipeloid  about  the  lesion.  This  aspect 
of  the  situation  was  never  followed  up  experi- 
mentally, although  considerable  attention  has 
been  devoted  to  the  fracture-healing  effects  of 
the  A.  C.  S.  serum  in  this  connection  at  the 
Cedars  of  Lebanon  Hospital  in  Los  Angeles.9 
The  experimental  results  were  definitely  in  fa- 
vor of  a decrease  in  the  healing  time  of  experi- 
mentally-produced fractures,  and  1 am  informed 
that  this  work  has  been  extended  with  consider- 
able clinical  success  in  several  centers.  In  view 
of  our  best  knowledge,  today,  it  seems  quite  un- 
likely that  any  favorable  results  coming  from 
the  Russian  serum  are  in  any  true  sense  serum 
specific. 

Earlier  in  this  discussion,  I referred  to  the 
possibility  that  the  therapeutic  effect  of  the 
small  doses  of  horse  serum  employed  by  us  might 
be  related  to  their  “desensitizing  effect,”  even 
though  the  latter  is  admittedly  quite  incomplete. 
It  is  a fact  that  the  majority  of  the  hemolytic 
streptococcal  cases  treated  by  us  exhibited  vary- 
ing degrees  of  sensitivity  to  horse  serum.  It 
was  also  evident  in  many  of  the  severely  infect- 
ed cases  that,  following  administration  of  the 
serum,  the  highly  virulent  phase  of  the  strepto- 
coccus was  supplanted  at  least  in  part,  by  a 
growth-phase  in  which  virulence  was  either  defi- 
cient or  absent. 

In  these  connections,  it  is  now  desirable  to 
refer  to  the  work  of  Castaneda10  in  undulant 
fever.  He  finds  that  while  the  modern  anti- 
biotics effective  against  Gram-negative  infec- 
tions, will  eliminate  B.  abortus  from  the  patient’s 
blood  stream,  they  will  not  effect  a permanent 
cure.  This  he  believes  is  related  to  the  fact  that 
an  allergy  to  the  bacterium  exists.  The  latter  is 
clearly  detectable  by  the  skin  test. 

Accordingly,  he  prepared  from  the  filtrates 
of  B.  abortus,  a protein-free,  polysaccharide- 
free  remnant,  by  injection  of  which  he  was  able 
to  bring  about  a negative  skin  test  in  these  pa- 
tients. When  the  appropriate  antibiotic  was  ad- 
ministered following  their  desensitization,  the 
cure  proved  to  be  permanent  in  most  instances. 

In  the  absence  of  desensitization,  he  was  able 


to  demonstrate  that  in  the  macrophage  cells 
of  the  tissues,  the  dregs  of  the  infection  persist 
ed,  even  though  the  actively  multiplying  forms 
of  the  parasite  had  been  eliminated  from  the 
blood  stream.  But  apparently  the  bacterium  led 
a hibernating  existence  in  these  large  cells  of 
the  host,  because,  instead  of  the  normal-sized  B. 
abortus,  the  bacterium  existed  in  very  minute 
virus-like  forms  indistinguishable  from  the 
Rickettsia  that  cause  typhus  fever.  It  seems 
likely  that  these  structures  represent  a dormant 
phase  of  the  bacillus  which  is  resistant  to  the 
antibiotic  and  which  are  later  capable  of  revert- 
ing to  its  actively  multiplying  phase.  These  facts 
furnish  a plausible  explanation  for  the  recru- 
descences of  the  disease  in  desensitized  patients. 

There  is  a substantial  amount  of  evidence  in- 
dicating a direct  connection  between  the  allergic 
state  and  deficiency  of  oxidation;  and  in  turn, 
a connection  between  the  latter  and  vulnerabil- 
ity to  infection.  Thus,  we  have  the  well-kuown 
example  of  an  ordinarily  avirulent  organism, 
the  streptococcus  viridans,  invading  the  tissues 
of  the  bronchial  asthmatic  and  to  such  an  extent 
that  they  eventually  cripple  the  patient’s  lungs. 

With  this  consideration  in  mind,  it  is  pertinent 
to  recall  that  the  virus-like  phases  of  a goodly 
number  of  bacteria  require  at  least  semi-anaero- 
bic conditions  for  their  propagation.  Dienes11  of 
Boston  has  demonstrated  this  to  be  the  case  with 
the  pleuro-pneumonia  group  of  organisms,  as 
well  as  for  such  common  bacteria  as  B.  coli  and 
B.  proteus. 

It- is  therefore  not  unlikely  that  when  Casta- 
neda desensitized  his  undulant  fever  patients, 
the  oxidative  capacities  of  their  tissues  are  re- 
stored to  normal  to  such  an  extent  that  the  in- 
fecting B.  abortus  is  no  longer  able  to  go  through 
the  hibernating  phase  that  Dienes  has  shown  is 
often  resistant  to  an  antibiotic  that  readily  dis- 
poses of  the  actively  multiplying  or  normal 
phase,  so-called. 

In  this  event,  the  cardinal  importance  of  host 
resistance  in  chronic  infections  associated  with 
a specific  allergy  to  the  infecting  organism,  be- 
comes obvious.  It  may  well  be  that  until  the 
practical  importance  of  this  consideration  finds 
tangible  recognition,  we  are  doomed  to  fall 
short  in  our  efforts  to  conquer  such  diseases  as 
tuberculosis,  bacterial  endocarditis,  certain  fun- 
goid infections  as  the  strepthricoses,  and  others. 

In  any  case,  it  is  of  more  than  passing  interest 
that  the  work  of  Castaneda  is  the  first  clear-cut 
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demonstration  of  our  working  hypothesis  that 
seemed  operative  in  the  cure  of  acute  and  sub- 
acute streptococcoses  with  which  we  were  con- 
cerned so  many  years  ago.  The  fact  that  our 
desensitization  techniques  were  at  best  only  par- 
tial did  not  permit  of  us  drawing  conclusions 
with  the  degree  of  certainty  that  is  possible  in 
Castaneda’s  work.  Indeed,  it  has  not  been  pos- 
sible to  desensitize  permanently  or  completely 
against  horse-serum  sensitivity  in  man. 

Lacking  this,  it  seems  increasingly  impossible 
to  neutralize  one  of  the  most  injurious  end- 
products  associated  with  the  allergic  response. 

I refer  now  to  histamine.  Indeed,  the  on-rush  in 
the  development  of  anti-histaminics  in  the  past 
few  years  is  a difficult  one  with  which  to  keep 
pace.  And  to  a certain  extent  this  holds  for  the 
clinical  results  which  are  being  claimed. 

There  seems  no  reasonable  doubt  that  at  least 
a dent  has  been  made  in  the  common  cold-sinusi- 
tis situation,  although  such  claims  as  have  been 
made  recently  in  the  ‘‘Reader’s  Digest”  require 
much  more  extensive  confirmation.  When  one 
recalls  that  the  initial  effect  of  the  common  cold 
is  one  of  mild  shock,  as  convincingly  pointed  out 
years  ago  by  Locke,11’  one  is  compelled  to  take 
antihistaminic  claims  with  a certain  seriousness. 

Even  in  tuberculosis,  the  antihistaminics  are 
being  given  a trial,  and  with  initial  results  suf- 
ficiently favorable  to  lend  support  to  our  posi- 
tion expressed  above  in  relation  to  chronic  in- 
fections whose  destructive  progress  seemed  to 
be  paced  by  the  allergic  response. 

In  this  connection,  one  must  refer  to  the  dra- 
matic clinical  results  attendant  on  the  widening 
sphere  of  action  of  the  adrenotrophic  hormone  of 
the  pituitary  gland,  known  as  A.C.T.H.  At  a 
recent  conference13  held  under  the  auspices  of 
the  Armour  Laboratories,  it  was  reported  that 
sufferers  from  asthma  and  hay  fever  have  un- 
dergone a profound  abatement  of  symptoms 
following  administration  of  A.C.T.H.  In  asthma, 
the  return  to  normal  breathing  has  lasted  for 
two  to  three  weeks  and  after  48-hour  treatment 
at  six-hour  intervals,  hay-fever  patients  had  their 
attacks  halted  for  the  remainder  of  the  season. 

It  is  now  pertinent  to  recall  the  theory  of 
Selye  that  the  pituitary-adrenal  pathway  medi- 
ates a number  of  non-specific  effects,  ranging 
from  non-specific  shock  effects  to  those  of  psy- 
chic disturbances.  It  may  well  be  that  the 
A.C.T.H.  hormone  released  by  the  pituitary  is 


the  immediate  chemical  agent  that  initiates  the 
chain  of  tissue  responses  that  today  includes  the 
temporary  cure  of  rheumatoid  arthritis,  rheu- 
matic heart  disease,  psoriasis,  etc. 

It  is  also  of  interest  to  recall  that  in  Selye ’s 
work  an  important  experimental  gap  existed  be- 
tween the  shock  stimuli  and  the  pituitary  gland 
itself.  In  other  words,  he  was  at  a loss  to  know 
what  biochemical  influence  transferred  the  in- 
itial effect  to  the  pituitaiy,  there  being  no  satis- 
factory evidence  that  this  gland  was  under  direct 
assault. 

Possibly  illuminating,  therefore,  are  the  re- 
cent studies  of  David  Hume14  of  the  Harvard 
Medical  School.  His  work  indicates  that  a new 
hormone  from  the  hypothalamus  is  necessary  for 
the  activation  of  the  pituitary  and  adrenal  glands 
iu  their  response  to  stress.  If  the  hypothalamus 
is  injured,  the  pituitary-adrenal  pathway  fails 
to  respond;  but  injections  of  hypothalamic  hor- 
mone produced  a positive  reaction  in  normal  an- 
imals, as  well  as  on  those  with  hypothalamic 
lesions. 

If  it  eventuates  that  the  A.C.T.H.  of  the  pitui- 
tary gland  is  liberated  by  this  new  hypothalamic 
hormone,  a most  important  clarification  of  the 
pituitary-adrenal  pathway  will  have  been  effect- 
ed. Particularly  is  this  the  case  in  view  of  the 
startling  physiologic  effects  of  A.C.T.H.  and  the 
adrenal  hormone,  cortisone,  in  rheumatoid  and 
other  pathologic  states,  such  as  allergy.15 

On  the  other  hand,  it  is  important  to  point 
out  a certain  interesting  parallelism  between  the 
action  of  A.C.T.H.  and  horse  serum  and  other 
foreign  proteins.  This  concerns  the  size  of  the 
dose  and  the  somewhat  uncertain  responses  de- 
pendent on  it,  a consideration  to  which  we  have 
called  attention  earlier.  Tt  may  mean  that  these 
new  hormones  represent  a large  part  of  the  ef- 
fect arising  from  the  parenteral  introduction  of 
foreign  protein,  the  net  response  in  the  indi- 
vidual case  being  a resultant  of  several  variables 
among  which  are  the  degree  of  sensitivity  to  the 
antigen  introduced,  intactness  of  the  hypothal- 
amic-pituitary pathway,  etc. 

Such  effects  may  either  cancel  each  other  out, 
up  to  a point,  or  they  may  have  a mutually  re- 
inforcing action.  In  any  ease,  it  becomes  easier 
to  understand  why  for  the  most  part  the  action 
of  such  a hormone  as  A.C.T.H.  was  more  likely 
to  be  obscured  by  the  conflicting  side  reactions; 
and  when  the  latter  were  in  abeyance,  the  dra- 
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matic  reversal  of  number  of  pathologic  effects 
often  resulted.  Such  responses  are  now  clearly 
reproducible  because  of  our  ability  to  use  vary- 
ing dosages  of  the  new  hormones  in  a relatively 
pure  state. 

This  is  not  to  say  that  the  manifold  responses 
of  the  foreign  protein  reaction  have  now  become 
an  open  book.  Far  from  it.  Thus,  it  was  almost 
invariably  true  in  the  writer’s  experience  in 
hemolytic  streptococcal  infections,  that  a mild 
degree  of  serum  sickness  heralded  the  early  and 
complete  recovery  of  the  patient.  Particularly 
was  this  true  when  this  “complication”  disguised 
itself  as  an  arthritis. 

Of  the  hormonal  balance  implications,  we  of 
course  know  nothing,  but  we  may  think  of  these 
new  hormones  as  paving  the  way  to  a more  ade- 
quate knowledge  of  the  mechanisms  underlying 
this  paradoxical  manifestation  of  host  resistance. 

There  is  one  final  aspect  of  the  latter  subject 
that  merits  attention,  and  that  is  the  one  dealing 
with  “artificial  opsonins.  ” Opsonins  per  se  have 
always  been  thought  to  originate  with  the  animal 
body  exclusively,  but  the  recent  work  of  Nun- 
gestffl*16  permits  a modified  view.  Working  with 
several  of  the  newer  detergent  compounds  of 
high  ammonia  content,  lie  found  a noteworthy 
stimulation  of  the  white  blood  cells  and  attendant 
phagocytosis. 

Mice  were  protected  against  100,000  fatal  doses 
of  pneumonia  germs  by  these  substances  which, 
per  se,  had  no  bacteriostatic  or  bactericidal  effect 
on  the  pneumococci  — at  least  in  the  concentra- 
tions used  in  the  experiments.  While  the  work 
has  not  yet  been  extended  to  human  cases,  it 
represents  a most  promising  departure  in  the 
creation  of  resistance  of  the  host  to  infections. 

SUMMARY 

It  is  becoming  clearer  that  many  non-specific 
influences  may  result  in  the  liberation  of  a vari- 
ety of  specific  substances  into  the  circulation. 
Some  of  these  are  hormonal  and  some  contribute 
to  an  improved  glandular  balance.  The  latter 
appears  to  result  in  decreased  sensitivity  to  for- 
eign substances  of  any  sort,  and  especially  to 
infectious  agents.  By  the  same  token,  an  im- 
proved glandular  balance  may  tend  to  inactivate 
sensitizing  effects  of  non-hormonal  cellular 
products  that  also  are  liberated  as  the  result  of 
non-specific  stimuli. 

Whether  foreign  protein  or  other  form  of 


stimulus  is  employed  to  elicit  such  response,  it 
is  likely  to  be  conditioned  by  the  size  of  the  dose, 
which  should  be  well  below  the  threshold  re- 
quired to  produce  even  mild  symptoms  of  shock. 
Naturally,  this  is  in  part  a function  of  the  pa- 
tient’s sensitivity.  Therefore,  it  may  vary  con- 
siderably, thus  providing  ample  opportunity  for 
clinical  judgment  based  on  an  intelligent  dis- 
crimination between  the  symptoms  of  the  dis- 
ease per  se  and  those  resulting  from  the  treat- 
ment. 

It  is  of  special  interest  that,  despite  the  di- 
versity of  the  stimuli  evoking  the  liberation  of 
these  protective  substances,  to  a considerable  ex- 
tent they  seem  to  be  channeled  through  a single 
endocrine  pathway.  The  latter  involves  hor- 
monal interdependencies  between  the  hypothala- 
mus the  pituitary-adrenal,  the  lymphatic  glands, 
and  in  all  likelihood  others  not  as  yet  clearly 
traced  into  the  mechanism. 

Inasmuch  as  our  modern  chemotherapeutic 
agents  are  dominantly  bacteriostatic  rather  than 
bactericidal,  they  require  the  cooperation  of  spe- 
cific antibodies,  organ-antibiotics,  counter-shock- 
ing substances,  etc.,  for  the  final  destruction  of 
microorganisms. 
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MENSTRUAL  IRREGULARITIES 

E.  STEWART  TAYLOR,  M.  J). 

Denver,  Colorado 

(From  the  Department  of  Obstetrics  and  Gyne- 
cology, University  of  Colorado  School 
of  Medicine.) 


'VTORMAL  menstruation  is  not  clearly  nnder- 
•*"  ^ stood.  It  is  a combined  vasomotor-hormonal 
phenomenon  that  occurs  more  or  less  regularly 
from  puberty  to  menopause  except  for  episodes 
of  pregnancy.  Since  the  normal  physiology  of 
menstruation  is  not  understood  completely,  it 
becomes  difficult  to  talk  about  disorders  of  this 
function.  Our  methods  of  diagnosing,  managing, 
and  treating  menstrual  irregularities  and  dis- 
orders will  be  given. 

The  uterus,  the  pituitary  gland,  the  ovaries, 
and  the  thyroid  gland,  are  separate  organs  that 
participate  in  the  menstrual  function.  Disorders 
of  any  one  of  these  organs  upsets  their  inter- 
relationships. We  also  know  that  abnormalities 
of  the  blood  such  as  anemia,  leukemia,  etc.,  may 
enter  into  the  picture.  Some1  have  thought  that 
liver  derangements  or  deficiencies  may  play  a 
part  in  irregular  menstruation.  Clinical  trial 
with  large  doses  of  vitamin  B has  not  given  strik- 
ing results.  The  original  laboratory  work  and 
the  original  clinical  trials  were  predicated  upon 
the  fact  that  a poorly  functioning  liver  fails  to 
inactivate  circulating  estrogens ; thereby,  allow- 
ing excess  available  estrogens  to  produce  irregu- 
lar and  prolonged  endometrial  bleeding.  The 
facts  are  that  the  laboratory  animal  experiments 
where  this  theory  was  applied  were  done  in 
such  a way  as  to  be  dealing  with  a markedly 
pathologic  liver  such  as  caused  by  chloroform 
poisoning;  and  that  very  few  women  with  men- 
strual disorders  have  any  liver  pathology. 

Presuming  a normal  anterior  gland,  normal 
ovaries,  and  a normal  uterus  the  follicle  stimu- 
lating hormone  from  the  pituitary  gland  stim- 
ulates the  growth  of  the  primordial  follicle  into 
the  developing  Graffian  follicle.  The  ovary,  after 


this  stimulation,  produces  follicular  hormone. 
Slightly  before  mid-cycle  in  the  mature  woman 
the  lutenizing  hormone  from  the  pituitary  gland 
acts  upon  the  follicle,  causing  it  to  rupture,  to 
extrude  the  ovum,  and  to  become  a corpus 
luteum.  From  this  point  on,  the  ovary  secretes 
corpus  luteum  hormone  (progesterone)  and  estro- 
gen until  just  before  the  beginning  of  menstrua- 
tion, at  which  time  there  is  a sudden  withdrawal 
of  estrogen  and  progesterone,  followed  by  men- 
struation. Thus  we  have  in  brief  the  story  of 
normal  menstruation,  but  many  of  the  intricate 
fragments  of  undiscovered  knowledge  are  lack- 
ing. 

Estrone  and  estriol  are  estrogenic  substances 
found  in  the  urine.  Estradiol  is  the  substance 
actually  found  in  the  ovary.  Estrone  and  estriol 
are  metabolic  products  of  estradiol. 

Our  most  common  type  of  menstrual  irregu- 
larity is  associated  with  the  anovulatory  cycle. 
Normally,  an  adult"  woman  ovulates  each  month 
until  the  menopause  is  approached.  Around  age 
40  ovulation  becomes  a less  regular  event. 

The  anovulatory  cycle  is  characterized  by  es- 
trogen stimulation  without  progesterone  hor- 
mone effects.  Progesterone  hormone  is  normally 
present  during  the  last  one-half  of  the  menstrual 
cycle  and  is  responsible  for  the  secretory  endo- 
metrium. There  is  no  known  estrogen  level  at 
which  one  can  predict  vaginal  bleeding.  Inform- 
ation on  this  score  is  cpiite  meager.  It  is  known, 
however,  that  estrogen  does  promote  endometrial 
growth,  and  that  its  withdrawal  will  cause  en- 
dometrial shedding  with  vaginal  bleeding.  En- 
dometrial biopsy  in  cases  of  anovulatory  bleed- 
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ing  may  show  endometrial  hyperplasia  or  may 
show  only  a proliferative  endometrium  with  mi- 
croscopic evidences  of  hemorrhage,  or  may  re- 
veal an  atrophic  endometrium. 

Profuse  or  prolonged  functional  bleeding  may 
occur  infrequently  from  a progestational  endo- 
metrium.2 Such  cases  are  not  easy  to  treat,  and 
again  precise  details  of  etiology  are  not  clear. 

DIAGNOSIS 

In  our  own  clinic  we  have  been  impressed  with 
the  inaccuracies  encountered  in  making  an  office 
diagnosis  of  functional  or  endocrine  uterine 
bleeding.  This  is  so  much  so  that  we  now  will 
not  make  a diagnosis  of  functional  bleeding, 
other  than  in  the  very  young  patient,  without 
the  aid  of  diagnostic  curettage  accompanied  by 
a pelvic  examination  under  anesthesia.  We  have 
found,  to  our  sad  experience,  that  retained  prod- 
ucts of  conception,  submucous  fibroids,  or  endo- 
metrial polyps  have  been  organic  causes  for  pre- 
viously supposed  functional  bleeding.  If  the 
endometrial  curettage  biopsy  demonstrates  no 
organic  findings  we  are  justified  in  a diagnosis 
of  functional  bleeding.  The  basal  metabolic  test, 
as  an  aid  to  diagnosis  and  treatment  in  these 
cases,  has  been  very  much  of  a disappointment. 
We  practically  never  enlist  bioassav  of  body  hor- 
mones as  an  adjunct  to  diagnosis  of  functional 
uterine  bleeding.  These  determinations  are  ex- 
pensive, many  times  unreliable,  often  mislead- 
ing, and  are  unnecessary. 

Vaginal  cytology  methods  such  as  the  Shorr 
stain  or  Papanicolaou  stain,  although  helpful  in 
the  diagnosis  and  management  of  other  endo- 
crine disturbances,  are  not  helpful  in  the  diag- 
nosis or  treatment  of  functional  bleeding.  One 
word  further  in  regard  to  diagnostic  curettage 
as  a weapon  in  diagnosis : we  believe  that  this 
procedure  should  be  done  during  a bleeding 
phase.  The  reasons  for  this  are  that  functional 
bleeding  is  a self-limiting  disease  in  many  in- 
stances and  endometrial  curettage  may  be  un- 
necessary if  the  bleeding  has  stopped.  Secondly, 
one  is  able  to  determine  the  type  of  endometrium 
from  which  the  bleeding  originates,  and  lastly 
the  curettage  is  not  infrequently  therapeutic  as 
well  as  diagnostic  since  it  will  stop  the  bleeding 
in  most  cases.  In  some  patients  the  prolonged 
or  irregular  bleeding  is  controlled  from  six 
months  to  a year  to  indefinitely  by  simple  endo- 
metrial curettage. 

To  summarize  diagnosis,  functional  bleeding 


cannot  be  labeled  as  such  without  the  aid  of  en- 
dometrial curettage  and  pelvic  examination  un- 
der anesthesia.  In  one  case  we  made  an  office 
diagnosis  of  functional  bleeding.  By  following 
the  rule  of  always  curetting  before  final  diagno- 
sis or  treatment,  we  found  the  diagnosis  to  be 
endometrial  carcinoma.  The  symptoms  and  signs 
in  this  35-year-old  woman  were  not  different 
from  functional  endometrial  bleeding. 

One  might  ask,  why  not  an  office  endometrial 
biopsy  instead  of  curettage  under  anesthesia? 
We  prefer  the  latter  since  the  pelvic  examina- 
tion under  anesthesia  often  proves  informative, 
and  the  thorough  curettage  often  proves  thera- 
peutic. Blood  dyscrasias  and  anemia  must  be 
thought  about  and  ruled  out  in  the  differential 
diagnosis. 

TREATMENT 

Much  of  the  treatment  is  empirical,  and  none 
is  completely  satisfactory.  As  already  men- 
tioned, general  constitutional  physical  factors 
as  well  as  mental  factors  may  enter  into  the 
problem.  We  recognize  also  that  this  condition 
is  subject  to  spontaneous  correction.  It  is  no 
source  of  amazement  that  treatments  l'ecom- 
mended  include  many  of  the  vitamins,  all  the 
hormones  , combinations,  and  other  even  more 
unspecific  remedies  such  as  snake  venom. 

We  divide  our  functional  bleeding  cases  into 
age  groups  for  treatment.  From  age  12  to  around 
18,  one  can  gamble  usually,  and  not  do  a diag- 
nostic curettage.  At  this  age  one  is  unlikely  to 
be  over-looking  a pregnancy  or  tumor.  In  those 
with  severe  bleeding:  bed  rest,  treatment  of  the 
anemia,  transfusions,  and  ergotrate  all  have  a 
place.  For  hemostasis  we  use  10  mg.  of  diethyl- 
stilbesterol  daily.  In  two  or  three  days  the  bleed- 
ing will  stop.  The  diethylstilbesterol  is  gradual- 
ly withdrawn,  giving  5 mgm.,  then  2 mgm.,  then 
1 mgm.,  and  then  none.  The  adolescent  girls  are 
followed  with  no  specific  therapy.  They  are 
given  iron  and  liver  to  maintain  normal  hemo- 
globin and  red  blood  cell  levels.  Should  bleeding 
recur,  large  doses  of  estrogen  may  be  again  ap- 
plied without  harm.  This  type  of  bleeding  is 
anovulatory  and  therefore  the  endometrium  is 
deprived  of  progesterone.  Continued  estrogen 
stimulation  may  l’esult  in  endometrial  hyper- 
plasia. In  time  Nature  will  intercede  with  nor- 
mal ovarian  function  and  correct  the  condition. 
It  is  exceedingly  rare  that  adolescent  bleeding 
cannot  be  stopped  by  hormonal  methods.  Hyster- 
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eetomy  should  never  be  necessary.  Infrequently, 
and  after  some  thought,  it  may  be  necessary  to 
do  a curettage  upon  an  adolescent  functional 
bleeder  for  purposes  of  hemostasis. 

There  are  no  responsible  groups  who  recom- 
mend radio-therapeutic  methods  for  the  control 
of  adolescent  functional  bleeding.  Several  years 
ago,  in  desperation,  gynecologists  used  to  treat 
recalcitrant  cases  with  small  doses  of  intra- 
uterine radium.  Another  variation  of  this 
theme  was  externally  applied  irradiation  through 
the  anterior  abdominal  wall.  Experience,  usual- 
ly in  the  form  of  disaster,  lias  influenced  clini- 
cians to  disregards  such  methods.  Dosages  cali- 
brated to  be  large  enough  to  control  the  bleed- 
ing, and  small  enough  to  preserve  satisfactory 
ovarian  function  were  found  impossible  to  de- 
liver with  any  consistency.  Sub-sterilizing  doses 
were  not  infrequently  followed  by  permanent 
amenorrhea.  Cases  are  being  collected  in  which 
a small  dose  of  intra-cavitary  radium  given  fif- 
teen to  twenty  years  ago  has  been  followed  by 
endometrial  sarcoma. 

Irradiation  of  long  bones  in  adolescent  bleed- 
ing cases  and  irradiation  of  the  pituitary  gland 
have  been  tried.  None  of  these  radio-therapeutic 
methods  are  advised  today. 

The  next  age  group  under  consideration  in  a 
discussion  such  as  this  is  that  group  which  rep- 
resents the  childbearing  age.  It  is  in  this  group 
that  one  has  to  be  particularly  careful  in  diag- 
nosing functional  bleeding.  From  age  17  to  18 
and  upwards,  we  insist  that  curettage  and  pelvic 
examination  under  anesthesia  be  a pre-requisit 
to  diagnosis  or  therapy.  By  so  doing  we  find 
that  approximately  one-third  of  our  cases  diag- 
nosed in  the  office  or  in  the  out  patient  clinic  as 
functional  bleeding  cases  no  longer  remain  in 
that  class  but  are  actually  organic  uterine  bleed- 
ers, due  to  such  conditions  as  pregnancy,  endo- 
metritis, pelvic  inflammation,  ovarian  cysts,  or 
a submucous  fibroid. 

In  the  management  of  our  functional  bleeding 
patients  we  have  discovered  that  of  the  remain- 
ing two-thirds  that  came  to  us  originally  as  func- 
tional uterine  bleeders,  one-half  of  these  respond 
to  curettage  for  from  six  months  to  a year  or 
more.  In  other  words,  we  have  found  that  of  all 
patients  that  we  diagnosed  as  functional  uterine 
bleeding  during  the  childbearing  age,  one-third 
were  falsely  diagnosed,  one-third  were  controlled 
by  curettage,  and  one-third  were  left  for  hor- 
mone therapy. 


Thyroid  hormone  therapy  has  been  a disap- 
pointment to  us  in  the  management  of  functional 
bleeding.  We  have  gotten  basal  rates  upon 
eighty  consecutive  cases  with  this  complaint. 
The  basal  metabolic  rate  was  within  normal 
limits  in  each  instance.  We  do  not  use  thyroid 
extract  in  the  treatment  of  these  cases.  In  our 
opinion,  the  enthusiasm  for  the  drug  is  unwar- 
ranted. Spontaneous  remissions  are  not  uncom- 
mon. Several  of  our  cases  have  spontaneously 
adjusted  themselves  while  awaiting  hospital 
admission  for  curettage. 

•Estrogen,  progesterone,  and  testosterone  are 
effective  in  the  management  of  menstrual  ir- 
regularities. Each  preparation  has  its  enthusi- 
astic supporters.  As  previously  stated,  we  only 
use  hormones  in  treatment  following  positive 
diagnosis  established  by  curettage  and  pelvic 
examination  under  anesthesia,  except  in  the 
very  young. 

Our  favorite  method  for  the  management  of 
functional  bleeding  that  persists  after  curettage 
is  Hamblen’s  cyclic  estrogen  and  progesterone 
treatment.3  The  treatment  is  started  immediate- 
ly after  bleeding  ceases.  The  bleeding  can  be 
halted  either  by  large  doses  of  estrogen,  5 to  6 
mg.  of  diethylstilbesterol  daily,  or  by  7.5  mg.  of 
estrone  sulfate  daily.  Each  is  given  orally. 
Either  after  curettage  or  stasis  of  the  bleeding 
from  estrogens,  the  patient  is  given  1.25  mg.  of 
estrone  sulfate,  three  times  daily  for  20  days. 
The  last  ten  days'  of  this  twenty  are  supplement- 
ed with  10  mg.  of  oral  pranone,  three  times  each 
day.  This  regime  is  repeated  for  three  or  four 
months.  The  patient  is  given  a rest  from  ther- 
apy to  see  if  her  own  regulatory  mechanisms 
will  take  over  the  job  of  regular  menstruation. 
In  this  manner,  the  pituitary  gland  and  ovaries 
are  put  at  rest  and  the  endometrium  is  placed 
under  biphasic  control  for  at  least  three  or  four 
months.  Many  patients  stay  regulated  under 
this  method. 

Another  method  of  management  that  has  been 
recommended  by  Smith4  and  with  which  we  have 
had  approximately  seventy-five  per  cent  success 
in  the  treatment  of  functional  bleeding  is  the 
estradiol  benzoate  and  progesterone  method.  Ten 
mg.  of  progesterone  and  1 mg.  of  estradiol  ben- 
zoate is  given  the  21st  day  of  the  cycle,  the  first 
day  being  the  first  day  of  flow.  From  the 
twenty-second  through  the  twenty-fifth  day  of 
the  cycle,  10  mg.  of  intramuscular  progesterone 
is  continued.  This  treatment  is  continued  for 
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two  to  three  months.  In  those  patients  complain- 
ing' of  too  frequent  bleeding  the  above  regime  is 
started  eight  days  prior  to  the  expected  date  of 
flow.  In  this  manner  the  span  between  the  men- 
strual bleeding  can  be  widened. 

Twenty-five  mg.  of  intramuscular  testosterone 
propionate  three  times  weekly  for  two  weeks, 
will  stop  excessive  or  prolonged  vaginal  bleed- 
ing/’ Androgen  therapy  produces  endometrial 
atrophy  and  halts  the  bleeding  in  that  manner. 
No  more  than  250  mg.  of  androgen  should  be 
given  each  month.  More  than  this  amount  may 
lead  to  mascnlinization. 

Functional  bleeding  that  occurs  in  the  women 
of  the  childbearing  age  can  be  controlled  by 
diagnostic  and  therapeutic  curettage,  except  for 
about  one-third  of  eases.  These  need  hormone 
therapy  for  a few  months.  One  has  to  be  certain 
that  the  bleeding  is  not  due  to  pelvic  inflamma- 
tory disease.  Such  a cause  for  bleeding  never 
is  helped  by  any  of  the  hormonal  therapeutic 
methods  outlined  here. 

In  the  group  of  women  thirty-eight  and  over, 
the  so-called  p re-menopausal  group,  we  rarely 
resort  to  hormone  management.  Women  of  this 
age  group  deserve  a diagnostic  and  therapeutic 
curettage  even  more  than  those  of  the  childbear- 
ing age.  Endometrial  carcinoma  is  exceedingly 
rare  under  forty.  After  forty  it  is  always  a 
potential  threat.  If  the  first  curettage  does  not 
bring  the  functional  bleeding  complaint  under 
control  readily  we  are  likely  to  try  another 
curettage.  If  one  or  two  curettages  do  not  re- 
lieve the  irregular  bleeding  our  next  step  is 
usually  along  the  lines  of  a permanent  cure. 
Here  we  have  three  treatments  to  offer:  intra- 
cavity radium,  external  irradiation,  or  hyster- 
ectomy. We  prefer  abdominal  or  vaginal  hys- 
terectomy in  most  cases  because  the  ovaries  can 
be  preserved.  With  irradiation  one  stops  the 
bleeding  by  permanently  blighting  the  ovaries. 
If  menopausal  symptoms  appear,  the  therapeutic 
relief  of  such  symptoms  may  re-establish  irregu- 
lar, prolonged  or  profuse  bleeding.  Some  will 
take  issue  with  us  on  the  recommendation  of 
hysterectomy  in  pre-menopausal  women  who  con- 
tinue to  bleed  following  two  or  three  curette- 
ments.  Some  say  that  such  irregularities  can  be 
controlled  with  the  various  hormones.  Our  ex- 
perience has  made  us  unenthusiastic  about  hor- 
mone control  methods  in  these  older  women.  The 
number  of  failures  has  been  too  high  from  the 
standpoint  of  patient  or  physician  satisfaction. 


In  the  obese  woman,  the  hypertensive  patient, 
or  in  the  patient  with  systemic  disease,  hyster- 
ectomy seems  too  great  a risk  at  times  In  these 
we  may  recommend  intra-uterine  radium.  Under 
anesthesia  a curettage  is  done  and  80  mg.  of 
radium  screened  with  the  equivalent  of  1.5  mm. 
of  platinum  is  placed  in  the  uterine  cavity.  The 
laboratory  is  asked  to  render  us  a 2-1  hour  micro- 
scopic report  upon  the  tissue  removed.  If  the 
diagnosis  is  that  of  a benign  endometrium  the 
radium  is  removed  at  the  end  of  24  hours.  If 
the  pathologist  reports  endometrial  malignancy 
the  radium  remains  for  4000  mg.  hours.  Endo- 
metrial carcinoma  cases  are  then  followed  by 
total  hysterectomy  and  bilateral  salpingo-oophor- 
ectomy.  External  irradiation  directed  toward 
the  ovaries  is  as  effective  as  radium  but  it  should 
always  be  preceded  by  diagnostic  curettage. 

SUMMARY 

This  discussion  has  outlined  our  approach  to 
the  management  of  functional  or  endocrine  uter- 
ine bleeding.  Our  experience  has  taught  us  that 
the  diagnosis  is  many  times  inaccurate  if  not 
made  after  diagnostic  curettage  and  pelvic  ex- 
amination under  anesthesia.  We  have  learned 
also  that  simple  curettage  is  an  exceedingly  ef- 
fective therapeutic  instrument.  Often  the  pa- 
tient is  relieved  of  complaints.  The  length  of  the 
cure  varies  from  several  months  to  indefinitely. 
Perhaps  one-third  of  functional  bleeding  pa- 
tients need  to  have  hormone  therapy,  but  only 
after  curettage,  except  for  the  very  young.  Hor- 
mone therapy  in  the  pre-menopausal  group  is 
likely  to  be  disappointing.  If  the  curettage  has 
failed  to  bring  about  a satisfactory  result  after 
two  or  three  trials,  Ave  are  likely  to  recommend 
a permanent  procedure  such  as  hysterectomy  or 
irradiation  in  certain  chosen  patients. 
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MENIERE’S  SYNDROME;  DISTURBANCE  OF  VESTIBULAR 
APPARATUS  — A Preliminary  Report 
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'T'HE  term  “Meniere's  Syndrome"  has  caused 
much  controversy  because  in  the  original 
description  it  was  believed  to  be  due  to  a hem- 
orrhage into  the  labyrinth.  This  idea  has  been 
abandoned  by  most  recent  writers.1 

Since  the  pathological  basis  is  unknown,  the 
syndrome  is  classified  by  its  symptom  complex. 
Meniere's  syndrome  is  divided  into  two  phases: 
the  acute  phase,  in  which  there  is  a sudden  onset 
of  severe  vertigo  which  may  or  may  not  be  as- 
sociated with  tinnitus  and  deafness;  and  the  sub- 
acute or  chronic  phase  in  which  tinnitus  and 
deafness  of  a mild  form  are  more  or  less  con- 
stantly present  with  dizziness  and  headache  oc- 
curring in  milder  forms  at  frequent  intervals. 

Atkinson-  expresses  the  belief  that  Meniere's 
syndrome  is  primarily  dependent  on  either  in- 
creased capillary  permeability  or  vasospasm. 
Poos3  in  a discussion  of  vertigo  mentions  allergy 
and  excessive  histamine  formation  as  common 
causes.  Lindsay4  expresses  doubt  as  to  the  al- 
lergic basis  of  Meniere’s  syndrome.  He  believes 
the  syndrome  is  a symptom  complex  characteris- 
tic of  several  separate  diseases  of  the  inner  ear. 

In  the  acute  phase  Day5  recommends  surgical 
destruction  of  the  labyrinth  in  Meniere’s  disease 
resistant  to  conservative  measures.  He  reports 
relief  of  symptoms  by  this  method  but  warns 
that  the  operation  usually  destroys  the  hearing 
on  the  involved  side. 

Nelson- Jones0  points  out  that  at  times  the  at- 
tacks of  vertigo  may  be  accompanied  with  gen- 
eral disturbances  of  the  vegetative  nervous  sys- 
tem, and  that  a primary  gastro-intestinal  condi- 
tion may  lie  simulated.  They  recommend  surgery 
only  after  conservative  treatment  has  failed. 

SYMPTOMS  AND  DIAGNOSIS 

Vertigo,  according  to  Brain,7  is  “the  conscious- 
ness of  disordered  orientation  of  the  body  in 
space.’’  This  is  the  most  disturbing  symptom 
of  Meniere’s  syndrome  especially  in  the  acute 
phase  where  the  onset  is  sudden  and  may  occur 
any  time,  even  while  asleep.  The  vertigo  may 
last  for  only  a few  minutes  or  persist  in  a sub- 


acute or  milder  form  for  days  or  even  weeks. 
If  the  symptom  complex  can  be  reproduced  by 
the  caloric  test,  it  is  very  suggestive  of  labyrin- 
thine irritation.  However,  this  is  not  always  true. 
In  a series  of  cases  reported  by  Crowe8  35% 
showed  a normal  response  to  the  caloric  test, 
19%  a sub-normal  response  and  29%  failed  to 
react  on  the  affected  side.  When  the  labyrinth 
fails  to  react,  organic  disease,  such  as  8th  nerve 
tumor,  should  be  ruled  out  before  a diagnosis 
of  Meniere’s  disease  is  made.  Acute  and  chronic 
middle  ear  suppuration  may  also  cause  dizziness. 

Nystagmus  may  or  may  not  be  present.  It  is 
usually  noted  in  the  acute  phase  but  its  presence 
in  the  chronic  state  is  quite  variable. 

Tinnitus  is  usually  present  and  greatest  on  the 
affected  side.  It  may  be  limited  completely  to 
the  affected  side. 

Deafness,  particularly  in  the  acute  phase,  may 
be  complete  on  the  affected  side.  In  the  chronic 
phase  it  is  limited  to  the  higher  tones  and,  if 
not  relieved,  will  progress. 

Headache  is  a common  finding  in  the  chronic 
phase.  It  is  usually  unilateral.  Occipital  head- 
ache with  radiation  down  back  of  neck  is  noted 
at  times  . 

These  symptoms  are  suggestive  of  Meniere's 
syndrome  but  the  diagnosis  should  be  made  only 
after  a complete  physical  examination  has  rules 
out  any  organic  process.  This  is  true  because 
knowledge  of  the  pathological  process  of  the  syn- 
drome is  so  inadequate.. 

TREATMENT 

Since  the  pathology  of  the  process  is  so  in- 
definite, the  treatment  varies  according  to  the 
theories  offered  to  explain  the  syndrome.  In  the 
acute  phase  surgical  destruction  of  the  labyrinth 
on  the  affected  side  is  recommended  by  many 
authors.  In  the  subacute  or  chronic  phase  the 
conservative  medical  approach  is  the  treatment 
of  choice.  The  medical  approach  varies  greatly 
because  there  is  still  no  form  of  medical  treat- 
ment which  has  any  great  claim  over  the  others. 
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All  factors  which  tend  to  promote  general  well- 
being  and  good  health  are  of  prime  importance. 

Specific  treatments  which  are  current  at  pres- 
ent are  the  sodium-free  diet  of  Furstenberg, 
Lashmet  and  Lathrop9;  the  histamine  treatment 
of  Sheldon  and  Horton10;  and  the  potassium 
chloride  treatment  of  Talbott  and  Brown.11 

Other  treatments  which  have  been  tried  are: 
benzyl  cinnamate  by  Seal12;  and  vitamin  ther- 
apy by  Atkinson.13,  14 

It  is  the  author's  belief  that  the  syndrome  re- 
sults from  a combination  of  several  factors  which 
effect  the  labyrinth  and  treatment  is  designed 
to  overcome  the  causative  factors.  These  factors 
are  histamine  sensitivity,  vitamin  deficiency,  and 
capillary  permeability.  They  may  occur  separ- 
ately oi'  in  any  combination.  A complete  exam- 
ination is  done  first  to  rule  out  any  organic  con- 
dition. This  is  very  important  and  several  re- 
checks as  well  as  the  aid  of  an  internist  are  es- 
sential to  eliminate  organic  disease.  At  this  point 
the  histamine  skin  test  is  performed  which  di- 
vides or  classifies  the  causative  factors.  There 
are  three  reactions  noted  which  are  of  import- 
ance.* First,  the  histamine  positive  or  vaso- 
dilator group  which  respond  to  histamine  de- 
sensitization  therapy;  second,  the  histamine  neg- 
ative or  vasoconstrictor  group  which  respond  to 
vitamin  therapy  (nicotinic  acid)  ; and  third,  the 
intermediate  group  with  a large  negative  or  small 
positive  reaction  which  respond  to  minimal  doses 
of  histamine  given  orally  along  with  Hesperidin 
Chalcone  Sodium1'’  to  overcome  capillary  perme- 
ability. 

The  histamine  positive  group  respond  to  hista- 
mine desensitization.  This  is  accomplished  either 
by  the  intravenous  or  subcutaneous  iniection 
methods.  The  intravenous  method  is  more  rapid 
but  much  more  difficult  to  control  because  it 
may  aggravate  the  symptoms  if  given  too  rap- 
idly. The  commercial  solution  of  1.1  mgm.  of 
histamine  phosphate  in  500  c.c.  of  saline**  is 

•The  histamine  skin  test: 

An  intradermal  injection  of  0.02  c.c.  of  histamine  acid  phos- 
phate (2.75  mem,  in  5 c.c.)  is  placed  on  the  ventral  surface 
of  the  forearm.  The  reaction  is  read  in  10  to  15  minutes. 
There  are  three  tvoes  of  reaction  to  be  noted.  First,  the  nega- 
tive reaction  which  shews  no  area  of  redness  or  ervthema 
around  the  area  of  iniection.  Second,  the  slightly  positive  or 
large  negative  react’on  in  which  there  is  a fairly  laree  area  of 
erythema  around  the  site  of  iniection  but  no  pseudooodia  of 
erythema  noted.  Third,  the  positive  reaction  in  which  there  is  a 
large  area  of  erythema  with  pseudopodia  of  erythema  present. 

Tangential  light  is  mor“  apt  to  bring  out  the  appearance  of 
pseudopodia  as  compared  to  direct  light. 


••A  commercial  solution  of  1 1 mem.  of  histanvne  phosphate 
in  potassium  chloride  is  also  available  but  this  solut'on  caused 
severe  pain  in  the  extremities,  particularly  that  extremity  used 
to  give  the  intravenous  solution,  so  its  use  was  discontinued, 


used.  This  solution  is  given  at  the  rate  of  20 
drops  per  minute  and  stopped  immediately  if  the 
symptoms  are  aggravated.  Sometimes  one  bottle 
of  500  c.c.  is  sufficient  to  alleviate  an  attack; 
however,  it  can  he  repeated  on  consecutive  days 
until  three  bottles  are  taken.  It  has  not  been 
necessary  to  give  more  than  this  amount  but 
some  authors  have  recommended  more. 

The  subcutaneous  injection  method  of  desensi- 
tization  is  more  practical  especially  where  office 
space  is  limited.  This  method  has  been  just  as 
successful  in  relieving  the  symptoms  but  it  is 
not  as  rapid.  Injections  are  started  yith  0.03  c.c. 
of  0.275  mgm.  of  histamine  diphosphate  per  c.c. 
They  are  given  every  other  day  or  twice  a week 
depending  on  circumstances  and  increased  by 
0.02  each  time.  This  increase  is  not  made  if  the 
patient  experienced  any  untoward  reaction  from 
the  previous  injection.  The  increase  in  amount 
is  stopped  and  maintained  at  the  level  where 
the  patient  has  experienced  relief.  If  the  amount 
given  is  increased  beyond  this  level,  it  may  cause 
a recurrence  of  symptoms.  To  date  0.5  c.c.  of 
the  histamine  solution  is  the  highest  level  re- 
quired. Most  patients  experience  relief  of  symp- 
toms between  0.3  c.c.  and  0.4  c.c.  After  this 
maximum  level  is  reached,  the  intervals  between 
the  injections  are  lengthened  gradually.  They 
are  given  once  a week,  then  every  ten  days  and 
stopped  if  the  patient  remains  comfortable  on 
injections  once  every  two  weeks.  Many  patients 
experience  sufficient  relief  so  that  they  do  not 
complete  this  entire  treatment  plan. 

The  histamine  negative  group  respond  to  vita- 
min therapy.  This  therapy  is  limited  to  the  B 
complex  group  of  vitamins.  The  patient  is  given 
100  mg.  of  nicotinic  acid  (sodium  nieotinate  140 
mgm.  in  10  c.c.)  intravenously  once  weekly  and 
an  intramuscular  injection  of  vitamin  B complex 
once  weekly.  These  injections  are  separated  by 
three  or  four  days.  At  home  the  patient  takes 
orally  nicotinic  acid  50  mg.  t.i.d.  When  the 
symptoms  are  completely  relieved,  the  patient  is 
maintained  on  an  oral  vitamin  B complex  at 
home.  The  vasodilator  effect  of  the  nicotinic  acid 
is  the  important  factor.  Nicotinamide,  which  is 
more  commonly  used  in  other  fields,  doas  not 
have  the  vasodilator  effect  of  nicotinic  acid  and 
does  not  give  the  relief  desired. 

The  intermediate  group  respond  to  oral  doses 
of  histamine  and  to  Hesperidin  Chalcone  Sodium. 
It  is  a known  fact  that  histamine  is  destroyed  by 
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the  stomach  juices.  Therefore,  this  oral  hista- 
mine must  gain  entrance  into  the  body  through 
the  lining  of  the  mouth.  It  is  given  as  sublingual 
drops.  The  solution  used  is  histamine  diphos- 
phate 2.75  mgm.  per  c.c.  The  directions  are  two 
drops  under  the  tongue  twice  daily.  After  the 
drops  are  placed  under  the  tongue,  the  patient 
closes  the  mouth  and  avoids  swallowing  or  talk- 
ing for  four  to  five  minutes.  This  gives  the 
medicine  a chance  to  be  absorbed  through  the 
lining  of  the  mouth.  Besides  this,  the  patient  is 
given  Hesperidin  Chalcone  Sodium15  50  mg.  oral- 
ly three  times  daily.  Hesperidin  Chalcone 
Sodium  is  a vitamin  P derivative  which,  accord- 
ing to  the  literature,  will  control  capillary  perme- 
ability. The  Ilumple-Leed  test  has  been  of  little 
value  is  determining  the  need  for  this  medication. 

Since  this  study  of  the  evaluation  of  Meniere’s 
disease  was  started,  a new  drug  has  appeared  on 
the  market.  The  name  of  this  drug  is  “Drama- 
mine.”1'1  The  author  has  used  it  in  a few  cases 
but  has  not  given  it  sufficient  trial  to  determine 
its  effectiveness. 

SUMMARY 

Meniere’s  syndrome  is  divided  into  two  phases, 
the  acute  phase  and  the  chronic  phase.  The 
etiology  and  pathology  of  the  process  are  obscure. 
The  chief  symptoms  are  vertigo,  nystagmus,  tin- 
nitus, deafness  and  headache.  The  treatment 
may  be  surgical  or  medical.  The  conservative 
medical  approach  should  always  be  tried  first 
and  surgery  as  a last  resort  because  this  requires 
destruction  of  the  labyrinth  on  the  affected  side. 
Many  approaches  to  treatment  have  been  recom- 
mended. They  are:  the  sodium-free  diet  of 
Furstenberg,  Lashmet  and  Lathrop;  the  hista- 
mine treatment  of  Sheldon  and  Horton ; the  po- 
tassium chloride  treatment  of  Talbott  and 
Brown,  and  the  vitamin  treatment  of  Atkinson. 

The  author  believes  that  three  different  fac- 
tors are  responsible  for  the  syndrome.  They  are 


vasoconstriction,  vasodilation  and  capillary 
permeability.  These  three  factors  can  be  separ- 
ated by  interpretation  of  the  histamine  skin  test. 
The  vasodilator  or  histamine  positive  group  re- 
spond to  desensitization  with  histamine.  The 
vasoconstrictor  or  histamine  negative  group  re- 
spond to  nicotinic  acid  anti  vitamin  B complex. 
The  intermediate  or  capillary  permeability 
group  respond  to  minimal  oral  doses  of  histamine 
and  Hesperidin  Chalcone  Sodium.15 

The  surgical  treatment,  destruction  of  the 
labyrinth,  suggested  by  Day,5  is  not  done  by  the 
author.  Reference  to  the  literature  for  this  ap- 
proach is  suggested. 

CONCLUSIONS 

A preliminary  report  on  the  causative  factors 
of  Meniere’s  syndrome,  their  differentiation  and 
a plan  of  treatment. 
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To  Kind  Hearts  and  Gentle 
People 

The  preparation  of  a medical  journal  should 
be  a give-and-take  venture  between  the  editors 
and  the  medical  public.  It  is,  but  only  after  a 
fashion — the  editors  usually  “give”  and  the  sub- 
scribers usually  “take.” 

It  really  should  be  more  mutual.  The  usual 
state  journal  is  published  chiefly  for  the  edifi- 
cation, needs,  and  glory  of  the  physicians  resi- 
dent in  the  area.  A considerable  amount  of  work 
is  required  to  get  each  issue  in  shape — and  more 
than  a dozen  times  as  much  to  complete  every 
twelve  issues.  The  editors  do  not  get  rich  in 
doing  so,  and  they  should  be  entitled  to  some 
help  in  various  ways  from  their  constituents. 

One  may  paraphrase  a lyric  from  Gilbert  & 
Sullivan — “Never!  What — Never?  Well,  hard- 
ly ever  1 ’ ’ 

It  should  be  possible  to  easily  obtain  papers 
of  different  sorts  from  the  nearly  six  hundred 
members  of  the  state  association,  or  the  other 
registrants  elsewhere.  The  process,  however,  is 
much  more  like  going  to  the  dentist,  though  not 
as  urgent.  Physicians  send  in  papers  if  they 
have  them  available;  they  rarely  respond  to 
heckling  or  pleading  for  new  compositions. 


It  should  be  possible,  even  more  easily,  to  ob- 
tain case-reports  for  “case-analysis,”  but  the 
man  who  runs  that  department  tells  us  that  he 
has  had  two  cases  submitted  in  three  years  (by 
close  friends),  but  that  the  request  at  the  begin- 
ning of  each  section,  personal  appeals  to  like- 
ly prospects  by  letter  on  several  occasions,  and 
other  approaches  just  short  of  blackmail  have 
all  been  unproductive.  The  cases  have  had  to  be 
dug  out  of  hospital  and  office  and  personal  files. 

It  might  seem  possible  that  contributions  would 
be  sent  to  that  modern,  interesting,  and  usually 
accurate  column  “Rx,  Dx,  and  DRS.  ” Dr.  Osier, 
however,  has  considered  making  mistakes  on  pur- 
pose, since  the  best  (few)  comments  have  been 
either  to  augment  a published  item,  or  to  modify 
one  which  seemed  incorrect  to  a reader.  All  that 
vast  silence,  in  spite  of  the  fact  that  it  is  known 
that  the  column  is  read. 

Should  subscribers  use  the  editorial  columns 
to  expound,  complain,  propose,  or  praise?  Ap- 
parently not,  since  very  few  have  mistaken  us 
for  “The  Times,”  nor  felt  an  urge  to  write  a 
letter. 

Finally,  it  would  be  logical  to  expect  that 
news  items  about  meetings,  trips,  medical  af- 
fairs, elections  of  officers,  etcetera,  would  arrive 
in  a constant  shower.  No  need  to  compose  them  ; 
no  long  hours  required.  No  shower  though,  even 
an  inconstant  one.  The  modesty  and  reserve  of 
the  Arizona  physician  is  amazing,  and  we  just 
don’t  have  enough  reporters  to  make  up  for  it. 

This  summary,  almost  entirely  negative  in 
result,  might  appear  to  be  a crushing  blow  to 
editors.  Not  so.  The  situation  is  a recurring 
source  of  mild  wonderment,  but  not  a terrible 
surprise.  Editors,  in  addition  to  being  burners 
of  the  midnight  oil,  are  moderately  tough  and 
perennially  (or  permonthlv)  hopeful. 

And  say,  do  you  know  what?  I believe  that 
this  column  will  start  people  thinking,  and  in 
a few  weeks  we’ll  have  some  swell  contributions! 


Dr.  Robert  E.  Hastings  will  assume  the  duties 
of  President  of  the  Arizona  Medical  Association 
during  the  Annual  Session  April  30-May  3,  1950. 
Born  in  Traverse  City,  Michigan  on  July  6,  1902. 
he  received  his  elementary  education  in  Traverse 
City  and  Ann  Arbor.  He  was  graduated  from  the 
University  of  Michigan  Medical  School  in  1927. 
After  serving  an  interneship  and  residency  in 
the  University  of  Michigan  Hospital,  he  opened 
an  office  at  Elk  Rapids,  Michigan  in  1929  where 
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he  engaged  in  general  practice  for  five  years. 
From  1934-1936  as  a resident  in  Orthopedics  at 
the  University  of  Michigan  Hospital,  he  was  also 
instructor  in  Orthopedic  Surgery.  In  1936,  he 


ROBERT  E.  HASTINGS,  M.  D. 


moved  with  his  family  to  Tucson,  where  he  has 
been  engaged  in  the  practice  of  Orthopedic  Sur- 
gery ever  since,  except  for  the  war  years. 

In  1928,  he  was  married  to  Miss  Bertha  Ander- 
son.  They  have  one  child,  a son,  Robert  E.,  Jr., 
who  is  a premedical  student  at  his  father’s  alma 
mater.  The  family  home  is  at  2521  East  Helen 
Street,  Tucson,  and  the  Doctor’s  offices  are  at 
1811  East  Speedway. 

Dr.  Hastings  is  certified  by  the  American 
Board  of  Orthopedic  Surgery ; member  of  the 
American  Academy  of  Orthopedics,  Fellow  of 
the  American  College  of  Surgeons,  member  of 
the  Western  Orthopedic  Society  and  of  the 
Southwestern  Surgical  Society.  He  is  also  State 
Consultant  in  Orthopedics  for  the  IJ.  S.  Vet- 
eran 's  Administration. 

During  World  War  IT,  he  entered  the  military 
service  in  the  IT.  S.  Army  Medical  Corps  in  1942 
and  was  attached  to  the  air  force.  He  served  as 
Chief  of  Orthopedics,  Regional  Hospital,  Santa 
Ana,  California,  and  later  as  Chief  of  Surgical 
Service  and  Orthopedics,  Regional  Hospital, 
Maxwell  Field.  Alabama.  In  December  1945, 
he  was  separated  from  the  Armed  Services  in  the 
grade  of  Lt.  Colonel. 


Dr.  Hastings  takes  over  the  office  of  President 
with  considerable  experience  in  organized  med- 
icine. He  has  served  as  President  of  Grand 
Traverse  County  (Michigan)  Medical  Society, 
Pima  County  (Arizona)  Medical  Society,  and 
two  years  as  Vice-President  of  the  Arizona  Med- 
ical Association  and  member  of  the  Council. 
His  hobbies  are  golf  and  fly-fishing,  in  each  of 
which  he  excels. 


PHOENIX  CLINICAL  CLUB 

Massachusetts  General  Hospital 
Case  Report  No.  30061 
December  19,  1949 

A twenty-three-year-old  woman  was  admitted 
because  of  swelling  in  the  lower  back  of  three 
months’  duration. 

The  patient  had  been  in  excellent  health  until 
about  eight  months  before  entry,  when  she  de- 
veloped pain  in  the  lower  midback  This  was  se- 
vere only  when  she  tried  to  bend,  and  it  did  not 
radiate.  It  lasted  for  about  five  months,  improv- 
ing slowly  but  steadily.  Three  months  before  ad- 
mission she  noted  the  gradual  onset  of  swelling 
in  the  lower  midback.  The  swelling  increased 
in  size,  but  there  was  no  pain.  She  had  no  weak- 
ness in  the  back  or  legs  or  any  other  symptoms. 

One  sister  had  arrested  tuberculosis. 

Physical  examination  showed  a well-devel- 
oped, well-nourished  girl  in  no  distress.  The 
heart  was  normal.  Slight  “wheezes”  were  heard 
in  the  right  lung.  The  abdomen  was  normal. 
A cystic,  fluctuant,  soft  mass  measuring  about 
15  cm.  in  diameter  was  found  in  the  midlumbar 
region.  No  neurologic  abnormalities  were  noted. 

The  blood  pressure  was  100  systolic,  80  dias- 
tolic. The  temperature  was  98.6°F.,  the  pulse 
90,  and  the  respiration  20. 

Examination  of  the  blood  showed  a white-cell 
count  of  11,300.  The  hemoglobin  was  12.8  gm. 
per  cent.  The  urine  was  negative.  A blood  Hin- 
ton test  was  negative,  and  a blood  Wassermann 
doubtful.  A lumbar  puncture  showed  initial 
pressure  of  120  mm.  of  water,  with  normal 
dynamics.  Forty  centimeters  of  clear  fluid  was 
withdrawn,  which  contained  3 white  cells  and 
no  red  cells  per  cubic  millimeter ; the  total  pro- 
tein was  24  mg.  per  100  c.c.,  and  the  gold-sol 
curve  0000000000.  A Wassermann  test  was  neg- 
ative. Pressure  on  the  tumor  gave  no  rise  in 
manometer. 

Roentgenograms  of  the  spine  showed  destruc- 
tive changes  in  the  dorsal  portion  of  the  spinous 
process  of  the  fourth  lumbar  vertebra.  This 
spinous  process  lay  within  and  appeared  to  ex- 
tend into  the  area  of  soft-tissue  swelling.  There 
was  no  evidence  of  involvement  of  the  neural 
arch,  aside  from  the  spinous  process.  The  fifth 
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lumbar  vertebra  was  intact.  An  air  myelogram 
showed  the  air  column  poorly  outlined  in  the 
lateral  but  clearly  visible  in  the  anteroposterior 
view.  It  was  visualized  only  below  the  level  of 
flu*  fourth  lumbar  vertebra.  The  nerve  sheaths 
were  not  filled.  The  cul-de-sac  extended  to  the 
level  of  the  second  sacral  segment  and  was  nor- 
mal in  appearance.  There  was  failure  of  closure 
of  the  spinal  canal  below  the  third  sacral  seg- 
ment. No  connection  could  lie  seen  between  the 
spinal  canal  and  the  mass  posterior  to  tin*  sacrum 
ou  the  right  side. 

On  the  tenth  hospital  day  an  operation  was 
performed. 

DISCUSSION 
Dr.  Clarence  B.  Warrenburg: 

The  salient  features  in  this  case  as  1 see  it  are 
as  follows: 

1.  The  young  woman  is  in  good  health — she 
feels  fine  and  Px  is  negative  except  for  the  1> 
cm.  fluctuant  painless  mass  in  the  midlumbar 
region. 

2.  There  has  probably  been  an  intimate  fam- 
ily exposure  to  tuberculosis. 

3.  The  lesion  is  evidently  extraspinal. 

4.  The  x-ray  reveals  a destructive  lesion  on 
the  tip  end  of  the  spinous  process  of  the  4th 
lumbar  vertebra  and  this  seems  to  extend  into 
the  fluctuant  mass. 

What  condition,  therefore,  can  produce  such 
a picture  as  this? 

1.  Neoplasms  are  not  usually  fluctuant,  and 
they  erode  bone  instead  of  producing  a destruc- 
tive lesion — unless  they  arise  in  bone.  I believe 
this  rules  out  sarcoma,  neurofibroma,  myomatous 
tumors,  etc. 

2.  Syphilis  of  the  bone  is  ruled  out  by  nega- 
tive serology. 

3.  Inflammatory  processes: — 

a.  Osteomyelitis  is  cast  aside  because  the 
onset  was  not  an  acute  one. 

b.  Periostitis — no  history  of  injury. 

4.  Tuberculosis — why  don’t  they  report  the 
chest  x-ray?  There  were  wheezes  in  the  right 
lung.  You  know  they  took  an  x-ray  of  the  chest. 

This  could  be  a cold  abscess  of  an  early  tuber- 
culosis of  the  spine.  The  bony  lesion  is  very 
atypical  in  that  the  bodies  of  the  vertebrae  are 
most  commonly  involved.  T was  able  to  find  one 
article  on  tuberculosis  of  the  spine  from  the  Sea 
View  Hospital  in  Staten  Island  in  which  they 
analyzed  177  cases  of  Pott’s  disease.  In  that 
article  these  statements  were  made: 


‘‘It  is  generally  accepted  that  the  posterior 
elements  (neural  arches)  or  so-called  small  parts 
of  the  vertebrae  are  seldom  involved.”  These 
investigators  found  the  neural  arches  were  in- 
volved in  28  of  the  177  eases  studied.  They  fur- 
ther state  that  clinical  evidence  of  such  involve- 
ment sometimes  exist  preoperatively,  as  shown 
by  the  presence  of  swelling,  abscess  formation 
or  sinus  near  the  mid  line.  Rarely  is  it  demon- 
strable by  Roentgenogram.  It  is  only  when  the 
disease  process  is  well  advanced  that  x-ray  evi- 
dence of  involvement  of  the  neural  arches  can  be 
ascertained  definitely. 

The  protocol  states  that  the  neural  arches  are 
not  involved  but  the  dorsal  surface  of  the  spinous 
process  was  involved.  This  23-year-old  girl  has 
had  plenty  of  exposure  to  tuberculosis. 

5.  Actinomycosis  or  Blastomycosis  or  Coc- 
cidioidomycosis for  that  matter  can  and.  at 
times,  do  involve  the  spine. 

Tabb  and  Tucker  in  the  American  Journal 
Roentgenology  in  1933  have  this  to  say  about 
Actinomycosis  and  Blastomycosis  of  the  spine: 

1.  The  spine  is  one  of  the  rarest  sites  known 
to  be  affected  by  this  disease. 

2.  Two  or  more  vertebrae  are  usually  in- 
volved. 

3.  It  involves  the  bodies,  pedicles,  laminae 
without  any  predilection  for  the  bodies  which 
contrasts  strongly  with  TP>  where  the  vertebrae 
bodies  bear  the  brunt  of  the  attack. 

4.  Large  perivertebral  abscesses  form  rather 
early  and  are  a constant  finding. 

5.  There  is  usually  lung  infection  where  the 
spine  is  involved. 

6.  Although  these  patients  have  localized 
vertebral  destruction  and  large  perispinal  ab- 
scesses the  pain  is  not  severe.  They  walk  with 
a normal  gait  and  are  active  without  any  ma- 
terial discomfort:  whereas  in  Pott’s  disease  with 
abscess  formation,  the  pain  is  usually  severe  and 
the  patient  welcomes  any  means  of  fixation  of 
the  spine. 

The  diagnosis  of  actinomycosis  is  made  when 
the  sputum  or  sinus  tract  drainage  reveals  the 
ray  fungus.  In  the  case  today  such  information 
was  not  available — or  it  has  been  denied  us. 

My  first  diagnosis  is  Actinomycosis  or  Blasto- 
mycosis of  the  spine. 

The  second  diagnosis  is  tuberculosis  of  the 
spine. 
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The  operation  was  probably  the  removal  of  the 
abscess  and  adjacent  structures  en  bloc. 

Dr.  Philip  E.  Rice: 

In  this  case  we  are  asked  to  discuss  the  differ- 
ential diagnosis  of  a cystic  mass  15  cm.  in  diam- 
eter in  the  mid-lumbar  region  in  a 23-year-old 
woman.  Her  health  had  been  excellent  until  eight  , 
months  before,  when  she  developed  a lower  mid- 
back  pain,  accentuated  by  bending,  and  without 
radiation,  which  lasted  five  months.  As  this  pain 
subsided,  a gradually  increasing  swelling  was 
noted  in  the  same  area,  and  at  the  time  of  exam- 
ination there  was  no  pain  and  also  no  weakness 
in  back  or  legs,  or  other  symptoms. 

A sister  had  arrested  tuberculosis  but  no 
tuberculin  test  was  noted  on  our  patient  nor  was 
a chest  x-ray  recorded.  Except  for  a few  “wheez- 
es" in  the  right  lung,  her  physical  examination 
was  entirely  normal  aside  from  the  mass.  Her 
white  count  was  given  at  11,300  but  no  differ- 
ential was  recorded,  which  might  have  helped 
us  in  evaluating  the  possibility  of  an  echinococ- 
cus cyst  or  tuberculosis.  The  hemoglobin  was 
12.8  Gm.%  and  only  one  normal  temperature 
reading  was  given  so  I assume  she  ran  no  fever. 

1 discount  the  finding  of  a doubtful  blood  Was- 
sermann  because  the  Hinton  was  negative.  The 
spinal  fluid  was  entirely  normal  and  the  cyst 
apparently  did  not  communicate  with  the  cere- 
bro-spinal  canal  since  pressure  on  the  mass 
caused  no  rise  in  manometric  pressure. 

Now  in  the  x-rays  we  begin  to  find  something. 
The  spinous  process  of  the  4th  lumbar  vertebra 
lies  within  the  soft  tissue  swelling  and  shows  a 
destructive  change  in  its  dorsal  portion.  The 
neural  arch  seems  to  be  intact.  An  air  myelo- 
gram shows  a poorly  outlined  air  column  in  the 
lateral  views  but  although  clearly  visible  in  the 
A.  P.  was  visualized  only  below  the  level  of  the 
4th  lumbar  vertebra.  Nerve  sheaths  were  not 
filled.  The  cul-de-sac  extended  to  the  2nd  sacral 
segment  and  was  normal.  There  was  failure  of 
closure  of  the  spinal  canal  below  the  3rd  sacral 
segment. 

Now  they  say  “no  connection  could  be  seen 
between  the  spinal  canal  and  the  mass  posterior 
to  the  sacrum  on  the  right  side.”  I assume  they 
mean  that  no  channel  was  noted  connecting  the 
sacral  defect  and  the  cyst  above. 

In  discussion  let  us  first  consider  the  pain 
which  lasted  for  about  5 months.  By  its  char- 
acter and  lack  of  radiation  it  probably  was  not 


a nerve  root  pain  but  likely  was  caused  by  pres- 
sure and  erosion  of  the  spinous  process  and  mus- 
cles and  ligaments  since  it  was  only  accentuated 
by  bending.  Does  this  indicate  that  the  mass 
arose  in  the  spinous  process  or  that  this  structure 
was  only  in  the  way  ? If  this  were  a spina  bifida, 
meningocele  or  myelocele  we  should  expect  some 
defect  in  the  neural  arch.  Yet  the  air  which 
must  have  been  injected  into  the  spinal  canal 
at  a level  below  the  mass,  was  checked  at  its 
upper  end  at  the  level  of  the  mass.  What  would 
have  shown  if  the  air  had  been  injected  above 
the  mass?  Apparently  spinal  fluid  passed  this 
point  for  we  are  told  that  the  dynamics  were 
normal,  which  I assume  included  a Queckenstedt 
test. 

Because  of  the  lack  of  communication  with  the 
spinal  canal,  the  lack  of  a break  in  the  neural 
arch,  and  the  evidence  of  destructive  change  in 
the  spinous  process,  1 reluctantly  pass  by  menin- 
gocele as  the  diagnosis.  I am  sure  that  this  is 
what  the  clinicians  originally  thought  she  had. 

Now  what  disease  might  originate  in  a spinous 
process  and  after  causing  destructive  changes 
therein,  enlarge  to  include  the  surrounding  soft 
tissues  and  after  several  months  become  a cystic 
mass  of  considerable  size  ? I can  find  no  report 
of  a bone  cyst  of  this  type  and  size,  the  x-ray 
appearance  is  not  described  like  cysts  would  be. 
Also  a solitary  myeloma  would  hardly  be  expect- 
ed to  become  large  and  cystic  like  this. 

Dermoid  or  epidermoid  cysts  which  are  so 
common  lower  down  in  the  back,  would  not  be 
expected  to  arise  in  and  destroy  a vertebral 
spinous  process.  I am  also  passing  by  neoplastic 
diseases  of  the  bone— although  this  may  be  a 
mistake. 

Of  the  bone  infections  that  may  cause  a fluc- 
tuant mass,  tuberculosis  is  by  far  the  common- 
est. (T  have  assumed  ali’eady  that  it  is  not  a 
pyogenic  osteomyelitic' abscess  because  of  the  ab- 
sence of  fever  tenderness,  etc.)  However,  bone 
tuberculosis  usually  begins  in  the  disc  and  erodes 
into  the  vertebral  body  and  more  rarely  begins 
in  one  of  the  posterior  vertebral  articulations. 
Although  it  is  possible  to  have  a solitary  tuber- 
culoma  start  in  a spinous  process  and  form  a 
cold  abscess,  I think  it  is  unlikely. 

There  are  few  other  infections  which  might 
cause  a cold  abscess  arising  from  a solitary  site 
in  a bone.  Echinococcus  cyst  seems  like  a very 
good  possibility,  but  we  have  no  substantiating 
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evidence  such  as  a history  of  association  with 
sheep  or  residence  in  the  Mediterranean  area. 
Also  we  are  denied  knowledge  of  the  eosinophil 
count.  Another  possibility  is  actinomycosis.  Was 
this  a farm  girl  who  in  her  daily  chores  was  in 
contact  with  cattle?  The  single  location  of  the 
process  and  the  length  of  time  required  for  its 
development  would  fit  a diagnosis  of  actinomy- 
cosis which  was  discovered  before  a draining 
sinus  began. 

Anyway  1 think  we  have  here  a “cold”  type 
of  osteomyelitic  process  which  has  destroyed  a 
spinous  process  and  formed  a slowly  growing 
abscess.  As  a first  guess  I will  say  actinomyco- 
sis, and  as  a second,  tuberculosis,  and  as  a third, 
echinococcus. 

Dr.  George  McKhann: 

My  last  case  was  too  long  and  we  were  told 
too  much  to  make  it  an  easy  one.  This  time  we 
are  given  too  little  to  make  diagnosis  easy.  Much 
of  what  we  are  told  is  of  negative  value. 

There  was  failure  of  closure  of  the  spinal  canal 
below  the  third  sacral  segment,  a spina  bifida 
occulta,  but  with  no  demonstrable  connection 
with  the  mass  which  is  described  as  posterior  to 
the  sacrum  and  on  the  right.  Nor  did  pressure 
on  the  mass  give  a rise  of  monometer  pressure, 
so  there  was  no  connection  with  the  spinal  canal. 
These  two  observations  should  exclude  spina 
bifida,  but  not  associated  conditions. 

First,  one  should  try  to  decide  whether  the 
lesion  originated  in  the  soft  tissue  or  in  the  bone. 
The  first  symptom  was  pain  without  any  surface 
evidence,  so  1 shall  presume  that  the  original 
involvement  was  osseous,  because  any  soft  tissue 
cyst,  or  tumor  that  caused  bone  erosion  as  it 
developed  in  that  area  surely  would  have  been 
noticeable. 

The  osseous  lesions  that  might  involve  a spin- 
ous process  include  traumatic,  degenerative,  in- 
flammatory, neoplastic  and  parasitic.  There  is 
no  history  of  trauma.  She  is  young  for  degener- 
ative lesions  and  one  woidd  not  expect  them  to 
produce  cystic  swelling.  The  acute  inflammatory 
lesions  .osteomyelitis,  are  discarded  because  of 
the  eight  months’  course  and  lack  of  evidence 
of  inflammation.  Chronic  inflammatory  disease 
such  as  tuberculosis,  fungous  infections,  and 
syphilis  must  be  considered,  as  well  as  typhoid, 
brucellosis,  yaws,  leprosy,  and  staphylococcic  in- 
fections. The  negative  Ilinton  and  spinal  fluid 
exclude  syphilis.  Of  the  fungus  infections  we 


have  no  information  as  to  residence  in  the  South- 
west, nor  of  lesions  in  other  parts  of  the  body, 
nor  of  eosinophilia  that  might  be  suggestive  of 
Coccidioidomycosis,  Actinomycosis,  or  the  other 
fungus  infections.  The  lack  of  eosinophilia  might 
also  dispose  of  parasitic  disease,  especially  ecehin- 
ococcosis  as  well  as  the  fact  that  she  is  not  re- 
ported as  being  from,  nor  even  in,  Greece  or  the 
Mediterranean  countries.  Tuberculosis  is  a possi- 
bility, but  in  an  unusual  location.  To  further 
support  this  diagnosis  her  sister  had  arrested 
tuberculosis,  so  she  must  have  been  subjected  to 
such  infection,  and  further,  she  had  “wheezes 
in  the  right  lung."  No  tuberculin  test  nor  chest 
x-ray  are  reported.  Failure  to  have  made  these 
seems  negligent  before  operating  on  such  a pa- 
tient with  even  slight  “wheezes  in  the  right 
lung.”  Perhaps  they  were  done  and  not  report- 
ed to  us.  The  lack  of  malaise  and  systemic 
effects  is  against  tuberculosis,  and  other  low 
grade,  chronic  osteomyelitides,  such  as  Brodies 
type  abscess,  Brucellosis,  and  typhoid  spine  le- 
sions. There  is  no  evidence  of  yaws,  which  may 
produce  bone  lesions  with  destruction,  as  well 
as  typhoid.  There  is  nothing  in  the  history  to 
suggest  a previous  typhoid  infection,  although 
typhoid  lesions  have  been  known  to  appear  six 
years  after  the  acute  attack.  Very  low  grade 
staphylococcus  albus  infections  have  been  mis- 
taken for  cystic  swellings.  In  fact  there  is  no 
positive  evidence  to  support  any  type  of  infection 
except  tuberculosis. 

Tuberculosis  generally  begins  as  a single  focus 
in  tbe  spongy  portion  of  the  body  of  one  of  the 
vertebra  and  rarely  affects  the  arches,  lamina 
or  processes  primarily.  In  fact,  Compere  & Gar- 
rison state  never.  The  proliferative  inflamma- 
tion does  spread  to  and  narrows  the  canal  and 
leads  to  compression  of  the  cord  or  roots,  to 
meningitis  and/or  sometimes  to  cold  abscess 
formation,  which  in  the  lumbar  region  may  point 
posteriorly  as  well  as  follow  the  psoas  muscle. 
Since  it  is  a focal  disease  the  first  symptom  is 
usually  pain,  localized,  usually  dull  and  boring, 
and  aggravated  by  movement  or  jarring.  Local- 
ized tenderness  to  pressure  and  a reflex  rigidity 
of  the  spine  may  be  present.  With  progress  de- 
formity and  neurologic  symptoms  appear.  The 
course  is  slowly  progressive,  without  fever  ex- 
cept in  the  presence  of  complications.  Diag- 
nosis is  made  from  the  symptoms,  signs  and 
x-ray,  and  is  usually  not  difficult.  Operation 
is  usually  avoided,  although  with  a lesion  in  a 
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spinous  process  surgical  treatment,  excision,  fol- 
lowed by  treatment  with  Streptomycin,  I am 
told,  is  permissible,  provided  streptomycin  is 
given  preceding  operation.  All  operations  may 
do  harm,  though. 

The  neoplastic  diseases  are  too  numerous  for 
detailed  discussion,  since  such  might  arise  in 
either  the  soft  tissues  or  the  spinous  process. 
All  osteogenetic  neoplasms  can  be  discarded  at 
once.  Carcinomatous  lesions  are  common  in  the 
spine  but  are  always  metastatic,  and  there  is 
no  suggestion  of  a primary.  One  author  states 
that  in  spinal  lesions  with  a doubtful  diagnosis 
the  entire  skeleton  should  be  x-rayed.  From 
that,  one  might  conclude  that  the  surgeon  was 
certain  of  his  diagnosis,  but  I am  most  uncer- 
tain. Let  us  consider  osteolytic  neoplasms. 
There  is  no  indication  of  myeloma,  that  is,  no 
report  of  Bence-Jones  protein.  Giant  cell  tu- 
mors are  frequent  in  the  spine,  most  often  in 
the  neural  arch,  but  they  exhibit  a bony  capsule 
and  leave  a faint  outline  of  the  involved  bone. 
Osteolytic  sarcoma  through  hemorrhage  might 
form  a fluctuant  mass,  but  rarely  abscesses. 
Hodgkins  Disease,  Lymphosarcoma  and  leukemia 
may  simulate  metastatic  Carcinoma,  but  our 
patient  showed  no  systemic  effects.  A .Chor- 
doma may  destroy  bone  and  invade  soft  tissue, 
but  that  should  be  at  the  sacro-coccygeal  region, 
not  lumbo-sacral.  They  are  usually  diagnosed 
only  at  autopsy. 

The  angiomas  deserve  mention  because  of  the 
use  of  the  word  cystic  in  describing  our  tumor. 
Hemangiomas  are  more  often  present  in  the 
spine  than  reported.  They  tend  to  give  a char- 
acteristic x-ray  picture  showing  vertical  stria- 
tions. 

Cystic  lymphangioma,  or  sacral  hygroma,  is 
the  simplest  tumor  of  a class  often  associated 
with  spina  bifida.  It  arises  from  extensive  cystic 
dilatation  of  the  spinal  subarachnoid  spaces. 
It  may,  or  may  not,  be  connected  to  the  canal. 
In  the  latter  case  it  appears  as  an  isolated  lymph- 
angioma lying  dorsal  or  ventral  to  the  spine. 
Fibroma  and  lipoma,  sometimes  cystic,  also  tera- 
tomas and  other  very  complex  tumors  also  occur 
associated  with  spina  bifida.  These  are  usually 
seen  in  childhood,  but  may  develop  later  in  early 
adult  life.  Lymphangiomas  do  penetrate  and  de- 
stroy other  soft  tissue,  but  I am  uncertain  re- 
garding their  effect  on  bone,  although  Ewing 
states  that  angiomas  may  erode  bone  by  exten- 
sion from  adjacent  tissue.  They  are  usually 


present  at  birth,  and  by  slow  growth  may  be- 
come quite  large  and  bulky.  They  are  also  seen 
in  the  neck  and  axillary  region. 

Ewing’s  tumor,  endothelial  sarcoma,  or  soli- 
tary diffuse  endothelioma,  causes  pain,  not  too 
severe,  aggravated  by  motion,  and  relieved  by 
the  breaking  through  of  the  tumor  to  soft  tissue. 
It  is  slow  growing  over  months,  and  slow  to  met- 
astize.  It  occurs  in  early  adult  life  and  youth. 
It  may  be  cystic.  There  is  bone  destruction  but 
no  new  bone  formation,  which  distinguishes  it 
from  osteogenic  sarcoma.  There  may  be  fever 
and  leucocytosis.  They  respond  promptly  to 
radiation  therapy,  but  tend  to  recur.  Christo- 
pher reports  these  are  not  seen  in  the  vertebra, 
which  does  not  assist  in  diagnosis. 

From  my  viewpoint  the  operation  must  have 
been  exploratory,  and  for  biopsy  although  the 
surgeon  may  have  been  certain  of  bis  diagnosis. 

My  Diagnosis 

First:  Chronic  Granuloma,  probably  tubercu- 
lous, but  very  low  grade  staphylococ- 
cus albus  or  fungus  infections  can  not 
be  positively  excluded  because  of  lack 
of  information. 

Second : Osteolytic  Neoplasm 
Ewing  Tumor 

Third : Cystic  Lymphangioma,  or  hygroma,  as- 
sociated with  the  spina  bifida. 

DIFFERENTIAL  DIAGNOSIS 

Dr.  James  B.  Ayer:  We  are  not  told  at  what 
levels  the  lumbar  puncture  and  the  air  myello- 
gram  were  done. 

Dr.  Jost  Michelsen : They  were  both  done  at 
the  same  time.  The  needle  was  put  in  the  inter- 
space between  the  second  and  the  third  lumbar 
vertebra. 

Dr.  Ayer  : Apparently  there  were  two  destruc- 
tive areas,  one  in  the  lower  sacral  region  and 
one  in  the  spinous  process  of  the  fourth  lumbar 
vertebra.  Perhaps  we  should  see  the  x-ray  films. 

Dr.  Laurence  L.  Robbins : These  films  were 
taken  at  the  time  of  the  air  myelogram  but  with 
a different  technic  from  that  which  would  best 
demonstrate  the  soft-tissue  mass.  I think  we  can 
make  it  out  in  this  area.  It  apparently  extends 
from  about  the  posterior  margin  of  the  spinous 
process  of  the  second  lumbar  down  to  approxi- 
mately the  second  spinous  process  of  the  fourth 
lumbar  vertebra,  which  is  apparently  at  about 
the  center  of  the  mass.  I do  not  believe  that  this 
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is  a congenital  anomaly,  but  rather  a destructive 
process.  So  far  as  the  air  myelogram  is  con- 
cerned, it  is  not  a satisfactory  examination.  1 do 
not  see  any  evidence  of  an  inflamamtorv  process 
encroaching  on  t lie  spinal  canal.  There  is  evi- 
dence of  congenital  anomalies.  The  sacrel  hiatus 
is  larger  than  usual,  and  there  is  incomplete 
fusion  of  the  laminas  of  the  first  sacral  seg- 
ment, as  well  as  an  anomaly  in  the  development 
of  the  articular  facets  of  the  third  lumbar  verte- 
bra ; but  these  things  are  of  no  practical  im- 
portance. 

Dr.  Ayer:  In  the  transcription  it  says  that 

the  aii-  column  stopped  below  the  fourth  lumbar 
vertebra.  Is  that  your  interpretation? 

Dr.  Robbins:  As  I said  before,  the  air  myelo- 
gram was  unsatisfactory;  but  I think  that  there 
was  air  all  through  the  lumbar  canal.  The  only 
way  one  could  be  sure  would  be  to  stereoscope 
these  films  in  the  anteroposterior-  view. 

Dr.  Aver:  Then  the  dogmatic  statement  “It 
was  visualized  only  below  the  level  of  the  fourth 
lumbar  vertebra"  is  not  borne  out. 

Dr.  Robbins:  That  is  someone's  opinion  who 
had  the  opportunity  to  stereoscope  the  films.  I 
should  think  there  was  air  going  up  to  the  first 
lumbar  vertebra. 

Dr.  Ayer:  A good  deal  depends  on  this  point, 
and  I should  like  to  say  that  the  experience  of 
some  of  us  with  air  myelograms  has  not  been  en- 
tirely satisfactory.  I prefer  lipiodol.  On  the 
other  hand,  the  members  of  a good  many  other 
clinics  believe  that  they  can  outline  a disk,  which 
is  something  smaller  than  what  we  have  here.  So 
there  is  a difference  of  opinion  in  the  interpreta- 
tion of  air  myelograms. 

We  are  told  that  the  physical  and  neurologic 
examinations  were  negative,  except  for  a lump 
the  size  of  a grapefruit  in  the  midlumbar  region. 
Therefore,  discussion  must  center  primarily  on 
the  mass.  It  was  said  to  be  cystic  and  fluctuant, 
and  there  was  no  pain  connected  with  it,  except 
when  she  bent  her  back.  It  enlarged  rapidly, 
although  we  need  not  assume  that  its  growth 
was  limited  to  three  months — perhaps  eight 
months  is  a more  reasonable  estimate.  As  no 
note  is  made,  we  may  perhaps  assume  that  the 
mass  was  neither  tender,  discolored  nor  warm 
to  touch.  Nor  are  we  told  whether  it  was  at- 
tached to  the  skin  or  dee])  structures. 

Prom  the  evidence,  I think  we  can  safely  say 
that  we  are  concerned  with  a rapidly  growing 


mass  situated  slightly  to  the  right  of  the  mid- 
line  in  the  low  lumbar  region,  which  contained 
fluid  but  was  non-inflammatory,  and  was  not 
accompanied  by  gross  destruction  of  the  verte- 
bras. Therefore,  we  can  eliminate  both  pyogenic 
and  tuberculous  abscess,  and  also  cancer  origin- 
ating in  a vertebra.  Tumors  such  as  sarcoma 
and  neurofibroma  are  firm  and  resilient,  not 
primarily  cystic,  and  may  also  be  eliminated. 
By  far  the  commonest  fluctuant  mass,  in  this 
region  is  the  meningocele,  and  the  description 
given  suggests  this,  although  I miss  the  presence 
of  the  characteristic  dimpling  of  skin  and  lanugo 
hair  so  characteristically  seen.  Nor  is  it  likely 
that  a meningocele,  and  even  more  likely  a 
meningomyelocele,  would  be  present  with  no  dis- 
turbance of  nerve  function,  particularly  weak- 
ness and  deformity  of  feet  and  bladden  inconti- 
nence. Nor  was  there  the  characteristic  lumber 
defect  in  the  spine.  Nor  was  there  fluid  in  this 
mass  that  connected  with  the  subarachnoid  space. 

I am  forced  to  consider  the  embryonal  tumors 
that  occur  in  this  region.  Chordoma,  which  I 
believe  is  always  firm  and  gives  a characteristic 
x-ray  picture  of  wide,  clear-cut  destruction  of 
the  sacrum  seems  unlikely.  But  dermoid  cyst 
and  perhaps  lipoma  seem  to  answer  the  charac- 
teristics given.  Both  are  associated  with  imper- 
fections in  the  spine. 

Was  the  soinal  canal  invaded?  From  the  orig- 
inal interpretation  of  the  air  myelogram  we  are 
led  to  believe  a block  existed  at  the  level  of  the 
fourth  lumbar  vertebra,  but  review  of  the  films 
by  Dr.  Robbins  fails  to  confirm  this  interpreta- 
tion. Certainly  there  was  no  clinical  evidence 
of  involvement  of  the  cauda  equina,  and  yet  we 
have  often  seen  tin*  lumbosacral  canal  filled 
with  tumor  — especially  lipoma  — without  clin- 
ical evidence  of  its  presence. 

1 therefore  believe  that  the  diagnosis  that  best 
fits  this  condition  is  a dermoid  cyst,  probably 
but  not  necessarily  with  attachment  to  the  men- 
inges through  the  imperfect  spine;  lipoma  is  my 
second  choice. 

Dr.  Maurice  Fremont-Smith  : May  1 ask  wheth- 
er cold  abscess  starting  in  the  spine  might  not 
make  this  picture?  You  mentioned  it.  but  you 
then  hastilv  discarded  it. 

Dr.  Ayer:  I threw  it  out  rapidly  and  did  not 
give  all  the  reasons.  1 think  it  is  fair  to  assume 
that  the  mass  had  been  there  for  eight  months 
and,  if  tuberculous,  should  have  shown  more 
spinal  destruction  than  it  did.  Does  not  Pott's 


Yol.  7,  No.  4 


Arizona  Medicine 


disease  start  from  the  body  rather  than  from 
the  spinous  process?  Nor  do  I remember  seeing 
it  in  the  lumbosacral  region.  There  was  no  fever. 
A sister  had  tuberculosis,  but  not  the  patient. 
Perhaps  I threw  out  tuberculosis  too  nonchalant- 
ly but  I do  not  believe  that  it  is  likely. 

Dr.  Robbins:  Is  destruction  of  the  spinous 
process  frequent  in  lipoma  or  dermoid? 

Dr.  Ayer:  Not  in  lipoma.  In  dermoid  cysts, 
however,  1 believe  that  there  are  rests  in  the 
spinous  processes  as  well  as  in  the  lateral  mass- 
es. That  is  a point  in  embryology”  of  which  I 
am  not  sure. 

Dr.  Robbins : Yes,  I think  there  can  be ; but 
the  thing  that  is  impressive  here  is  that  it  ap- 
pears to  have  been  a destructive  process  and  not 
an  erosive  one. 

Dr.  Ayer:  That  is  the  weak  point  in  the  argu- 
ment. 

Dr.  Robbins : I should  expect  to  see  erosion 
of  the  spinous  process. 

Dr.  Aver:  1 rather  wanted  to  have  it  a de- 
velopmental defect.  Perhaps  it  is  unreasonable 
to  say  that  I still  wonder  if  it  could  have  been 
originally  a developmental  defect  because  of 
the  other  anomalies  that  you  have  demonstrated. 
If  I could  have  that  leeway  it  satisfies  me.  Cer- 
tainly an  osteomyelitis  starting  there  would  not 
give  this  picture. 

Dr.  Robbins:  It  could  give  that  appearance 
in  the  spinous  process. 

Dr.  Ayer : Yes,  but  hardly  the  rest  of  the  pic- 
ture, with  the  normal  temperature  and  so  forth. 

Dr.  Benjamin  Castleman:  Dr.  Kubik  saw  this 
patient  before  operation. 

Dr.  Charles  S.  Kubik:  I do  not  remember  the 
case  well  except  that  I missed  the  diagnosis.  Per- 
haps Dr.  Michelsen  remembers  it. 

Dr.  Michelsen : Several  points  were  not 

brought  out  in  the  summary  that  perhaps  would 
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have  been  of  some  value  to  Dr.  Ayer.  First  of 
all,  the  size  of  the  tumor  increased  on  straining, 
sneezing  and  coughing,  which  made  it  fairly  evi- 
dent that  the  tumor  contained  fluid;  but  it  did 
not  transilluminate.  There  was  also  some  ten- 
derness to  palpation. 

It  was  decided  to  do  an  air  myelogram  not  so 
much  because  we  were  hunting  for  an  obstruc- 
tion or  a tumor  in  the  spinal  canal,  but  because 
we  wanted  to  find  out  whether  the  mass  was 
connected  with  the  subarachnoid  space.  When 
this  decision  was  made  the  destruction  of  the 
spinous  process  of  the  fourth  lumbar  vertebra 
had  not  been  reported.  The  first  x-ray  films 
were  read  as  negative. 

Gji  biopsy  of  the  tumor  a large  amount  of 
greenish  pus  was  obtained  and  a small  piece  of 
bone  was  found  at  the  bottom  of  the  abscess. 

CLINICAL  DIAGNOSIS  (preoperative) 
Tumor  of  lower  back  (?  hemangioma). 

DR.  AYER’S  DIAGNOSIS 
Dermoid  cyst  ? 

Lipoma  ? 

ANATOMICAL  DIAGNOSIS 
Tuberculosis  of  spinous  process  of  fourth  lumbar 
vertebra. 

PATHOLOGICAL  DISCUSSION 
Dr.  Castleman : The  material  we  received 

showed  caseous  tuberculosis. 

Dr.  Michelsen : After  the  diagnosis  of  a cold 
abscess  was  established,  Dr.  George  W.  Van  Gor- 
der  was  called  in  consultation.  He  stated  that 
he  had  seen  a similar  lesion  in  that  location,  but 
that  the  condition  was  extremely  rare.  A de- 
tailed clinical  checkup  revealed  that  the  patient 
had  incipient  tuberculosis  of  the  lungs,  and  she 
was  discharged  to  a tuberculosis  sanatorium. 

Dr.  Ayer:  The  “wheezes”  meant  something- 
after  all. 
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TOPICS  OF  CURRENT  MEDICAL  INTEREST 


RX,  DX,  AND  DRS. 

By  Guillermo  Osier,  M.  I). 


The  presentation  in  ARIZONA  MEDICINE  of 
an  article  by  Dr.  H.  Corwin  Hinshaw  is  a fortu- 
nate occurrence.  This  journal  is  not  only  glad 
to  have  a topical  report  on  streptomycin,  pub- 
lished in  a couple  of  months  since  it  was  written, 
but  honored  to  have  one  by  Dr.  Hinshaw.  . . The 
author  was  on  the  staff  of  the  Mayo  Clinic  until 
1939,  when  he  located  in  San  Francisco.  He  and 
his  colleagues  were  the  first  to  test  a sulfone 
drug  in  tuberculosis,  the  first  to  test  streptomy- 
cin in  animals  and  man,  and  the  first  to  correlate 
streptomycin  and  para-aminosalicylic  acid.  . . Dr. 
Hinshaw,  with  Riggins,  is  author  of  the  first  text 
on  the  streptomycin  drugs,  and  a recent  presi- 
dent of  the  American  Trudeau  Society. 


TB  No.  1 — Tin*  newly  imported  anti-tuberculosis 
drug  TB-1  (or  Schenleys  “Tibione”)  has  been 
started  with  unusual  caution,  due  to  wise  warn- 
ings from  Drs.  Hinshaw  and  McDermott  who 
were  sent  to  inspect  its  German  usage.  ...  A most 
heartening  sign  of  medical  cooperation  is  the 
quick  summary  by  Owen  of  Milwaukee  of  the  re- 
sults of  early  effects  in  20  Vets.  Admin,  hospitals. 
Tb-1  had  been  used  only  28  to  50  days,  yet  be- 
cause of  its  potential  toxicity  and  the  close  ob- 
servation and  quick  reporting,  a rapid  warning 
was  possible.  ...  It  appears  that  liver  changes  do 
occur,  a case  of  agranulocytosis  had  appeared, 
and  other  symptoms  can  be  expected. 


TB  No.  2 — Whatever  the  merits  of  a Baltimore 
therapy,  said  to  be  “an  arsenic  compound  and 
sulfadiazine,”  the  comments  of  the  meeting’s 
chairman  stand  out  like  an  ash-heap  in  a city 
park.  In  two  breaths  he  had  these  things  to  say — 
“It  is  really  most  amazing;  the  results  are  similar 
to  penicillin  against  pneumonia,  or  liver  extract 
against  pernicious  anemia,”  and  “It  must  not  be 
construed  as  a cure  for  tuberculosis  until  there 
is  confirmation  in  the  hands  of  good  observers.” 


Sometimes  even  a hardened  medical  librarian 
must  be  jolted  into  a stare  or  giggle  by  titles  of 
certain  articles  which  turn  up  in  the  Army  Medi- 
cal Index.  For  instance — Douglas,  in  Southern 
Surgeon,  “The  Human  Ovary;  Am  I My  Brother’s 
Keeper?”;  Cross,  in  Proc.  Royal  Soc.  Med.,  “Peni- 
cillin in  the  Therapy  of  Dead  Teeth”;  Perry,  in 
Journ.  Exper.  Biol.,  “The  Swimming  of  Whales, 
and  a Discussion  of  Gray’s  Paradox”;  Totten,  in 
Anat.  Rec.,  “Pneumatocyst  of  the  Physophores”; 


and,  finally,  Hecht,  in  Genetics,  “Tetraploid  Ra- 
tios of  Self-sterility  Alleles.” 


There  have  been  few  more  kindly,  plain, 
thoughtful,  and  fortunate  people  than  the  late 
DR.  GEORGE  MINOT.  He  was  a typical  New 
Englander,  who  loved  to  say  “Et”  instead  of 
“Ate”  or  “Eaten,”  as  a foil  for  his  Harvard  educa- 
tion and  professorship.  . . . He  dramatically  was 
saved  from  diabetes  in  1921  by  insulin,  and  was 
never  very  rugged;  he  lived  until  64,  long  after 
he  had  saved  thousands  by  his  help  in  the  dis- 
covery of  liver  therapy  for  pernicious  anemia. 
Dozens  of  valuable  and  even  great  research  work- 
ers have  come  from  his  Thorndike  Laboratory  at 
the  Boston  City  Hospital. 


Tlu*  special  x-ray  technic  known  as  planigra- 
phy, laminagraphy,  or  tomography  is  used  in  ex- 
amination of  the  chest  to  identify  rarefications 
such  as  cavities.  The  results  vary  not  only  with 
the  technic  (which  amounts  to  slicing  the  lung 
into  1 to  2 cm.  slices  by  x-ray)  but  with  the  read- 
ing (which  often  amounts  to  slicing  bologin ). 
The  point  which  we  make,  after  a play  on  words, 
is  that  the  method  can  also  he  used  to  show  or 
emphasize  DENSITIES  in  the  lungs.  They  often 
show  up  much  clearer  than  by  any  other  method. 


All-American  (Medical  Ass’n.) — The  tentative 
line-up  for  the  coming  season  has  been  an- 
nounced, with  the  team  strengthened  at  all  po- 
sitions, it  is  said.  Fishbein,  who  “graduated,” 
will  be  succeeded  at  quarter-back  (editor  of  J.  A. 
M.  A.)  by  Austin  Smith,  who  takes  over  his  du- 
ties after  considerable  experience  at  both  right 
and  left  half-back  (director  of  therapy  and  re- 
search, and  secretary  of  the  council  on  pharmacy 
and  chemistry).  Smith’s  position  will  be  filled  by 
Bob  Stormont,  a nifty  runner  and  passer  from 
Washington  Junior  College  (medical  director  of 
the  Federal  food  and  drug  adminstration).  Walt 
Bauer,  who  has  been  on  the  Junior-Varsity  (AMA 
bureau  of  health  education ) will  take  over  as 
sub-quarter-back  (editor  of  “Hygeia,”  now  called 
“Today’s  Health”).  Dick  Plunkett,  also  of  the 
JV’s  (queries  and  minor  notes  of  the  J.A.M.A.) 
has  shown  some  shifty  footwork  and  will  get  a 
chance  at  right  half  (managing  editor  of  the  nine 
A.M.A  special  journals).  ...  A full  schedule  has 
been  arranged,  and  the  first  game  (A.M.A.  Clini- 
cal Session  at  Washington)  was  a sell-out. 
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To  anyone  who  has  to  use  a mask,  as  well  as 
glasses,  the  problems  of  steam  and  vision  arise. 
At  least  two  answers  are  available — a chemically- 
treated  cloth  called  “Kleerize,”  and  a brown  glass- 
wax  called  “Anti-Steamer”  and  various  other 
trade  names.  . . . They  can  also  be  used  on  laryn- 
geal mirrors,  shaving  mirrors,  windshields, 
etcetera. 


The  evolution  of  operations  on  the  sympa- 
thetic nervous  system  for  the  treatment  of  hy- 
pertensive vascular  disease  has  gone  through 
several  stages.  An  early,  limited  type  was  sup- 
planted by  Smithwick’s  thoracolumbar  resection; 
Peet  raised  the  level  to  a supradiaphragmatic  op- 
eration on  the  thoracic  group;  others  have  gone 
even  higher.  The  question  has  been  raised  as  to 
the  effect  of  a “complete”  sympathectomy,  pro- 
vided it  did  not  leave  the  patient  a “homeostasic” 
cripple.  . . . Ray  and  Console  of  New  York  have 
reported  in  the  Annals  of  Surgery  on  30  cases 
who  were  subjected  to  as  extensive  an  opera- 
tion as  possible.  The  follow-ups  were  from 
1 to  2 years.  Only  two  patients  died  as 
a result  of  surgery,  and  one  later.  . . The 
conclusions  were  that  the  procedure  does  lower 
the  blood  pressure  a bit  more  than  the  lesser 
operations;  that  homeostasis  is  not  threatened, 
after  a period  of  readjustment;  that  the  extra 
value  of  the  “total”  excision  is  merited  only  in 
special  circumstances,  namely  angina  pectoris, 
tachycardia,  and  peripheral  vasospastic  states; 
and  that  there  is  persistent  sympathetic  activity 
in  spite  of  the  wide  resection. 


The  metabolic  fate  of  infused  red  blood  cells 
has  been  detected  by  Levenson,  Birkhill,  Maloney, 
and  Bell  of  the  U.  of  Illinois.  They  report  in  the 
Annals  of  Surgery  that,  among  other  things,  the 
i-ed  cell  mass  decreases  at  the  rate  of  0.8  per  cent 
per  day.  The  mass  of  the  recipients  cells  declined 
at  a slower  rate,  due  to  bone  marrow  depression. 


The  right  hand  of  the  Veteran’s  Administration 
and  the  left  hand  of  the  Armed  Services  do  not 
seem  to  be  very  closely  connected,  at  lea'st 
through  a central  nervous  system.  . . . The  latter 
authority  closes  a large  series  of  hospitals,  and 
the  former  continues  to  announce  building  plans. 
Doubtless  the  closing  hospitals  are  not  exactly 
what  are  ideally  required  for  the  veterans,  but 
the  statements  from  various  headquarters  sug- 
gest that  they  have  never  met  each  other. 


Swetlow  and  Florman,  writers  for  the  trade 
journal  “Medical  Economics,”  have  warned  the 
profession  about  the  liability  of  a physician  who 
uses  “experimental”  treatment.  . . . New  proce- 
dures are  not  necessarily  experimental,  what  with 
th  speed  with  which  drugs  and  methods  are  re- 
ported. If  it  has  been  successfully  used  in  sim- 


ilar cases  by  more  than  one  physician,  and  the 
results  had  been  reported  in  a reputable  publica- 
tion, the  use  is  legitimate.  The  question  is  then 
whether  the  physician  has  experimented  PROP- 
ERLY. . Protection  of  the  doctor  may  be  obtained 
by  obtaining  corroboration  of  qualified  physi- 
cians on  the  advisability  of  the  therapy;  have 
qualified  medical  witnesses;  get  the  patient’s  con- 
sent in  writing,  and  be  sure  that  the  statement 
makes  clear  that  the  procedure  is  experimental 
and  that  certain  risks  are  involved. 


Stevens  of  Washington,  D.  C.,  has  called  atten- 
tion to  ABDOMINAL  EPILEPSY,  a condition 
which  is  considered  less  often  than  it  occurs.  The 
diagnosis  has  several  requisites — a periodic  pain 
of  sudden  onset  which  lasts  from  seconds  to  a 
few  hours;  it  is  not  often  accompanied  by  nausea, 
vomiting,  or  fever;  the  attacks  are  not  due  to 
known  dietary  indiscretions  or  psychogenic  fac- 
tor; there  is  a coexisting  convulsive  disorder  of 
some  degree;  the  electroencephalogram  is  ab- 
normal; and  anticonvulsive  therapy  controls  the 
entire  syndrome. 


The  relation  of  current  MEDICAL  BOOKS  to 
current  topics  is  obvious  in  the  following  list — 
“The  Sexual  Criminal”  by  Paul  de  River;  “Strept- 
omycin and  Dihydrostreptomycin  in  Tuberculo- 
sis” by  Riggins  and  Hinshaw;  and  “B.C.G.  Vaccin- 
ation in  Theory  and  Practice”  by  It.  N.  Irvine; 
“Physiology  of  Heat  Regulation  and  the  Science 
of  Clothing”  by  L.  H.  Newburgh. 


The  November  issue  of  The  Journal  of  Pedi- 
atrics contained  a report  of  successful  therapy  of 
infectious  mononucleosis  with  Chloromycetin 
(chloramphenicol).  The  child  improved  on  brief 
therapy,  relapsed,  and  was  quickly  cleared  of  the 
condition  again  on  re-treatment  ..  . . This  not 
only  indicates  a method,  but  points  to  an  etiol- 
ogy (viral). 


The  AMA  “Principles  of  Medical  Ethics”  was 
revised  this  past  June.  Some  of  the  obsolete  ma- 
terial was  deleted;  some  of  it  was  revised;  and 
a few  of  the  44  sections  are  new.  . . . The  physi- 
cian now  has  guides  to  the  wider  limits  to  which 
he  may  go  in  speaking  or  publishing  medical  ma- 
terial. He  is  forbidden  to  enter  an  actual  consul- 
tation with  a cultist.  He  may  participate  in  a 
contract  where  there  is  no  free  choice  of  a physi- 
cian, under  certain  conditions.  . . . More  difficult, 
in  a health  resort  area,  is  the  stipulation  which 
requires  one  M.  D.  to  refuse  care  to  a patient 
until  patient’s  former  doctor  has  been  dismissed. 
Distasteful  but  well-defined  is  the  rule  that  one 
is  duty-bound  to  expose  a colleague  to  his  medi- 
cal group  if  he  is  known  to  be  guilty  of  simple 
incompetence,  dishonesty,  or  unethical  conduct. 
In  addition,  he  is  now  expected  to  expose  illegal 
conduct  to  officers  of  the  law.  . . . The  duty  of  a 
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physician  to  inform  the  patient  or  his  family  of 
progress  is  clarified,  but  the  question  of  how- 
frank  a consultant  may  be  with  the  patient  is 
still  contradictory. 


Antihistamine  drugs  were  reported  to  depress 
the  tuberculin  skin-test  reaction  in  animals.  It 
looked  like  a good  way  to  control  hypersensitiv- 
ity in  the  lesions  of  man.  We  held  up  a comment 
on  it  for  months.  Now  there  are  two  reports  de- 
scribing ineffectiveness  in  tuberculous  indi- 
viduals. 


PERCORTEN. — Something  is  in  the  air,  and  it 
may  or  may  not  he  perfumed.  If  it  isn’t,  we  are 


going  to  be  pretty  mad  at  the  Ciba  company.  . . 
Doctors  have  been  told  that  desoxycorticosterone 
is  no  substitute  for  “cortisone.”  The  former  is 
used  for  Addison’s  disease,  and  the  latter  for 
arthritis,  etc.  . . . Now  Ciba  is  publishing  the  con- 
tradictory results  obtained  by  several  groups  who 
have  used  “PERCORTEN”  (desoxycorticosterone 
acetate)  accompanied  by  ASCORBIC  ACII)  (vita- 
min C)  in  patients  with  arthritis.  . . Perhaps  this 
is  fair,  but  somewhat  like  shooting  sitting  ducks. 
I’hc  medical  public  is  hopeful  hut  not  completely 
certain  about  the  new  adrenal  drugs,  and  unless 
the  stuff  is  surely  good  it  might  better  be  held 
>tp  until  the  evidence  is  definite. 


REPORT  TO  THE  PRESIDENT  AND  COUNCIL  OF  THE 
ARIZONA  MEDICAL  ASSOCIATION 


Report  to  the  President  and  Council  of  the 
Arizona  Medical  Association  on  the  visit  of  Dr. 
Arthur  J.  Present,  Chairman  of  the  Professional 
Board,  to  the  Congre-s  on  Medical  Education  and 
Licensure  and  to  the  Associated  State  Post- 
graduate Committees’  Meetings,  Chicago,  Feb- 
ruary 3 through  February  7,  1950. 

It  is  well  worthwhile  that  a representative  be 
sent  at  state  expense  to  attend  these  meetings.  In 
the  first  place  it  seems  only  fitting  and  proper 
that  this  state  be  represented  in  all  national 
activities,  allowing  that  individual  to  bring  back 
to  the  state  organization  such  ideas  and  inspira- 
tions as  he  can  attain  from  contact  with  those 
best  versed  in  their  fields.  It  is  interesting  to 
know  that  the  problems  are  not  so  different  and 
at  times  to  find  that  some  differences  from  the 
general  over-all  picture  are  applicable  to  our 
own  state,  f urthermore,  one  can  meet  the  indi- 
viduals who  are  doing  things.  A contact  has 
been  established  and  direct  information  may 
then  be  obtained  from  the  best  sources.  Further, 
1 think  it  a little  too  self-effacing  not  to  send 
representatives  to  these  ineeings.  The  only  way 
that  we  can  grow  in  stature  nationally  is  to  let 
it  be  known  that  we  are  interested  in  what  is 
going  on  at  the  national  level. 

As  indicated  in  the  enclosed  programs  the 
meeting  of  the  Associated  State  Postgraduate 
Committees  was  held  on  February  4,  1950  at  2 
P.  M.  Dr.  Parkins,  who  is  apparently  the  presi- 
dent of  the  Massachusetts  Postgraduate  Organ- 
ization, and  who  has  been  the  head  of  this  com- 
mittee and  a founding  member,  presided.  From 
what  I gather,  the  following  are  the  facts  rela- 


tive to  this  committee.  It  was  in  about  1929  that 
l)r.  Parkins  started  investigating  the  extension 
work  at  Harvard  and  tried  to  find  out  during 
the  course  of  the  next  three  years  why  it  was 
that  so  few  doctors  came  to  the  Harvard  Post- 
graduate courses.  It  was  at  the  end  of  that  study 
that  this  committee  was  founded.  Its  purpose 
was  to  get  a common  ground  for  the  exchange  of 
ideas  relative  to  postgraduate  education  which 
apparently  meets  with  some  resistance,  at  least 
a lack  of  enthusiam,  throughout  the  outlying- 
counties  in  most  states.  It  is  found  in  most  of 
these  states  that  there  is  a decreasing  response 
in  successive  years.  It  was  x’elative  to  this  whole 
problem  that  the  organization  was  founded  and 
it  is  certainly  worthy  of  our  support.  The  formal 
organization  began  in  1937,  based  on  the  reports 
of  the  New  York  State  and  the  Michigan  State 
Postgraduate  committees.  Dr.  Parkins  discussed 
the  changing  concepts  of  postgraduate  medical 
education.  1 1 is  main  points  were:  He  felt 
that  organized  medicine  has  a direct  ob- 
ligation to  see  that  postgraduate  education  is 
available  and  continued.  It  is  their  responsi- 
bility to  provide  instructors.  Dr.  Parkins  also 
felt  that  the  sectional  method  of  instruction  is 
probably  the  best  and  he  rather  hopes  that  not 
only  will  there  be  sections  in  the  states  which 
are  covered  by  clinics  and  seminar  groups  but 
also  that  the  whole  country  will  be  divided  into 
areas  so  that  we  can  organize  a fairly  coopera- 
tive plan  somewhat  like  the  army  corps  area  sys- 
tem. lie  discussed  the  Kress  Foundation  grants 
which  are  now  available  for  postgraduate  medi- 
cal education.  Not  much  has  been  expended  as 
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yet  but  that  foundation,  originally  used  for  the 
furtherance  of  art,  has  apparently  now  been 
placed  at  the  disposal  of  postgraduate  education- 
al groups.  Most  of  it  is  being  used  through  med- 
ical schools  but  1 understand  that  the  state  of 
Pennsylvania  has  been  able  to  obtain  a small 
grant  from  this  organization.  The  speaker  felt 
that  most  medical  men  need  leadership  to  guide 
them  through  the  maze  of  the  newer  medical 
knowledge  for  few  have  an  inherent  latent  en- 
thusiasm to  dig  through  it  for  themselves  and 
therefore  they  are  denying  ! hem  selves  and  their 
patients  these  advantages.  He  feels  that  it  is 
our  problem  as  one  means  of  combating  social- 
ized medicine  to  publicize  the  fact  that  we  are 
giving  these  educational  programs  and  distrib- 
uting medical  knowledge  to  the  doctors  in  the 
local  communities.  He  mentioned  the  fact  that 
available  for  us  are  the  various  medical  schools, 
such  as  the  University  of  Colorado  and  the 
Southern  California  schools  in  our  instance,  but 
also  that  we  should  make  use  of  the  American 
Colleges  of  Surgery,  Pediatrics,  and  now  of  Gen- 
eral Practice.  He  felt  that  it  was  important  that 
this  knowledge  be  disseminated  for  he  had  read 
recently  that  85%  of  surgery  was  being  done  by 
general  practitioners  and  they  certainly  could 
stand  whatever  little  training  might  be  provided. 
He  felt  that  the  hospital  trustees  have  a definite 
obligation  as  well,  not  only  to  their  interne  and 
resident  programs  but  also  to  all  physicians,  and 
he  feels  as  the  undersigned  feels  that  the  state 
society  should  push  this  type  of  improvement 
of  hospital  training  program  for  all.  Representa- 
tives of  the  American  Academy  of  General  Prac- 
tice were  at  this  meeting,  including  Mr.  Mac  F. 
Cabal  who  is  the  executive  secretary.  They 
brought  out  the  fact  that  the  American  Academy 
of  General  Practice  requires  150  hours  every 
three  years  in  postgraduate  training,  at  least 
100  hours  of  which  must  be  under  proper  aus- 
pices. State  medical  society  meetings  and  hospital 
staff  organizations  as  well  as  seminar  work  are 
considered  satisfactory  evidences  of  such  “prop- 
er auspices.  ’’ 

The  next  speaker  noted  on  the  program  as  the 
fourth  item  of  business  was  Dr.  Charles  ¥m. 
Smith,  Chairman  of  the  Commission  on  Gradu- 
ate  Education  of  the  Medical  Society  of  the 
State  of  Pennsylvania,  and  their  program  is  a 
broad  comprehensive  one.  He  spoke  on  the  role 
of  the  state  medical  society  in  postgraduate  edu- 
cation making  the  essential  points  that  their 


state  program  consists  of  their  annual  meeting, 
their  county  medical  meetings  as  in  our  state, 
and  also  sectional  meetings  as  indicated  in  the 
enclosed  brochure  of  the  Graduate  Education 
Institute  of  The  Medical  Society  of  the  State  of 
Pennsylvania  which  is  the  only  copy  I have  and 
which  I sincerely  trust  will  be  returned.  He  felt 
very  strongly  that  the  Journals  are  not  the  an- 
swer to  the  problem  because  the  articles  are 
not  all  good,  time  is  limited  and  doctors  just  do 
not  read  them.  He  feels  that  the  state  societies 
might  well  cull  the  recent  developments  and  sub- 
mit them  in  either  a brochure  form  or  through 
widespread  seminar  plans.  They  use  a fee  for 
course  plan  and  charge  a fee  that  is  fairly  high 
compared  to  ours.  They  have  a central  commit- 
tee which  has  a fairly  handsome  budget  from 
the  state  society  and  it  is  not  made  up  of  one 
or  two  individuals  but  is  made  up  of  several 
enthusiasts  of  whom  I am  certain  Dr.  Smith  is 
the  leader.  The  local  autonomous  county  medical 
societies  can  request  any  help  they  wish  from 
this  state  board  or  committee  and  in  general  it 
has  worked  satisfactorily.  Their  planned  pro- 
gram with  refresher  courses  until  now  has  usual- 
ly taken  one  day  a week  and  they  send  speakers 
to  eleven  points  in  the  state.  About  10%  of  the 
membership  of  the  state  society  is  all  that  they 
reach.  Next  year  they  ai’e  dropping  the  refresh- 
er type  of  course  and  instead  are  pushing  twen- 
ty subjects,  one  in  the  morning  and  one  in  the 
afternoon,  twice  a year,  so  that  in  a five-year 
program  all  of  these  twenty  subjects  will  be 
covered.  It  is  felt  that  their  experience  is  not 
unlike  the  experience  elsewhere  that  the  didactic 
type  of  course  is  falling  off  in  its  acceptance  and 
response.  They  pay  the  people  who  lecture 
from  $50  to  $75  per  day  and  their  expenses. 

In  the  discussion  period  Dr.  Bibler,  who  is 
president  I believe,  or  at  least  head  of  the  Post- 
graduate  Education  Program  of  The  American 
Academy  of  General  Practice,  said  that  any  pro- 
gram must  be  good  and  it  must  be  attractive  if 
it  is  to  be  worthwhile.  He  felt  that  panel  dis- 
cussions are  most  conducive  to  disseminating  in- 
formation and  he  thought  that  dinner  meetings 
are  very  important  for  doctors  are  so  often  busy, 
yet  they  do  have  to  take  time  to  eat. 

As  a result  of  this  meeting  I should  like  to 
recommend  the  following  as  suggestions  in  our 
postgraduate  education  program  in  the  state  of 
Arizona.  First,  I think  that  we  should  pay  the 
very  small  fee  of  $25.00  to  support  the  work  of 
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the  Postgraduate  Committee  whose  meeting  i at- 
tended. On  the  basis  of  many  of  the  ideas  sug- 
gested here  it  would  seem  that  our  state  is  not 
too  different  from  others  and  therefore  that  we 
may  use  some  of  the  ideas  presented  at  this  meet- 
ing. It  was  felt  imperative  to  cut  down  on  the 
number  of  meetings  and  I think  that  all  prac- 
ticing physicians  in  the  state  would  agree.  In 
order  to  meet  the  obligations  and  requirements 
of  The  American  College  of  Surgeons  the  staff 
meeting  deal  has  become  burdensome.  Any  pos- 
sible way  in  which  our  educational  program  can 
be  worked  in  conjunction  with  staff  meetings  or 
with  county  medical  meetings  would  undoubted- 
ly stimulate  a better  response.  I believe  that  pro- 
gram teachers  should  be  limited  to  good  teach- 
ers and  not  just  to  “names.”  It  was  felt  that 
the  success  of  the  entire  program  depended 
largely  on  the  caliber  of  the  teachers.  Didactic 
methods  of  teaching  are  certainly  bringing  out 
decreasing  response  throughout  the  country  and 
clinical  and  panel  discussions  help.  Further- 
more, these  are  a good  source  of  publicity  for 
the  medical  profession  as  a whole.  In  clinic  dis- 
cussions we  might  utilize  the  abilities  and  the 
available  diagnostic  factors  in  the  local  areas 
to  “work  up”  cases,  bring  in  outsiders  and  have 
a general  discussion  relative  to  those  eases  and 
to  the  recent  advances  in  medicine  which  are 
applicable  there  and  in  adjacent  fields.  This 
type  of  clinic  teaching  seems  to  be  well  accept- 
ed, well  received  and  thoroughly  enjoyed,  par- 
ticularly when  the  doctors  in  the  outlying  com- 
munities can  “hang  one  on”  the  visiting  special- 
ist. Furthermore.  I think  that  all  meetings  with- 
in the  state,  no  matter  what  the  nature  of  the 
meeting  other  than  perhaps  a hospital  staff  meet- 
ing of  routine  nature,  should  be  publicized 
through  a state  bulletin.  1 do  not  believe  that 
the  state  journal  is  an  adequate  medium  for  the 
publicity  is  too  delayed,  but  if  possible  it  might 
be  well  to  have  a clearing  station  or  center  either 
in  the  state  office  or  at  some  other  headquarters 
where  all  of  the  veterans’  hospital  programs 
which  are  excellent  and  the  county  medical  pro- 
grams which  are  now  improving  continually,  and 
any  other  medical  meetings  of  note  will  be  re- 
corded. That  information  should  be  widely  dis- 
seminated throughout  the  state  promptly.  T 
think  this  is  one  of  the  most  important  features 
of  successful  programs.  That  the  general  prac- 
titioner should  have  the  advantages  and  that  it 
is  our  responsibility  is  not  questioned.  Since  the 
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country  as  a whole  has  about  110,000  general 
practitioners  and  40,000  specialists  it  is  obvious 
that  the  activities  of  organized  medical  groups 
and  particularly  the  American  Academy  of  Gen- 
eral Practice  should  be  encouraged.  They  have 
a state  organization  in  Arizona  and  I believe  it 
should  be  contacted  relative  to  its  ideas  in  post- 
graduate medical  education. 

On  the  following  day,  namely,  Sunday,  Feb- 
ruary 5,  began  the  first  of  a series  of  lectures, 
a program  of  which  is  enclosed,  and  which  cov- 
ered the  general  subjects  of  medical  education 
and  licensure.  On  Sunday  morning  the  discus- 
sion relative  to  the  evaluation  of  the  qualifica- 
tions of  candidates  for  certification  by  Ameri- 
can Boards  in  the  specialties  was  most  interest- 
ing but  does  not  apply  to  state  level,  I believe. 
The  meeting  was  attended  and  one  was  im- 
pressed mostly  I think  by  the  thoroughness  with 
which  these  Boards,  and  in  particular  the  Amer- 
ican Board  of  Internal  Medicine  as  represented 
by  Dr.  Victor  W.  Logan,  M.  I).  of  the  University 
of  Rochester  Medical  School  in  Rochester,  New 
York,  are  trying  to  be  fair,  honest  and  to  certify 
only  those  individuals  who  are  actually  deserv- 
ing and  yet  denying  certification  to  none  who 
may  appear  before  them. 

On  Monday,  the  Council  on  Medical  Education 
and  Hospitals  began  its  series  of  meetings.  Of 
importance  I believe  in  the  session  at  9:30  on 
Monday  morning  were  the  papers  relative  to 
the  location  of  a medical  school,  considerations 
in  favor  of  locating  a medical  school  on  a uni- 
versity campus  or  in  a metropolitan  area.  This 
controversy  was  extremely  interesting  and  I cer- 
tainly think  that  should  the  state  of  Arizona  in 
the  reasonable  future  consider  a medical  school 
many  of  the  arguments,  and  many  of  the  finan- 
cial problems,  and  many  of  the  facts  relative  to 
this  situation  could  lie  obtained  without  too  much 
difficulty  both  from  the  published  articles  and 
from  the  individuals  in  question.  The  material 
presented  was  extremely  interesting,  and  as  the 
speakers  concluded  it  would  seem  to  this  ob- 
server that  there  are  advantages  in  both  types 
but  that  a metropolitan  school  probably  has  many 
more  advantages  than  the  localization  of  a med- 
ical school  on  the  campus  of  a very  small  uni- 
versity. Neither  Tucson  nor  Phoenix,  it  would 
seem  to  me,  are  too  small  at  the  present  moment 
to  consider  the  possibility  of  building  a medical 
school.  With  modern  transportation  the  popula- 
tions that  either  of  these  communities  could  draw 
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Extensive  mucosal  destruction 
and  ulceration  from  chronic 
ulcerative  colitis  with  only  a 
few  inflammatory  polyps. 


SEARLE 


In  COLITIS  MANAGEMENT — In  the  constipation  of  spastic,  atonic 
and  even  ulcerative  colitis, 4he  smoothage  action  of  METAMUCIL 
is  of  proved  value. 

METAMUCIL®  provides  a bland,  soft  bulk  with  a 

tendency  to  incorporate  irritating  particles  with  the  fecal  residue 
and  is  thus  a valuable  adjunct  in  correcting  the  constipation  and 
minimizing  irritation  of  the  inflamed  mucosa.  METAMUCIL  is 
the  highly  refined  mucilloid  of  a seed  of  the  psyllium  group, 
Plantago  ovata  (50%),  combined  with  dextrose  (50%). 
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Laboratory  and  X-Ray 

Diagnostic  Procedures  of  All  Types 
Clinical  Laboratory  Tests 
Basal  Metabolism 
Electrocardiography 

RADIUM  and  X-RAY 
THERAPY 

at 

Pathological  Laboratory 

507  Professional  Building 
Telephone  3-4105 

or 

Medical  Center  X-Ray  Laboratory 

1313  North  Second  Street 
Telephone  8-3484 

PHOENIX,  ARIZONA 

★ 


W.  Warner  Watkins,  M.  D.  R.  Lee  Foster,  M.  D. 

John  W.  Kennedy,  M.  I). 

Diplomates  of  American  Board  of  Radiology 
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upon  would  be  adequate  clinical  material  1 feel 
fairly  certain.  Further  statistics  could  be  ob- 
tained from  these  men  and  they  seem  to  be  criti- 
cal individuals  to  give  us  that  further  informa- 
tion. With  reference  to  this  it  seems  wisest 
that  one  refer  for  further  information  to  the  re- 
port of  Dr.  Verne  Lippard,  who  is  now  the  dean 
of  the  medical  school  at  the  University  of  Vir- 
ginia. His  survey  of  the  Florida  situation  ap- 
parently is  the  basis  for  much  of  the  argument 
pro  and  con,  and  apparently  it  is  a very  excel- 
lent review.  I don’t  know  where  it  is  published 
but  apparently  it  is  available,  and  if  further  in- 
formation is  desired  Dr.  Lippard  should  he 
contacted  and  a reprint  of  his  report  requested. 

On  Monday  afternoon  the  panel  discussion  on 
the  place  of  the  specialties  in  undergraduate 
medical  education  again  has  nothing  of  import- 
ance as  far  as  the  state  level  is  concerned.  How- 
ever, it  seems  fair  to  state  that  medical  education 
in  Great  Britain  is  certainly  in  a very  sad  situa- 
tion, and  as  far  as  teaching  the  specialties  in 
this  is  concerned,  there  seems  to  be  no  unanim- 
ity of  opinion  as  to  the  distribution  of  weight 


for  one  specialty  versus  another,  and  it  always 
seemed  that  the  surgeons  and  the  internists 
gained  the  upper  hand. 

The  meeting  on  Monday  evening  consisted  of 
a dinner  with  a talk  on  how  can  medical  educa- 
tion help  solve  problems  of  medical  care.  I felt 
that  it  was  the  unanimous  opinion  of  all  those 
who  attended,  including  myself,  that  no  informa- 
tion relative  to  this  subject  was  available  from 
this  speaker  and  that  little  was  gained  by  the 
meeting. 

The  meetings  of  Tuesday  were  quite  interest- 
ing and  apply  more  to  the  interstate  reciprocity 
problems  of  licensing  boards.  I do  not  believe 
that  very  much  can  be  done  short  of  legislation, 
and  this  is  a problem  for  those  boards,  and  I 
feel  A^erv  keenly  that  the  State  Board  of  Medical 
Examiners  of  Arizona  Avas  not  represented,  for 
these  Avere  very  pointed  and  very  useful  remarks. 

Respectfully  submitted, 

Arthur  J.  Present,  M.  D. 
Chairman,  Professional  Board, 
Arizona  Medical  Association. 


DOSAGE  CONTROL  IN  ANTICOAGULANT  THERAPY 


With  the  increasing  usage  of  the  anticoagu- 
lants in  therapy  of  the  thrombo-embolic  diseases 
and  the  extension  of  this  type  of  therapy  from 
the  hospital  to  the  ambulant  patient,  the  prob- 
lem of  accurate  dosage  control  has  become  quite 
evident.  This  is  particularly  true  of  Dicumarol 
which  is  the  anticoagulant  which  is  most  fre- 
quently given  to  ambulant  patients  and  often 
for  long  periods  of  time.  Also  overdosage  is 
more  dangerous  and  harder  to  combat  than  an 
overdose  of  heparin.  Heparin  is  eliminated  rap- 
idly and  the  effects  of  an  overdose  are  dissipated 
within  a few  hours  after  discontinuance  of  the 
drug,  AA'hile  the  effects  of  Dicumarol  may  persist 
for  a Aveek  to  ten  days  after  stopping  the  drug 
unless  counteracting  measures  are  taken. 

A number  of  systems  have  been  suggested  for 
control  of  the  dosage  of  Dicumarol,  but  the  only 
one  of  any  practical  significance  at  this  time  is 
the  one  in  almost  universal  use;  the  estimation 
of  the  prothrombin  content  of  the  blood  or  the 
‘ ‘ prothrombin  time.”  A review  of  the  literature 
and  conversations  Avith  physicians  Avho  are  pre- 
scribing anticoagulants  reveal  much  confusion 
concerning  the  value,  reliability,  and  interpreta- 
tion of  this  procedure,  and  especially  in  its  re- 


lation to  the  regulation  of  the  dosage  of  Dicum- 
arol. It  is  in  the  hope  of  clarifying  the  present 
status  of  the  situation  that  these  feAv  remarks 
are  presented. 

The  value  of  the  test  rests  on  the  observation 
that  Dicumaro  1 reduces  the  prothrombin  con- 
tent or  the  prothrombin  activity  of  the  blood. 
If  this  content  is  reduced  to  ten  per  cent  or  be- 
Ioav,  dangerous  hemorrhage  may  occur.  A per- 
centage of  thirty  or  more  is  considered  safe.  The 
actual  therapeutic  level  lies  between  these  limits 
and  as  a matter  of  fact  is  kept  around  twenty 
per  cent  in  most  cases. 

Two  methods  of  prothrombin  determination 
have  come  into  use.  Both  have  many  modifica- 
tions. The  two-stage  method  of  Warner,  Brink- 
lions,  and  Smith  is  a long  and  complicated  pro- 
cedure and  its  use  is  confined  chiefly  to  large 
research  laboratories.  It  can  be  disregarded  in 
the  clinical  field  then  except  that  the  reader 
should  be  told  that  the  prothrombin  values  ob- 
tained by  this  method  do  not  correspond  with 
the  values  obtained  in  the  usual  clinical  methods 
and  these  values  can  be  confusing  AA-hen  encoun- 
tered in  the  literature.  Unfortunately  too,  the 
differences  are  greater  in  the  lower  percentage 
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range,  which  is  the  important  and  dangerous 
area  in  therapy.  The  direct  or  one-stage  method 
of  qjuiek  or  one  of  its  numerous  modifications  is 
comparatively  simple  and  is  usually  employed 
in  tne  private  or  hospital  laboratory.  In  spite  of 
its  comparative  simplicity  from  a technical  view- 
point, and  even  though  it  has  been  in  use  for 
several  years,  actually  it  is  still  far  from  a reli- 
able and  standardized  test.  There  are  so  very 
many  possibilities  of  technical  and  personal  er- 
ror that  even  in  the  most  careful  hands  the  re- 
liability of  the  test  varies  from  day  to  day.  The 
numerous  modifications,  each  des.gned  to  elim- 
inate or  minimize  some  source  of  error,  have 
only  served  to  confuse  the  interpretation  of  re- 
sults and  this  especially  holds  true  in  trying  to 
correlate  results  reported  by  different  labora- 
tories. Different  workers  use  different  standard 
preparations  of  thromboplastin,  giving  different 
normal  times.  Of  course,  different  groups  of 
sera  are  used  as  normal  controls  by  different 
workers,  and  at  different  times  by  the  same 
worker.  Even  the  manner  of  collecting  the  speci- 
men has  been  shown  to  affect  the  ultimate  re- 
sult. The  reports  from  different  laboratories 
are  sometimes  given  in  different  terms.  One  may 
report  in  prothrombin  time  .n  seconds,  another 
in  percentage  of  prothrombin  of  the  normal  and 
another  in  percentage  of  normal  prothrombin 
times.  Prothrombin  times  are  the  most  confus- 
ing since  one  laboratory  may  report  normal  times 
of  twelve  seconds,  and  another  twenty  seconds, 
and  both  be  entirely  right  for  the  reagents 
they  are  using.  Prothrombin  percentages  are  the 
most  satisfactory  and  easy  to  correlate  provided 
that  the  percentage  curves  are  prepared  with 
care  for  every  batch  of  thromboplastin  used. 

This  situation  is  not  one  for  which  the  lab- 
oratories can  be  blamed.  The  problem  is  the 
subject  of  much  scientific  research  at  this  time 
and  eventually,  1 believe,  a simple  and  universal- 
ly reliable  test  will  be  perfected.  Until  then, 
what  is  the  physician  who  needs  to  use  these 
drugs  to  do?  The  obvious  answer,  of  course,  is 
to  make  the  very  best  use  of  what  he  now  has 
available.  1 offer  these  few  suggestions  as  to 
how  lie  may  do  so. 


It  is  important  to  aSI  members  of  the 
Association  to  patronize  the  advertisers 
who  use  space  in  our  Journal.  They  pay 
the  bills  and  make  it  possible  for  a bigger 
and  better  journal. 


Do  not  depend  entirely  on  laboratory  control. 
There  is  no  substitute  for  careful  clinical  observa- 
tion. Severe  hemorrhage  has  occurred  even  with 
prothrombin  levels  in  ranges  ordinarily  consid- 
ered safe. 

Have  your  prothrombin  estimations  done  in 
so  far  as  possible  by  one  reliable  laboratory  and 
preferably  by  the  same  technician.  Learn  what 
the  values  reported  mean  and  use  the  reports 
of  this  laboratory  as  something  familiar  to  “tie 
to”  in  evaluating  prothrombin  activity. 

If  necessary  to  correlate  results  reported  by 
another  laboratory,  do  not  try  to  compare  “pro- 
thrombin times”  very  accurately.  The  best  com- 
parison is  through  percentages  of  normal  pro- 
thrombin activity  provided  they  are  based  on 
carefully  constructed  curves. 

Remember  that  each  patient’s  dosage  require- 
ment must  be  determined  individually.  Do  not 
be  tricked  into  overdosage  by  giving  one  patient 
a dosage  simply  because  it  proved  satisfactory 
for  another. 


ABSTRACT 

Kierland,  R.  R. ; Herrell,  W.  E.,  and  O’Leary, 
P.  A. : Treatment  of  Syphilis  with  Aureomycin 
Administered  by  Mouth.  Arch.  Derm,  and  Sypli. 
61:185,  (Feb.)  1950. 

Seven  cases  are  reported,  two  patients  with 
early  infective  (dark-field  positive)  syphilis,  two 
patients  with  late  noduloulcerative  cutaneous 
syphilis,  and  three  with  neurosyphilis,  all  treated 
with  aureomycin  administered  by  mouth.  Total 
dosage  varied  from  44.2  to  90.5  gm.  Frequent, 
but  mild,  untoward  reactions  appeared. 

Results  were  encouraging  and  indicate  that: 
(1)  Aureomycin  exhibits  definite  antisyphilitic 
activity,  (2)  aureomycin  should  be  useful  when 
the  patient  cannot  tolerate  penicillin,  (3)  oral 
medication  has  an  advantage  for  certain  patients, 
and  (4)  the  future  will  determine  the  proper 
place  of  aureomycin  in  the  treatment  of  syphilis. 


TELEX  HEARING  CENTER  by 


PAUL  E.  LAU,  State  Mgr. 
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Arizona  Blue  Cross  paid  a total  of  $912,674.13 
to  hospitals  for  the  care  of  its  members  in  1949, 
it  is  reported  by  L.  Donald  Lau,  executive  di- 
rector. The  payments  represented  a return  to 
Blue  Cross  members  in  hospital  services  of  87.6 
cents  out  of  every  dollar  paid  into  the  plan  dur- 
ing the  year,  Mr.  Lau  said.  Operating  costs  for 
the  year  were  12.1  per  cent  of  gross  income,  as 
compared  with  13.1  per  cent  in  1948.  The  oper- 
ating costs  have  shown  consistent  decreases  as 
plan  enrollment  has  grown. 

The  1949  payments  to  hospitals  covered  14,355 
separate  hospital  admissions,  representing  79,738 
patient  days. 

Of  tie  total  hospital  payments,  the  twenty 
Arizona  Blue  Cross  member  hospitals  received 
$876,659.10  for  13,361  cases,  amounting  to 
73,041  patient  days.  Admissions  to  non-member 
hospitals  represented  6.9  per  cent  of  the  total 
Blue  Cross  cases  for  1949. 

Total  payments  to  hospitals  since  the  begin- 
ning of  Arizona  Blue  Cross  five  years  ago  last 
October  amounted  to  $2,131,815.87  at  the  end  of 
1949. 

The  $2,000,000  mark  in  hospital  payments  was 
passed  last  November  . 

Net  enrollment  increased  from  100,030  at  the 
end  of  1948  to  109,832  at  the  end  of  last  year. 
The  number  of  Blue  Cross  cases  in  hospitals  in- 
creased 42.7  per  cent  during  1949,  and  the  num- 
ber of  patient  days  increased  27.1  per  cent.  The 
average  length  of  stay  in  hospitals  during  1949 
was  5.49  davs  as  compared  with  6.13  clavs  in 
1948. 

A breakdown  of  maternity  case  statistics 
shows,  Mr.  Lau  said,  that  maternity  utilization 
constituted  13.4  per  cent  of  all  cases  in  employee 
groups  during  1949,  as  against  26.9  per  cent 
among  non-group  subscribers.  The  non-group 
subscribers  are  those  who  first  joined  Blue  Cross 
as  members  of  employed  groups  and  who  re- 
tained their  memberships  after  leaving  their 
groups.  This  marked  differential  in  utilization 
was  interpreted  by  Mr.  Lau  as  evidence  that 
there  is  more  of  a tendency  among  non-group 


members  than  there  is  among  group  members 
to  use  Blue  Cross  in  anticipation  of  the  need  for 
a specific  hospital  service  (such  as  maternity 
care  ) rather  than  for  over-all  protection  against 
the  catastrophic  financial  aspects  of  unexpected 
hospitalization. 

Out-patient  cases  accounted  for  14  per  cent 
of  all  admissions  to  Member  Hospitals  last  year, 
and  maternity  cases  comprised  18.2  per  cent  of 
the  admissions.  There  was  a total  of  2,618  ma- 
ternity cases  covered  by  Blue  Cross  in  1949  as 
compared  with  1,472  in  the  previous  year. 

All  officers  were  re-elected  at  the  annual  meet- 
ing on  March  19,  Mr.  Lau  announced.  They  are: 
J.  O.  Sexson.  president  of  the  board  of  trustees 
of  Good  Samaritan  Hospital,  president;  Dr. 
Preston  T.  Brown,  vice-president;  Glenn  C.  Tay- 
lor,  vice-president  of  the  Valley  National  Bank, 
treasurer,  and  William  J.  Wasson,  realtor,  sec- 
retary. All  are  Phoenix  residents. 

Elected  to  the  board  of  directors  were  Dr. 
Martin  Heidgen,  administrator  of  the  Tucson 
Medical  Center;  Lloyd  C.  French,  superintendent 
of  the  Southside  Hospital,  Mesa,  and  Dr.  Harry 
T.  Southworth,  Prescott.  Re-elected  to  the  board 
were  Mr.  Taylor,  Mr.  Wasson,  A.  S.  Gibbons, 
Yuma  ; Dr.  Brown,  and  Dr.  Jesse  Hamer,  Phoe- 
nix. Continuing  members  of  the  board  are 
Charles  McCarty,  Tucson;  Robert  A.  MacFar- 
lane,  Charles  Korrick,  Carl  Muecke,  Mr.  Sexson, 
Sister  Mary  Eucharia  of  St.  Joseph’s  Hospital, 
Emmett  McLoughlin  of  St.  Monica’s  Hospital, 
Dr.  Lloyd  Swasey,  and  Dr.  Frank  Milloy,  all  of 
Phoenix,  and  Sister  Agnes  Mary,  St.  Mary’s 
Hospital,  Tuc-on;  A.  M.  Crawford,  Prescott ; Dr. 
Harold  Kohl,  Tucson,  and  Dr.  Hal  Rice,  Bisbee. 

The  executive  committee,  comprising  the  of- 
ficers and  Sister  Mary  Eucharia,  was  re-elected. 
Mr.  Lau  and  Ned  F.  Parish,  assistant  director, 
were  named  delegate  and  alternate,  respective- 
ly, to  regional  and  national  meetings. 

In  a statement  to  the  board  of  directors,  Mr. 
Sexson  declared  that  the  Blue  Cross  organization 
and  its  member  hospitals  “have  worked  toward 
the  common  good  of  the  communitv  and  the 
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state.  Blue  Cross  has  made  on  outstanding  con- 
tribution in  helping  the  people  of  Arizona  pro- 
vide for  themselves  a splendid  protection  against 
the  unexpected  expense  of  hospital  care — at  a 
price  they  can  afford  to  pay. 

“We  may  justly  feel  proud  of  an  association 
that  is  dedicated  to  the  constitutional  principle 
that  the  government  should  do  only  those  things 
for  us  that  we  are  unable  to  do  for  ourselves." 


BOOK  REVIEW 

FROM  THE  HILLS.  By  John  Zahorsky,  M.  D , Clinical  Profes- 
sor of  Medicine.  St.  Louis,  M.ssouri.  Cloth.  $4.00.  pp.  388.  The 
C.  V.  Mosby  Company.  St.  Louis,  1949. 

At  the  behest  of  his  close  associates  Zahorsky 
has  produced  his  autobiography. 

Born  in  Hungary  in  1871,  his  ambitious  moth- 
er and  hard-working  father  brought  him  to 
Cleveland,  Ohio,  at  the  age  of  six  months.  Six 
years  later  the  family  moved  to  Steelville,  in  the 
northeast  part  of  the  Missouri  Ozarks.  There  he 
was  reared  as  a typical  Midwestern  farmboy, 
but  with  Central  European  overtones.  With 
some  financial  assistance  from  his  parents,  but 
mainly  through  his  own  efforts,  he  obtained  his 
education,  which  included  the  course  at  the  Mis- 
souri Medical  College  (later  Washington  Uni- 
versity School  of  Medicine)  from  which  he  grad- 
uated in  1895. 

He  was  of  the  old  school  of  “self-made  spe- 
cialists. Circumstances  brought  him  into  pedi- 
atrics early  in  his  career,  and  long  before  he  re- 
tired, more  than  fifty  years  later,  lie  had  at- 
tained national  prominence  in  his  field.  As  Pro- 
fessor of  Pediatrics  at  St.  Louis  University  lie 
was  outstanding  as  a clinician  rather  than  as  a 
laboratory  worker,  as  his  numerous  publications 
on  clinical  subjects  indicated. 

His  delightful  book  proves  him  to  be  a charm- 
ing and  scholarly  man.  In  it  he  dwells  less  on 
his  vocation  of  medicine  than  on  his  avocations 
of  poetry  and  nature  study  (especially  botany). 
All  through  it  we  find  evidence  of  his  refined, 
gentle  nature  which  proved  so  useful  in  his  work 
with  his  young  patients  and  their  delicate 
mothers. 

Those  who  know  St.  Louis  will  naturally  be 
interested  in  the  historical  aspects  of  the  book. 

As  extracurricular  reading  many  a doctor  will 
receive  inspiration  from  “From  the  Hills." 
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SUPPORTS 

are  prescribed  by 
thousands  of  doc- 
tors for  back  de- 
rangements; fol- 
lowing spinal, 
abdominal,  o r 
breast  operations; 
displaced  internal 
organs;  movable 
kidney;  certain 
hernia  cases;  and  other  dis- 
abilities. 

SPENCER  SUPPORT  SHOP 

W.  B.  and  MAUDE  KEEN  - Dealers 

Phone:  Phoenix,  Arizona  709  N.  First 

3-4023  Street 
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mailman 
works  for  us 

You  can  save  more  by  opening  an  account 
at  First  Federal  Savings.  Add  to  your 
account  as  often  as  you  like  and  it  won't 
cost  you  a penny. 

NO  SERVICE  CHARGE! 

NO  MINIMUM  CHARGE! 

WE  PAY  THE  POSTAGE! 

Each  time  you  add  to  your  account,  you 
will  receive  by  return  mail  a receipt  plus 
a prepaid  envelope.  Open  your  account 
now.  Savings  federally  insured  2%  cur- 
rent dividends. 
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Only  Chair  of  its  Kind  in  the  World 

CONTOUR  CHAIR  LOUNGE 


for 

HEALTH 

RELAXATION 

COMFORT 


“Yes,  it  moves’’ 

Endorsed  by 
DAVID  H.  FINK,  M.D. 

(Author  of  "Release  from 
Nervous  Tension") 


Here  is  a beautiful,  new,  scientifically  designed  piece  of  furniture  for  easier  living.  It  has  six  positions  in  seating 
adjustment,  allowing  the  head  proper  support.  Inasmuch  as  the  back  is  on  a semi-horizontal  plane,  pressure  is  re- 
moved from  spine  and  thighs.  The  CONTOUR  CHAIR  lifts  the  knee  level  above  the  body,  and  the  feet  are  allowed 
to  project  beyond  the  platform,  preventing  tension  at  ankles  and  pressure  on  heels. 

OFFICE  COMFORT 
TELEVISION 
NERVE  TENSIONS 
BLOOD  CIRCULATION 
CARDIAC  DISORDERS 
ASTHMA 
INDIGESTION 

ARTHRITIS  OF  THE  SPINE 
VARICOSE  VEINS 
ACHING  FEET  AND  LIMBS 

The  CONTOUR  CHAIR  comes  in  various  colors  and  lengths,  sponge  rubber  padding,  and  beautifully  upholstered 
in  fabric  or  plastic  — designed  for  permanence.  Features  challenge  belief.  We  invite  you  to  try  it  and  actually 
experience  the  sensation  of  its  comfort. 


Doctors  Use: 


Patient's  Use: 


For 

Aid 

in 

Relief 

of 


EXCERPTS  OF  AN  ANALYSIS  BY 
Wm.  PARKER,  M.  S.,  M.  D. 

• The  Contour  Chair-Lounge  is  spe- 
cifically designed  in  order  to  achieve 
the  maximum  amount  of  relaxation 
for  the  human  body. 


• From  a cardio-vascular  renal  stand- 
point, this  chair  also  finds  numerous 
applications. 

• Psychiatric.  The  usefulness  of  this 
chair  from  a psychiatric  standpoint 
becomes  obvious  from  a single  in- 
spection of  the  chair. 


• Respiratory.  The  application  of  this 
chair  from  a standpbint  of  respira- 
tory diseases  can  easily  be  seen. 
Doctor  Parker's  complete  analysis 
may  be  seen  in  our  "Contour 
Chair  Shop." 
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You  are  cordially  invited  to  visit  the  A-1  Pilsner 
plant,  Mondays  through  Fridays,  10  a.m.  to  4 p.m. 


1 nto  each  of  these  massive,  glass-lined  steel  tanks 
flows  6,000  gallons  of  golden  liquid  from  the  copper 
brew  kettle.  Accurately  measured  quantities  of  care- 
fully selected,  nurtured  yeast  are  added.  This  bubbling 
mixture,  scientifically  controlled,  blends  together — 
producing  the  sparkling,  zesty  goodness  of  A-1  Pilsner. 

Modern  equipment  and  methods  . . . the  choicest 
grains  and  hops  . . . generations  of  brewing  skill  . . . 
slow,  patient  aging— each  plays  its  part  to  make 
smooth,  mellow-aged,  premium  quality  A-1  Pilsner 
one  of  America’s  finest  beers. 

Ask  for  A-1  Pilsner.  There’s  no  better  beer  at 
any  price— anywhere! 


ARIZONA  BREWING  COMPANY,  INC.  • 12th  ST.  AT  MADISON  • PHOENIX,  ARIZONA 
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PERSONAL  NOTES 


DK.  THEODORE  STONE,  M.  D„  Ph.  D„  Profes- 
sor of  Neurology  and  psychiatry,  Northwestern 
University,  Chicago,  Illinois,  addressed  the  Staff 
of  St.  Monica’s  Hospital,  Phoenix  .February  16th 
on  "Tremors  and  Hyperkinesias.”  The  following 
week  he  addressed  the  Staff  of  Good  Samaritan 
Hospital,  Phoenix,  on  the  subject  “Functional 
Complications  in  Organic  Disease  and  Organic 
Symptoms  in  Functional  Disease.” 


DK.  JAMES  S.  SHIPMAN,  attending  surgeon 
of  Wills  Eye  Hospital,  Philadelphia,  Pennsyl- 
vania, spoke  to  the  Staff  of  Good  Samaritan  Hos- 
pital, Phoenix,  February  27,  1950  on  “Retinal 
Detachment.”  He  showed  a colored  movie  of 
the  operation  for  correction  of  this  defect. 


A series  of  lectures  on  Medical  Jurisprudence 
for  the  Staff  of  Good  Samaritan  Hospital,  Phoe- 
nix, was  inaugurated  by  introductory  remarks 
February  27,  1950  by  FRANCIS  DONOFRIO, 
Judge  of  Maricopa  County  Superior  Court,  and 
MR.  YOUNT,  attorney  for  the  Industrial  Com- 
mission. 


DR.  MAURICE  RICHTER,  Phoenix,  attended 
the  Los  Angeles  County  Radiological  meeting  in 
Los  Angeles  February  18th  and  19th. 


A Professional  Conduct  and  Grievance  Commit- 
tee of  Maricopa  County  Medical  Society  has  been 
appointed  by  President  HENRY  WILLIAMS,  of 
the  Maricopa  County  Medical  Society.  Chairman 
of  the  committee  is  DR.  J.  M.  GREER,  Phoenix. 
Others  members  are  DR.  GEORGE  B.  IRVINE, 
Tempe,  and  DRS.  KENT  THAYER,  R.  H.  CUM- 
MINGS, O.  L.  BENDHEIM,  G.  GILBERT  and  M. 
ROBB,  all  of  Phoenix. 


DR.  REED  SHUPE,  Phoenix,  and  DR.  ROYAL 

VV.  RANDOLPH,  Tucson,  have  been  appointed  to 
the  State  Board  of  Health  by  Governor  Garvey. 


DR.  LLOYD  K.  SWASEY,  Phoenix,  recently  ap- 
peared as  a witness  before  the  State  Legislators 
in  behalf  of  the  further  appropriation  of  funds 
to  expand  the  State  Tuberculosis  Sanatorium. 


The  Scientific  program  of  the  March  6th  meet- 
ing of  the  Maricopa  County  Medical  Society  was 
a Tuberculosis  Forum.  DR.  JAMES  P.  WARD, 
Phoenix,  Arizona  State  Director  of  Public  Health, 
led  off  with  “Our  Arizona  Tuberculosis  Problem." 
He  was  followed  by  DRS.  B.  L.  SNYDER,  Phoe- 
nix, on  “Recent  Advances  in  Medical  Therapy;” 
DR.  HOWELL  RANDOLPH,  Phoenix,  on  “Re 
cent  Advances  in  Surgical  Therapy,”  and  DR. 


LLOYD  K.  SWASEY,  Phoenix,  on  “Treatment  of 
Tuberculosis  in  our  State  Sanatorium.” 

DRS.  CARLOS  CRAIG  and  PRESTON  BROWN, 
Phoenix,  recently  attended  the  Blue  Shield-Blue 
Cross  National  Convention  in  Montreal,  Canada, 
representing  the  Arizona  Plan. 


DR.  SAMUEL  I.  ROTHMAN,  Phoenix,  who  has 
been  practicing  at  1617  East  McDowell  Road,  is 
ill  in  Papago  Park  Veterans  Hospital. 


DR.  ROSS  T.  Mcl  NTT  RE,  administrator  of  the 
National  Red  Cross  Blood  Program,  has  recently 
visited  Arizona  on  a tour  of  regional  centers.  He 
spent  two  days  in  Tucson,  meeting  with  the  Med- 
ical Advisory  Committee  for  the  Southern  Ari- 
zona Regional  Blood  Center.  He  visited  the  offi- 
ces and  equipment,  and  also  called  on  the  Vet- 
erans Hospital,  in  company  with  Major  Robert 
Neurnberg  of  the  43rd  Medical  Group  at  Davis- 
Monthan  Air  Base  and  Dr.  George  Hartman  of 
the  Regional  Center. 

Dr.  Mclntire  was  war-time  Surgeon  General  of 
the  Navy,  personal  physician  to  the  President, 
and  is  now  a member  of  the  board  of  governors 
of  the  College  of  Surgeons. 


The  Benson  Hospital  of  ten  beds,  established 
by  DR.  J.  M.  HESSER,  has  now  been  included  in 
the  Blue  Cross  Hospitals  of  Arizona.  This  brings 
the  total  of  such  hospitals  in  the  state  to  22. 


The  SCHOOL  HEALTH  COUNCIL  of  Tucson, 
a private  organization,  has  arranged  and  paid  for 
medical  care  for  239  school  children  since  Sep- 
tember. One  hundred  and  nine  were  treated  for 
visual  difficulties  and  57  for  heart  lesions. 


The  Board  of  Control  of  the  ARIZONA  STATE 
HOSPITAL  FOR  THE  INSANE  has  requested 
through  Governor  Dan  Garvey,  that  the  U.  S. 
Mental  Health  Institute  make  a survey  of  the  in- 
stitution. The  Institute  will  set  up  standards,  and 
might  give  a “provisional  accreditation”  until  the 
Hospital  meets  the  standards. 

Dr.  Riley  Guthrie  of  the  Institute  will  come  to 
Arizona  in  April. 


The  Yuma  County  Board  of  Supervisors  has 
voted  to  purchase  the  addition  to  the  YUMA 
GENERAL  HOSPITAL  which  was  built  by  the 
Federal  government  during  the  war.  The  price  is 
to  be  $45,000,  about  one-fifth  of  the  cost. 


Dr.  E.  J.  Tiffany,  senior  surgeon  of  the  U.  S. 
Public  Health  Service,  has  completed  an  inspec- 
tion of  the  facilities  of  the  ARIZONA  STATE  DE- 
PARTMENT OF  HEALTH  LABORATORIES.  He 
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This  label  is  your  guarantee  of  accurate 
prescription  compounding 

FREE  DELIVERY  PHONE  4-2606 

2303  No.  7th  St.  Phoenix,  Arizona 


LAIRD  & DINES 

The  REXALL  Store 

Reliable  Prescription  Service 

Tempe  422  Mill  Ave.  & 5th 

Tempe,  Arizona 


FOR  EACH  TYPE  HEARING  LOSS 
THERE’S  A SPECIAL  S0N0T0NE 


1 For  minimum  losses,  or  up  to  60  db — 

"910"  with  15-volt  B battery. 

2 For  average  losses,  or  up  to  80  db — 

"910"  with  22  Vi -volt  battery. 

3 For  additional  battery  economy — 

"910"  with  external  A battery. 

4 For  longer  battery  life — 

"920"  with  internal  "breather"  battery. 

5 For  extremely  severe  losses,  or  up  to  95  db — 

"925"  with  30-volts. 

Each  provides  the  widest  possible  range  of 
internal  adjustments  for  the  closest  pet  - 
sonal  fitting. 

Specify  SONOTONE — a name  you  can  trust. 

S0N0T0NE  - the  House  of  Hearing 

(Fourteen  years  In  Arizona) 

425  Title  & Trust  Bldg.  45  Jackson  St. 

Phoenix  Tucson 


28  Registered  Pharmacists 

Tucson  Casa  Grande 


Cverybody  i 

PRESCRIPTION  DRUGGISTS 

The  REXALL  Store 

Phone  6 & 56 

MESA  • ARIZONA 

CIGARS  MAGAZINES 

AND 

FOUNTAIN  SERVICE 


DISTRICT  NO.  1 

Arizona  State  Nurses  Ass'n. 

(CONSTITUENT  OF  THE  AMERICAN 
NURSES'  ASS'N) 


Nurses’  Professional  Registry 

711  EAST  MONROE  ST.  PHOENIX  4-4151 
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has  recommended  an  increased  working  space, 
new  equipment,  and  additional  personnel  to  fill 
the  present  needs. 

At  the  time  this  is  written,  Senators  Sam  Head 
of  Yavapai  and  Joseph  Mansfield  of  Yuma  have 
introduced  &_  bill  to  appropriate  $85,000  for  the 
construction  and  equipping  of  a state  laboratory. 

The  controversial  addition  or  replacement  for 
a state  tuberculosis  hospital  has  been  revived, 
with  a bill  by  Senators  Head  and  Mansfield  for 
$500,000  for  that  purpose. 


DR.  HOWARD  D.  COGSWELL  of  Tucson  at 
tended  the  winter  meeting  of  The  Central  Surgi- 
cal Society  in  Chicago. 


GYNECOLOGICAL  CLINIC  AT  HOSPITAL 

The  Arizona  State  Hospital  has  established  a 
Gynecological  Clinic  for  its  patients. 

A group  of  old  and  new  patients  is  examined 
weekly,  and  particular  stress  is  placed  on  tumor 
diagnosis,  each  patient  having  a Papanicolau 
smear  taken. 

In  essence,  it  is  a tumor  clinic  for  women  pa- 
tients. The  gynecological  work  is  under  the  di- 
rection of  Dr.  Henry  A.  Siegal,  and  the  cvtologi- 
cal  and  other  pathological  interpretations  are 
done  by  Dr.  Harold  Wood. 

It  is  hoped  that  in  the  near  future  a tumor 
clinic  for  male  patients  will  be  started. 


MEMBER 


Why  not  Hawaii  for  your  Holiday 
this  time? 

for  as  little  as  $396.00,  including 
transportation,  room  in  a lovely  hotel, 
and  a sight-seeing  tour. 

ROESER  TRAVEL  SERVICE 

603  Heard  Building  Phone  2-2737 

Phoenix,  Arizona 


"Seeds  for  Security" 

DON  A.  SEEDS,  C.  L.  U. 

Life  Insurance  Counselor 

WEST  COAST  LIFE  INSURANCE  CO 
623  Security  Bldg. 

Phoenix,  Arizona  Phone  3-1957 


when  an  Orthopedic 

MATTRESS  IS  INDICATED 

Restful,  healthful  body  adjustment  is 
supplied  by  the  Spring  Air  Back  Supporter 
Mattress,  with  its  high  density  construction 
of  lightly  compressed  coils  of  extra  large 
diameter.  Made  of  conventional,  time-proven 
materials,  to  a new  design  which 
provides  positive  back  support  without 
interfering  with  circulation.  See  it 
at  your  favorite  furniture  store  . . . 
recommend  it  with  confidence. 


Manufactured  in  Phoenix  by 
SOUTHWEST  MATTRESS  CO. 
1710  EAST  WASHINGTON  ST. 
PHOENIX,  ARIZONA 


Specialized  Knowledge 

Is  the  rock  upon  which  rests  the 
strength  and  progress  of  the  medi- 
cal profession. 

Specialized  Knowledge 

is  just  as  important  when  consider- 
ing a location  for  office  or  clinic,  a 
sound  investment,  or  qualified  man- 
agement for  investment  property. 

Our  firm  has  outstanding 

qualifications  for  serving  you,  and 
invites  your  inquiries. 

BOWEN  & BOWEN,  Realtors 

COMMERCIAL  REALTY 
CERTIFIED  PROPERTY  MANAGEMENT 

(Accredited  by  the  National  Institute  of 
Real  Estate  Management! 

1 1 W.  Adams,  Phoenix  Phone  8-2665 
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WAYLAND’S 

PRESCRIPTION 

PHARMACY 

13  E.  Monroe  Street 
Phone  4-4171 


Twc  Itcces 

WAYLAND’S 

McKinley 

PHARMACY 

138  W.  McKinley  Street 
Phoste  4-7243 


PHOENIX,  ARIZONA 

Free  Delivery 


INDIAN  SCHOOL  PHARMACY 

9 a.  m.  to  10  p.  m 
7 days 

GEORGE  BATCHELDER 

Third  St.  and  Indian  School  Road 
Phone  5-2484 
Phoenix,  Arizona 


THE  PRESCRIPTION  SHOP 


ROCKLIN'S 

PROFESSIONAL  PHARMACY 

Where  Pharmacy  Is  a Profession 

39  East  Monroe  Street 
6 Doors  East  of  Professional  Bldg. 
Phone  3-3470 
PHOENIX,  ARIZONA 


24  Hour  Rx  Service 


A Professional  Pharmacy 

RALPH  YONTZ,  R.  PH 

105  W.  Boston  St.  Chandler,  Arizona 

Phone  5541 


NICHOLLS'  SOUTHERN  AVENUE 
PHARMACY 

8-1852  4-0094 

Night  Phone  2-9871 
South  Phoenix 


BROWN'S  PHARMACY 

Tenth  and  Pierce  Streets 
Phone  4- 1 008 
Phoenix,  Arizona 


Creighton  Pharmacy 

CHARLES  E.  BILL 
M.  GERTRUDE  BILL 

2345  E.  McDowell  Phone  4-3263 

Phoenix,  Arizona 


Yol.  7,  So.  I 
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DIAGNOSTIC  LABORATORY 

JOHN  FOSTER,  M.  D.,  Radiologist  MAURICE  ROSENTHAL,  M.  D.,  Pathologist 

DIAGNOSTIC  X-RAY 
X-RAY  & RADIUM  THERAPY 

CLINICAL  PATHOLOGY 
E.  K.  G.  B.  M.  R. 

Phones  8-1601  - 8-1602 

Medical  Arts  Building,  543  E.  McDowell  Road  Phoenix,  Arizona 


PRESCRIPTION 

Complete  line  of 

Hospital  Beds,  Crutches,  Trusses  and 
Surgical  Garments 

KELLY'S  PRESCRIPTION  SHOP 

45  East  Broadway  Phene  3-4701 

TUCSON 

D.  F.  Seheigert  L.  J.  McKenna 


MEDICAL  OXYGEN  THERAPY  CO. 

Bob  Whitaker 

Everything  for  the  Sickroom 
Sales  and  Rentals 

Oxygen  Tents  Hospital  Beds  Wheel  Chairs 
24  Hour  Service 

Phone  8-31  12  Phoenix,  Arizona 


DIATHERMY  • ELECTROENCEPHALOGRAPH 
ELECTRONIC  EQUIPMENT 
SERVICE 

Intercommunication  • Music  Systems  ® Wire  Recorders  • Radio  • Television 

Sales  and  Service 


RADIO  ELECTRONICS  DEVELOPMENT  CO. 

1009  N.  Third  Ave.  Phone  3-6767 

Phoenix,  Arizona 


Phone  5-49  1 4 

SHAW  BUTTE 

SANATORIUM 

"Where  the  Desert  Meets  the  Mountains" 

Aged 

Convalescent 

MRS.  ALICE  E.  HALES 
Owner  and  Resident  Director 

11407  North  19th  Ave. 

Phoenix,  Arizona 

HAVE  YOU  MADE 
YOUR  CONTRIBUTION  TO  THE 
DAMON  RUNYON  FUND? 
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PREMIER  HOTEL  OF  THE  SOUTHWEST 


HOTEL  WESTWARD  HO 


For  a relaxing  resort  at- 
mosphere with  every  met- 
ropolitan convenience 


Atop  The  Patio  Suites: 

Our  new  MASSAGE  PARLOR 
Offers  the  very  finest 
in  modern  equipment, 
service  and  skill 


AIR  CONDITIONING 
IN  EVERY  ROOM 


IN  DOWNTOWN  PHOENIX 


JOHN  B.  MILLS,  President  General  Mgr 


VISIT  OUR  COMPLETELY  RESTOCKED 

STORES 


Standard  Surgical  Supply 
Co.,  Inc. 

Phoenix  Tucson 


710  North  First  St.,  Phoenix 


809  E.  Broadway,  Tucson 
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WOMAN'S  AUXILIARY 


MRS.  ALFRED  HELDOBLER 


Mrs.  Alfred  Heldobler  is  Publicity  Chairman 
for  the  Pima  County  Medical  Auxiliary.  She 
was  born  in  Stanley,  Wisconsin  and  was  grad- 
uated from  the  Southern  Oregon  Normal  School 
and  the  Behnke-Walker  Business  College.  She 
taught  school  anti  after  her  business  training, 
was  a medical  secretary  in  Portland.  In  1940 
she  married  Dr.  Alfred  Heldobler,  who  is  a 
graduate  of  the  University  of  Oregon  Medical 
School.  Following  war  duty.  Dr.  Heldobler 
spent  three  years  in  orthopaedic  residency  at 
the  University  of  California,  following  which 
they  moved  to  Tucson. 

Mrs.  Heldobler  is  active  in  Red  Cross  Gray 
Lady  work  at  the  Veterans  Hospital  and  has 
participated  in  community  and  Red  Cross  drives. 

Dr.  Heldobler  is  associated  with  Dr.  Robert 
Hastings  in  Tucson  in  the  practice  of  orthopaedic 
surgery. 


PIMA  COUNTY 

The  monthly  meeting  of  the  Pima  County  Med- 
ical Auxiliary  was  held  Tuesday  evening  at  the 
Santa  Rita  Hotel.  Following  the  business  meet- 
ing Wm.  B.  Pyle  entertained  the  group  with  a 
very  amusing  talk. 

A motion  was  made  that  Mrs.  Darwin  Neu- 
bauer,  Philanthropic  Chairman,  and  committee 
investigate  and  decide  on  some  worthwhile  pro- 
ject for  which  auxiliary  funds  are  available. 

Tbe  Nominating  Committee,  composed  of 
Mines.  E.  M.  Hayden,  Max  Palmer  and  F.  J. 
Lesemann,  recommended  the  following  members 
for  officers  of  the  Pima  County  Medical  Auxili- 
ary for  tbe  fiscal  year  1950-51  : 

Mrs.  Brick  Storts,  President-elect 
Mrs.  Leo  Kent,  1st  Vice-president 
Mrs.  Richard  Hausmann,  2nd  Vice-president 
Mrs.  Darwin  Neubauer,  Recording  Secretary 
Mrs.  David  Engle,  Corresponding  Secretary 
Mrs.  Kenneth  Baker,  Treasurer. 

Hostesses  for  the  refreshments  were : Mines. 
George  Fraser,  Chairman ; Edward  Hayden, 
George  L.  Dixon,  A.  L.  Lieberman,  J.  B.  Little- 
field, Wm.  Manning,  C.  -I.  Newcomb,  George 
Shetter,  B.  P.  Storts,  M.  M.  Mandel,  H.  -J.  Stan- 
ford and  Clyde  Flood. 


Mrs.  Harry  T.  Southwcrth,  Prescott 
(Continued  on  page  62) 
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SOUTHWESTERN  SURGICAL 
SUPPLY  CO. 


YOUR  COMPLETE  SOURCE  IN  THE  SOUTHWEST 
FOR  ALL  ETHICAL  MEDICAL  EQUIPMENT  AND 
SUPPLIES 

• 

PHOENIX  TUCSON  EL  PASO 


ROBERTA  DAVEY  HALL 

MEDICAL  BOOKS 
Of  All  Publishers 
PROMPT  HANDLING  OF  ALL  ORDERS 

To  order:  Telephone  5-1062 
40  East  Rose  Lane 
Phoenix,  Arizona 


DORSEY 

HARRY  PROUTY 

Medical  Service  Representative  for  Arizona 

The  Smith-Dorsey  Co.  4425  E.  Lafayette  Blvd 
Branches  Phone  5-7078 

Dallas  — Los  Angeles  Phoenix,  Arizona 


WINTHROP  STEARNS,  INC. 

Local  Representative  - D.  W.  Ripley 

33  Mission  Circle  Phone  6-2978 

Phoenix,  Arizona 


MILLAM  & WIKLE 

STATIONERS 

Phone  3-0888 
22  East  Monroe 
Phoenix 

& 

STATIONERY 

OFFICE  SUPPLIES 

OFFICE  EQUIPMENT 
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FARNEY  & MARTS  REALTY 

54  South  MacDonald,  Mesa,  Arizona 
Phone  5424 

Homes  - Ranches  - Businesses 
Investment  Property  - Property  Management 
FHA  Loans  - Insurance 


TOWN  & COUNTRY  REALTY  CO. 

1814  E.  McDowell  Road 
Phoenix,  Arizona 

A Service  Organization  for  Management, 
Income  and  Investment  Property 

2-1567  REALTORS  8-0372 


Culver’s  Rest  Home 

GLENDALE 

Reasonable  Beautiful  Acreage  Accredited 

No  Tuberculars  or  Open  Carcinoma 
Cases  Accepted 

120  W.  B Street  Phone  549 


REDEWILL  MUSIC  COMPANY,  M.  D. 

(M.  D.  - Musical  Delineation) 

MUSICALTHERAPY  for  NEUROSIS 
HAMMONDITIS  STE I N W AYOLOGY 

SOLOVOXOGRAPHY 

222  West  Washington  St. 

Phoenix  Dial  3-7919 


CATERING  ICE  CREAM  CO. 

QUALITY  ICE  CREAM  WITH 
CHOICE  OF  MANY  FLAVORS 

ROY  SWANBERG 

PHONE  5-9278 
4407  North  Seventh  Street 
Phoenix,  Arizona 


Do  Your  Dental  Plates  Wobble? 
Why  Suffer? 

Have  Them  Relined  and  Tightened  in  20  Minutes. 
$2.50  per  plate.  Guaranteed 

RELINE  CONTROL  LABORATORY 

715'/2  North  First  St.  Phone  2-1141 

Phoenix,  Arizona 


ortable 

Electrosurgical  Unit 

...  a MODERN  LOW-COST  SUR- 
GICAL UNIT  for  all  minor  and 
various  major  surgery. 

The  Birtcher  BLENDTOME  is  a surpris- 
ingly practical  unit  for  office  surgery. 
With  this  lightweight  unit,  you  have  all 
the  electrosurgical  procedures  of  major 
units  — electro  excision,  desiccation,  ful- 
guration  and  coagulation.  While  not 
meant  to  be  compared  to  a large  hos- 
pital unit,  the  BLENDTOME  has  been 
successfully  used  in  many  TUR  cases. 
Such  facility  indicates  the  brilliant  per- 
formance of  the  BLENDTOME. 

ALL  4 BASIC  SURGICAL  CURRENTS 

1.  Tube  Generated  Cutting  Current. 

2.  Spark-Gap  Generated  Coagulation  Current. 

3.  A controlled  mixed  blend  of  both  above 
currents  on  selection. 

4.  Mono-polar  Oudin  Desiccation-Fulguration 
Current. 


Never  before  has  a surgical  unit  of 
such  performance  been  offered  at 
the  low  price  of  the  Blendfome. 

Write  "Blendtome  Folder”  on  your 
prescription  blank  or  clip  your  letter 
head  to  this  advertisement.  Reprint  of 
electrosurgical  technic  mailed  free  on 
request.  Please  indicate  your  specialty. 


THE  BIRTCHER  CORPORATION 

5087  Huntington  Drive  Lot  Angeles  32,  Calif. 


BLENDTOME  DEALERS 
Waitt-Randolph  Equipment  Co. 
Phoenix 
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MRS.  HARRY  T.  SOUTH  WORTH 

Mrs.  Harry  T.  Southworth  has  served  as  state 
president  of  the  Woman’s  Auxiliary  to  the  Ari- 
zona Medical  Association.  She  has  served  as 
president  of  the  Yavapai  County  Auxiliary  and 
has  held  several  offices  and  served  on  many  com- 
mittees in  both  the  state  and  county  auxiliaries. 

This  year  Mrs.  South  worth  is  giving-  much 
time  to  crippled  children.  She  is  secretary  of 
the  Yavapai  Chapter,  Arizona  Society  for  Crip- 
pled Children,  and  is  chairman  of  the  Hearing 
Conservation  program  in  Yavapai  county. 

The  Senior  and  Junior  High  School  Parent- 
Teacher  Associations  both  claim  a good  deal  of 
Mrs.  Southworth ’s  time  as  she  is  holding  an  of- 
fice in  each  organization.  The  Southworths 
have  two  children,  Tom,  seventeen,  and  Kathryn, 
twelve. 


YAVAPAI  COUNTY 

The  Woman’s  Auxiliary  to  the  Yavapai 
County  Medical  Society  lias  been  very  busy  this 
year,  not  with  any  one  project  but  with  many. 

At  Christmas  time,  the  Auxiliary  secured  ami 
decorated  three  large  trees  for  the  Community 
Hospital.  It  also  provided  tray  decorations  to 
be  used  throughout  the  hospital  for  Christmas 
dinner.  Pood  was  supplied  for  three  needy  fam- 
ilies and  clothing  and  toys  given  to  twenty-four 
children. 

Our  members  have  given  much  time  and  ef- 
fort in  the  development  of  the  program  of  the 
Children’s  Retreat,  a resident  home  for  children 
suffering  from  asthma. 

Individual  members  of  the  Auxiliary  are  giv- 
ing much  time  to  the  Crippled  Children’s  pro- 
gram, the  Well-Baby  Clinic,  and  to  sewing  for 
the  Red  Cross. 

The  annual  rummage  sale  for  the  benefit  of 
the  service  and  welfare  fund  was  held  March 
third  and  fourth.  Funds  raised  by  this  sale  will 
be  used  for  contributions  to  several  general  and 
local  service  projects. 

This  year,  as  in  the  past,  whenever  the  Auxil- 
iary has  been  approached  with  the  need  of  food, 
clothing  or  fuel  for  families,  it  has  responded. 

The  Yavapai  County  Auxiliary  consists  of 
seven  active  members  and  nine  associate  mem- 
bers of  Whipple.  We  feel  that  the  projects  un- 
dertaken are  noteworthy  because  of  the  small 


membership.  Much  credit  goes  to  the  associate 
members  of  Whipple  for  their  active  interest 
in  the  Auxiliary. 

Margaret  0.  (Mrs.  H.  T.)  Southworth, 
Publicity  Chairman. 


SECURITY 


Hello,  Doctors ! 

The  Borden  folks  have 
a nice  display  at  their 
booth.  They  will  wel- 
come the  opportunity  of 
showing  you  our  prod- 
ucts. 

— Elsie 


LU.  CRECE  B.  DOWELL,  M.  S. 

Dowe'l  Laboratories 
3 V2  East  Fifth  Street,  Tempe,  Arizona 

South  Side  District  Hospital  Laboratories 
21  South  Hibbert,  Mesa,  Arizona 


Yoh  7,  Xo.  1 


Arizona  Medici ne 


6.‘ 


for 

HAY 

FEVER 


FOR  YOUR  POLLEN  SENSITIVE  PATIENTS 

May  we  suggest  the  three-vial  Parenteral  Treatment  Set  ( 1 0 cc  each  vial, 
Dilution  1 :50,000;  1 :5000;  1 :500)  especially  prepared  for  either  intra 
dermal  or  subcutaneous  administration. 

With  diagnosis  established  the  treatment  set  will  be  prepared  in  accord 
ance  with  your  patient's  sensitivities.  Only  specific  Southwestern  pollens  used 

3-VIAL  PARENTERAL  TREATMENT  SET— $10.00 


3-vial  individualized  oral  treatment  set  may  be  had  where  individual 
circumstances  favor  this  route  of  administration 


Treatment  record  sheets,  suggested  dosage,  and 
directions  with  every  set 


An  Allergy  Service  based  on  close  acquaintance  and  experience  with  the  botany  of  the  area  of  your  practice. 

cAlleryy  J^e^earch  J^abora  torie£,  3nc. 

Phoenix,  Arizona  U S.  Biological  License  No  151 
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PHYSICIANS'  DIRECTORY 

NEUROLOGY  and  PSYCHIATRY 


CHARLES  W.  SULT,  Jr.,  M.  D. 
RICHARD  E.  H.  DUISBERG,  M.  D. 

Diplomates  of  the  American  Board 

NEUROLOGY,  PSYCHIATRY  AND 
ELECTROENCEPHALOGRAPHY 

419  Professional  Building  Phoenix,  Arizona 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

401  Heard  Bldg. 
PHOENIX,  ARIZONA 


HOSPITAL  NEUROLOGICAL  SURGERY 


WALTER  V.  EDWARDS,  Jr.,  M.  D. 

JOHN  RAYMOND  GREEN,  M.  D. 

Certified  by  the  American  Board 

Lawrence  Memorial  Hospital 

of  Neurological  Surgery 

Cottonwood,  Arizona 

1010  Professional  Building 
Telephone  8-3756 

PHOENIX,  ARIZONA 

UROLOGY 


W.  G.  SHULTZ,  M.D.,  F.  A.  C.  S. 

Diplomate  of  The  American 
Board  of  Urology 

1010  N.  Country  C’ub  Road 
Telephone  5-2609  Tucson,  Arizona 


PAUL  L.  SINGER,  M.  D.,  F.  A.  C.  S. 

DONALD  B.  LEWIS,  M.  D. 

Certified  American  Board  of 

UROLOGY 

UROLOGY 

39  West  Adams  Street  Phone  3-1739 

123  So.  Stone  Ave.  Phone  4500 

PHOENIX,  ARIZONA 

Tucson,  Arizona 

MERRIWETHER  L.  DAY,  M.  D. 
F.  A.  C.  S. 

Diplomate  of  The  American 
Board  of  Urology 

LADDIE  L.  STOLFA,  M.  D. 

Lois  Grunow  Memorial  Clinic 
926  East  McDowell  Road 


Tel.  4-3674 


Phoenix 


EDWARD  BLANK,  M.  D. 

PSYCHIATRY  and  NEUROLOGY 

733  West  McDowell  Road 
Telephones  2-2181  or  2-9642 
If  no  answer,  call  3-4189 

Hours  by  Appointment 
Phoenix,  Arizona 


OTTO  L.  BENDHEIM,  M.  D. 

NEUROLOGY  and  PSYCHIATRY 

1515  North  Ninth  Street 
PHOENIX,  ARIZONA 

Certified  by  American  Board  of 
Psychiatry  and  Neurology 
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PHYSICIANS'  DIRECTORY 


UROLOGY— (Cont'd.) 


james  h.  McDonald,  m.  d. 

UROLOGY 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 

write  to 

711  Professional  Building  Telephone  8-0969 

Phoenix,  Arizona 

ARIZONA  MEDICINE 

401  Heard  Bldg. 
PHOENIX,  ARIZONA 

INTERNAL  MEDICINE 


ROBERT  S.  FLINN,  M.  D. 

INTERNAL  MEDICINE 

CARDIOLOGY  and  ELECTROCARDIOGRAPHY 

1118  Professional  Building 
Phone  4-1078 
Phoenix,  Arizona 


JESSE  D.  HAMER,  M.  D. 

F.  A.  C.  P. 

INTERNAL  MEDICINE 
CARDIOLOGY 

Suite  910  Phoenix 

15  E.  Monroe  St.  Arizona 


FRANK  J.  MILLOY,  M.  D. 
F.  A.  C.  P. 

INTERNAL  MEDICINE 

61  1 Professional  Building 
Phone  4-2171 
Phoenix,  Arizona 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

401  Heard  Bldg. 
PHOENIX,  ARIZONA 


DANIEL  H.  GOODMAN,  M.  D. 

INTERNAL  MEDICINE  CARDIOLOGY 

ELECTRO  CARDIOGRAPHY 

607  Heard  Bldg.  Phone  4-7204 

Phoenix,  Arizona 


KENT  H.  THAYER,  M.  D. 

INTERNAL  MEDICINE 
Diplomate  of  the  American  Board 
of  Internal  Medicine 

ROBERT  H.  STEVENS,  M.  D. 

INTERNAL  MEDICINE 
ALLERGY 

1313  North  Second  Street 
Phone  3-8907 
Phoenix,  Arizona 


JOSEPH  BANK,  M.  D. 

Diplomate  of 

American  Board  of  Internal  Medicine 
American  Board  of  Gastroenterology 

JOHN  W.  FINDLEY,  Jr.,  M.  D. 

GASTROENTEROLOGY,  GASTROSCOPY 

800  North  First  Avenue  Phone:  4-7245 

PHOENIX,  ARIZONA 


HAROLD  F.  STOLZ,  M.  D. 

M.  S.  in  Medicine 

Diplomate,  American  Board  of  Internal  Medicine 

INTERNAL  MEDICINE  AND 
DISEASES  OF  THE  HEART 

Telephone  2-1262  614  N.  Fourth  Avenue 

Tucson,  Arizona 
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INTERNAL  MEDICINE—  (Cont'd.) 


ROBERT  E.  RIDER,  M.  D. 

INTERNAL  MEDICINE 
ELECTROCARDIOGRAPHY 

Del  Sol  Hotel  Bldg.  Phone  26 

Yuma,  Arizona 

W.  PAUL  HOLBROOK,  M.D.,  F.A.C.P. 

DONALD  F.  HILL,  M.D.,  F.A.C.P. 
CHARLES  A.  L.  STEPHENS,  Jr.,  M.D. 
LEO  J.  KENT,  M.  D. 

Tucson,  Arizona  Phone  5-151  1 

PHYSICA 

L M 

EDICINE 

M.  E.  FULK,  M.  D. 

GLENDALE  CLINIC  HOSPITAL 
Clinic  Open  Daily:  9 a.m.  to  6 p.m 
Sundays  and  Holidays  by  Appointment 

245  East  A Avenue  Phone  240 

Glendale,  Arizona 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

401  Heard  Bldg. 
PHOENIX,  ARIZONA 

CHEST  DISEAS 

ES  ; 

\ND  SURGERY 

HENRY  J.  STANFORD,  M.  D. 

THORACIC  SURGERY 

Diplomate  American  Board  of  Surgery  and 
The  Board  of  Thoracic  Surgery 

2530  E Broadway  Phone  5-1531 

Tucson,  Arizona 

GEORGE  D.  BOONE,  M.D.,  F.A.C.S. 

DISEASES  AND  SURGERY  OF  THE  CHEST 

601  East  Sixth  Street  Telephone  1159 

TUCSON,  ARIZONA 

CLINIC 

THIS  SPACE  FOR  SALE 

FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

401  Heard  Bldg. 
PHOENIX,  ARIZONA 

MESA  MEDICAL  CENTER 

MARK  H.  WALL,  M.  D. 
FRANKLIN  B.  LANEBACK,  M.  D. 
J.  EDWIN  KEPPEL,  M.  D. 

206  East  Main  St. 

Mesa,  Arizona 

Office  Phone  4350 

BUTLER  CLINIC 
D.  E.  NELSON,  M.  D. 
F.  W.  BUTLER,  M.  D. 

501-505  Fifth  Avenue 
SAFFORD,  ARIZONA 

SUN  VALLEY  CLINIC 

34  North  Macdonald 
MESA,  ARIZONA 

Yol.  7,  No.  4 
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ORTHOPEDIC  SURGERY 


1 

GEORGE  L.  DIXON,  M.  D. 

GEO.  A.  WILLIAMSON,  M.D.,  F.A.C.S. 

ORTHOPAEDIC  SURGERY 

LEO  L.  TUVESON,  M.  D. 

Diplomate  of  the  American  Board 
of  Orthopaedic  Surgery 

ORTHOPAEDIC  SURGERY 

744  N.  Country  Club  Road  Telephone  5-1533 

TUCSON,  ARIZONA 

800  North  First  Ave.  Telephone  2-2375 

PHOENIX,  ARIZONA 

1 

ROBERT  E.  HASTINGS,  M.D.,  F.A.C.S. 
ALFRED  0.  HELDOBLER,  M.  D. 

Diplomates  American  Board  of  Orthopaedic 
Surgery 

ORTHOPAEDIC  SURGERY 

1811  East  Speedway 
TUCSON,  ARIZONA 

JAMES  LYTTON-SMITH,  M.  D. 
RONALD  S.  HAINES,  M.  D. 

JOHN  H.  RICKER,  M.  D. 
STANFORD  F.  HARTMAN,  M.  D. 

Section  on 

ORTHOPEDIC  SURGERY 
Lois  Grunow  Memorial  Clinic 
926  East  McDowell  Road 

Phoenix,  Arizona  j 

PHYSICIANS  and  SURGEONS 


CHAS.  N.  PLOUSSARD,  B.  S.,  M.  D. 

D.  T.  MOATS,  M.  D. 

F.  A.  C.  S. 

GENERAL  PRACTICE  , 

PHYSICIAN  AND  SURGEON 

SURGERY  and  UROLOGY 

Office  Phone  2-6672  Home  Phone  5-8849 

907  Professional  Bldg.  Phone  3-3193 

312-316  W.  McDowell  Road 

Phoenix,  Arizona 

Phoenix,  Arizona 

ANESTHESIOLOGY 


GEORGE  B.  IRVINE,  M.  D. 

LOUISE  BEWERSDORF,  M.  D. 

W.  G.  PAYNE,  M.  D. 

F.  A.  C.  A. 

ANESTHESIOLOGY 

PHYSICIANS  AND  SURGEONS 

208  West  Glenrosa 

8 West  Fifth  Street  Phone  526 

Phone  5-4471  - 8-3451 

Tempe,  Arizona 

Phoenix,  Arizona 

DERMATOLOGY 


HARRY  A.  GUMMING,  M.  D. 

DERMATOLOGY 

Diplomate  of  American  Board 
of  Dermatology  and  Syphilology 

Phone  8-4883 

1313  North  Second  Street  Phoenix,  Arizona 


KENNETH  C.  BAKER,  M.  D. 

DERMATOLOGY 

Telephone  3-0602  729  N.  Fourth  Ave. 

Tucson,  Arizona 
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DERMATOLOGY 


GEORGE  K.  ROGERS,  M.  D. 

THIS  SPACE  FOR  SALE 

DERMATOLOGY 

FOR  INFORMATION  AND  RATES 

Diplomate  of  American  Board  of 

write  to 

Dermatology  and  Syphilology 

ARIZONA  MEDICINE 

Phone  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 

401  Heard  Bldg. 
PHOENIX,  ARIZONA 

OBSTETRICS  and  GYNECOLOGY 


M.  J.  WHITELAW,  M.D.,  B.S.,  DR.  MED. 
(BERLIN) 

ENDOCRINOLOGY  AND  GYNECOLOGY 


412  West  Roosevelt 
Office  Phone  4-7613 
Phoenix,  Arizona 


HARRY  J. 

FELCH,  M.  D. 

Physician 

and  Surgeon 

Residence 

Office 

325  W.  Granada 

703  Professional  Bldg. 

Phoenix,  Arizona 

1 5 E.  Monroe  Street 

Residence  3-1  151 

Office  3-1151 

HENRY  A.  SIEGAL,  M.  D. 

1109  Professional  Bldg. 

Diplomate  of  American  Board  of  Obstetrics 
and  Gynecology 

Office  Phone  2-8131 
Directory  - 3-4189 
Phoenix,  Arizona 


EYE,  EAR,  NOSE  and  THROAT 


DUNCAN  G.  GRAHAM,  M.  D. 

JOHN  S.  MIKELL,  M.  D. 

EYE,  EAR,  NOSE  and  THROAT 

1811  East  Speedway 

Tucson,  Arizona 

Certified  by  American  Board  of  Otolaryngology 

EAR,  NOSE  AND  THROAT 

1 1 4 West  Pepper  Street 

BRONCHOSCOPY 

Mesa,  Arizona 

PERRY  W.  BAILEY,  M.  D. 

EYE,  EAR,  NOSE  AND  THROAT 

Telephones:  Office  8-0661;  Residence  2-6233 
Office:  39  W.  Adams,  I 17  Winters  Bldg., 
PHOENIX,  ARIZONA 


BERNARD  L.  MELTON,  M.  D. 

F.  A.  C.  S.,  F.  I.C.  S. 

EYE,  EAR,  NOSE  AND  THROAT 
Certified  by  American  Board  of  Ophthalmology 
Certified  by  American  Board  of  Otolaryngology 

JOHN  J.  McLOONE,  M.  D. 

EYE,  EAR,  NOSE  AND  THROAT 
BRONCHOSCOPY  AND  ESOPHAGOSCOPY 
605  Professional  Bldg.  Phone  3-8209 

PHOENIX,  ARIZONA 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

401  Heard  Bldg. 
PHOENIX,  ARIZONA 


Yol.  7,  Su.  4 
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ARCHIE  E.  CRUTHIRDS,  M.  D.; 

F.  A.  C.  S.,-  F.  1.  C.  S. 

H.  FIELDING  WILKINSON,  M.  D. 

Organic  Diseases  and  Psychogenic  Disorders  of 

EYE,  EAR,  NOSE  AND  THROAT 
Certified  by  American  Board  of  Otolaryngology 

Eye,  Ear,  Nose  and  Throat 

American  Academy  of  Ophthalmology  and 

Refractions  (Fitting  of  Glasses) 

Otolaryngo'ogy 

39  West  McDowell  Road  Phone  8-3167 

10 II  Professional  Bldg.  Phone  3-5121 

Phoenix,  Arizona 

Phoenix,  Arizona 

SURGERY 


L.  MANOIL,  M.  D. 

SURGERY  AND  GYNECOLOGY 

34  W.  Lynwood  Phone  3-3092 

Phoenix,  Arizona 

LOWELL  C.  WORMLEY,  M.  D. 

SURGERY  AND  UROLOGY 
1 202  East  Washington 
Office  Phone  3-2273 
Phoenix,  Arizona 

ALFRED  D.  LEVICK,  M.  D. 

DELBERT  L.  SECRIST.  M.  D., 

PROCTOLOGY 

F.  A.  C.  S. 

1 137  West  McDowell  Road 

1 23  South  Stone  Avenue 

Phones  8-2194  - 3-4189 

Tucson,  Arizona 

Phoenix,  Arizona 

Office  Phone  2-337  1 Home  Phone  5-9433 

H.  D.  KETCHERSIDE,  M.  D 

W.  R.  MANNING,  M.  D.,  F.  A.  C.  S. 

SURGERY  and  UROLOGY 

DONALD  A.  POLSON,  M.  D. 

SURGERY 

GENERAL  SURGERY 

Diplomate  American  Board  of  Surgery 

Certified  by  the  American  Board  of  Surgery 

800  North  First  Avenue 

620  North  Country  Club  Road  Phone  5-2687  : 

Phone  4-7245 

Phoenix,  Arizona 

Tucson,  Arizona 

LOUIS  P.  LUTFY,  M.  D. 

SURGERY  and  GYNECOLOGY 

| 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 

write  to 

301  West  McDowell  Rd.  Phone  3-4200 

ARIZONA  MEDICINE 

Phoenix,  Arizona 

401  Heard  Bldg 

PHOENIX,  ARIZONA 
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GENERAL  MEDICINE 


SAMUEL  R.  JOSEPH,  M.  D. 

THIS  SPACE  FOR  SALE 

PHYSICIAN  AND  SURGEON 

FOR  INFORMATION  AND  RATES 

Office  Phone  5-9645  Res.  Phone  5-2365 

write  to 

Directory  Phone  3-4189 

ARIZONA  MEDICINE 

71  1 West  Thomas  Road 

401  Heard  Bldg. 

Phoenix,  Arizona 

PHOENIX,  ARIZONA 

GENERAL  PRACTICE 


RAYMOND  1.  McGILVRA,  M.  D. 

GENERAL  PRACTICE 
307  E Indian  School  Road 
Office  Phone  5-0750 

Office  Hours:  10-12  and  2-5  By  Appointment 

Phoenix,  Arizona 

PAUL  S.  ARMOUR,  M.  D. 

Office  Phone  4-0293 
If  No  Answer,  Call  3-4189 

543  East  McDowell  - Medical  Arts  Building 
Phoenix,  Arizona 

J.  REICHERT,  M.  D. 

General  Practice 

CARDIO  VASCULAR  DISEASES 
ELECTROCARDIOGRAPHY 

303  West  McDowell  Rd  Office  Phone  4-7028 

Phoenix,  Arizona 

DOCTORS  DIRECTORY  ESTABLISHED 
1920 
3-4189 

Emergency  calls  given  special  attention  We  will 
locate  your  doctor  before  or  after  office  hours. 

BERTHA  CASE,  R.  N.,  Director 
ADA  JOY  CASE 

1493  East  Roosevelt 
Phoenix,  Arizona 

V.  E.  FRAZIER,  M.  D. 

THIS  SPACE  FOR  SALE 

GENERAL  PRACTICE 

FOR  INFORMATION  AND  RATES 

Hours:  9 a m.  to  5 p.m.  - Saturday  9 a.m,  to  1 p.m. 

write  to 

Office  Phone  366  Res.  Phone  1 06R 

ARIZONA  MEDICINE 

35  East  Mam  Street 

401  Heard  Bldg. 

Mesa,  Arizona 

PHOENIX,  ARIZONA 

CHILDREN'S  DISEASES 


WILLIAM  F.  SCHOFFMAN,  M.  D. 

JULIUS  CITRON,  D.  S.  C., 

CECILIA  H.  SHEMBAB,  M.  D. 

F.  P.  R.  S. 

JAMES  L.  COFFEY,  M.  D. 

DISORDERS  OF  THE  FOOT 

DOCTORS  BUILDING 

316  West  McDowell  Road  Telephone  4-7287 

Phoenix,  Arizona 

517  West  McDowell  Road 
Hours  9-5  Phone  2-9312 

Phoenix,  Arizona 
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PATHOLOGICAL  LABORATORIES 


G.  0.  HARTMAN,  M.  D. 

PATHOLOGICAL  LABORATORY 

PATHOLOGICAL  LABORATORY 

507  Professional  Building  Telephone  3-4105 

20  E.  Ochoa  St.  Phone:  3-4861 

W.  WARNER  WATKINS  AND 
ASSOCIATES 

1313  North  Second  Street  Telephone  8-3484 

TUCSON,  ARIZONA 

Phoenix,  Arizona 

RADIOLOGY 


GOSS  - DUFFY  LABORATORY 

X-RAY  AND  CLINICAL  DIAGNOSIS 

3 16  West  McDowell  Road 
Phoenix,  Arizona 

PATHOLOGICAL  LABORATORY 

507  Professional  Building  Telephone  3-4105 

MEDICAL  CENTER  X-RAY 
LABORATORY 

1313  North  Second  Street  Telephone  8-3484 

W.  Warner  Watkins,  M.D.  R.  Lee  Foster,  M.D. 

John  W.  Kennedy,  M.  D. 

Diplomates  of  American  Board  of  Radiology 
Phoenix,  Arizona 

DRS.  HAYDEN,  PRESENT,  WELSH 

AND  HILEMAN 

MARCY  L.  SUSSMAN,  M.  D., 
F.  A.  C.  R 

Diplomates  of 

American  Board  of  Radiology 

Diplomate  of  American  Board  of  Radiology 

DIAGNOSTIC  ROENTGENOLOGY 

801  North  Second  Ave. 
Telephone  8-  1 027 

23  East  Ochoa 
Tucson 

Phoenix,  Arizona 

ALLERGY 

PROCTOLOGY 

E.  A.  GATTERDAM,  M.  D. 

WALLACE  M.  MEYER,  M.  D. 

ALLERGY 

15  E.  Monroe  St.,  Professional  Bldg. 
Office  Hours:  11  A.  M to  5 P.  M. 
Phoenix,  Arizona 

PROCTOLOGY 

903  Professional  Bldg. 
Phone  2-2822  - 3-4189 
Phoenix,  Arizona 

SPEECH  PATHOLOGY 


ROBERT  N.  PLUMMER,  Ph.  D. 

SPEECH  PATHOLOGY 

THIS  SPACE  FOR  SALE 

including 

FOR  INFORMATION  AND  RATES 

Lip  Reading  and  Speech  for  the  Deaf 

write  to 

Professional  Member 
American  Speech  and  .Hearing  Association 

Medical  Arts  Bldg.  Phone  3-2051 

Phoenix,  Arizona 

ARIZONA  MEDICINE 

401  Heard  Bldg. 
PHOENIX,  ARIZONA 

THE  ORTHOPEDIC  CLINIC 

For  the  Treatment  of  Fractures,  Diseases  and  Surgery  of 
the  Bones  and  Joints 

ORTHOPEDIC  SURGERY 

W A BISHOP,  Jr.,  M.  D.,  F.  A.  C.  S.  ALVIN  L SWENSON,  M D 

Diplomates  of  the  American  Board  of  Orthopedic  Surgery 

ARTHRITIS 

DeWITT  W ENGLUND,  M D 

1313  North  Second  Street  Phone  8-1586 

Phoenix,  Arizona 


PATHOLOGY 


This  is  to  announce  that  tissues  for  diagnosis  are  accepted  by  the  fo'low- 
ing  physicians  who  practice  in  Arizona,  are  not  exclusively  governmentally 
employed,  and  are  qualified  as  pathologic  anatomists 


J.  D.  BARGER,  M.  D. 

Pima  County  General  Hospital 
Tucson,  Arizona 


LOUIS  HIRSCH,  M.  D. 

Tucson  Medical  Center 
Tucson,  Arizona 


RALPH  H.  FULLER,  M.  D. 

St.  Mary's  Hospital 
Tucson,  Arizona 


MAURICE  ROSENTHAL,  M.  D. 

St.  Monica's  Hospital 
Phoenix,  Arizona 


GEORGE  O.  HARTMAN,  M.  D. 

20  East  Ochoa  Street 
Tucson,  Arizona 


O.  O.  WILLIAMS,  M.  D. 

425  North  Fourth  Street 
Phoenix,  Arizona 


HAROLD  WOOD,  M.  D. 

1033  East  McDowell  Road 


Phoenix,  Arizona 


— ■ - RADIOLOGY  

TUCSON  TUMOR  INSTITUTE 

LUDWIG  LINDBERG,  M.  D.  JAMES  H.  WEST,  M.  D.  F.A.C.R. 

Diplomates  of  American  Board  of  Radiology 

RADIUM  AND  X-RAY  THERAPY 

721  North  4th  Ave.  TUCSON,  ARIZONA 
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...  as  written  in  a prescription  means  "according  to  circum- 
stances.” Because  circumstances  change  from  patient  to 
patient  and  from  time  to  time,  the  physician’s  plan  of  treat- 
ment must  be  flexible.  In  the  case  of  pharmaceuticals,  how- 
ever, unvarying  uniformity  is  expected  if  results  are  to  be 
predictable.  Every  circumstance  in  the  manufacture  of  Lilly 
products,  therefore,  is  rigidly  controlled. 


ELI  LTLLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 
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CHLOROMYCET 


TRADE  MARK 

CHIORAMPHENICOI 
0.25  cm. 

CaCTION  —To  be  <1  i^p+*o«p< 
3*$yfeyor  on  the  prescrip. 


$So»  of  a physician. 

mm 


X)ROMYGETIN 


lOMYCETIN 


CHLuEi  N 18  C OROMYCETIN 


CHLOROMYCETIN  II  CHLOROMYCETIN 


CHLOROMYCETIN 


CHLORAMPHENICOL,  PARKE-DAVIS 


Potent  therapeutic  agents  may  be  two-edged  swords  — clinical  efficacy 
coupled  with  varying  degrees  of  toxicity.  Chloromycetin  is  a powerful  sword 
with  a single  edge.  It  exerts  a remarkable  antibiotic  effect  on  a wide  range  of 

infections  (including  many  unaffected  by  penicillin,  streptomycin  or 

the  sulfonamides).  At  the  same  time,  it  is  unusually  well  tolerated. 
Published  reports  emphasize  its  relative  innocuousness. 


PARKE.  DAVIS  & COMPANY 


significant  untoward  effects  in  patients  who  received 

chloramphenicol  under  our  care.’’  smaciei,  J.  e.:  j.a.m.a.  142:315, 1950  (discussion) 


evidence  of  renal  irritation  . . . No  impairment  of  renal  function. 

. . . No  changes  in  the  red-cell  or  white  cell  series  of  the  blood  . . . nor  did  jaundice  occur. 

. . . Drug  fever  was  not  observed  . . . side  effects  were  slight  and  infrequent.” 

Hewitt,  W.L.,  and  Williams,  B.,  Jr.:  New  England  J.  Med.  242:119,  1950 

toxic  reactions  or  signs  of  intolerance  were  observed.” 

Payne,  E.  H.;  Knaudt,  J.  A.,  and  Palacios,  S.:  J.  Trop.  Med.  & Hyg.  51  :G8,  1918 


symptoms  or  signs  of  toxic  effects  attributable  to  the  drug  were  observed.” 

Ley,  H.  L.,  Jr.;  Smadel,  J.  E„  and  Crocker,  T.:  Proc.  Soc.  Exper.  Biol.  & Med.  68: 9,  1918 

CHLOROMYCETIN  is  effective  orally  in  urinary  tract  infections,  bacterial  and  atypical 
primary  pneumonias,  acute  undulant  fever,  typhoid  fever,  other  enteric  fevers  due  to 
salmonellae,  dysentery  (shigella),  Rocky  Mountain  spotted  fever,  typhus  fever,  scrub  typhus, 
granuloma  inguinale,  and  lymphogranuloma  venereum. 

PACKAGING  : CHLOROMYCETIN  is  supplied  in  Kapseals®  of  0.25  Gm. 
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The  Protein- Rich  Breakfast 
and  Morning  Stamina 

Extensive  studies*  by  the  Bureau  of  Human  Nutrition  have  established  that 
breakfasts  rich  in  protein  and  supplying  500  to  700  calories,  effectively 
promote  a sense  of  well-being,  ward  off  fatigue,  and  sustain  blood  sugar 
levels  at  normal  values  for  the  entire  morning  postbreakfast  period. 

These  physiologic  advantages  are  related  mainly  to  the  protein  content  rather 
than  to  the  caloric  content  oj  the  breakfast.  In  fact,  when  isocaloric  breakfasts 
were  compared,  those  with  the  higher  amounts  of  protein  led  to  the  great- 
est beneficial  effects.  Breakfasts  providing  the  lower  quantities  of  protein 
(7  Gm.,  9 Gm.,  16  Gm.,  and  17  Gm.  respectively)  produced  a rapid  rise  in 
the  blood  sugar  level  and  a return  to  normal  during  the  next  three  hours. 
Breakfasts  providing  more  protein  (22  Gm.  and  2 5 Gm.  respectively)  pro- 
duced a maximal  blood  sugar  rise  which  was  lower  than  that  following  the 
breakfasts  of  lower  protein  content,  but  the  return  to  normal  was  delayed 
beyond  the  three  hour  period. 

The  subjects  on  the  higher  protein  breakfasts  “reported  a prolonged 
sense  of  well-being  and  satisfaction.”  The  findings  indicated  that  the 
beneficial  effects  of  the  high  protein  breakfast  on  the  blood  sugar  level 
may  extend  into  the  afternoon. 

Meat,  man’s  preferred  protein  food,  is  a particularly  desirable  means  of 
increasing  the  protein  contribution  of  breakfast.  The  many  breakfast 
meats  available  are  not  only  temptingly  delicious  and  add  measurably  to 
the  gustatory  appeal  and  variety  of  the  morning  meal,  but  they  also  pro- 
vide biologically  complete  protein,  B-complex  vitamins,  and  essential 
minerals.  Meat  for  breakfast,  a time-honored  American  custom,  is  sound  nutri- 
tional practice. 

*Orent-Keiles,  E.,  and  Hallman,  L.  F.:  The  Breakfast  Meal  in  Relation  to  Blood-Sugar 
Values,  Circular  No.  827,  United  States  Department  of  Agriculture,  Bureau  of  Human 
Nutrition  and  Home  Economics,  Agricultural  Research  Administration,  Dec.,  1949. 


The  Seal  ol  Acceptance  denotes  that  the  nutritional  statements 
made  in  this  advertisement  are  acceptable  to  the  Council  on 
Foods  and  Nutrition  of  the  American  Medical  Association. 


American  Meat  Institute 

Main  Office,  Chicago. ..Members  Throughout  the  United  States 
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Doctors 

see 

Roy  Brooks 

about  your 
Plumbing 
and 

Heating 

PHONE  4-2215 

913  North  Seventh  St.  Phoenix,  Arizona 
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ACCIDENT  - HOSPITAL  - SICKNESS 

INSURANCE 


FOR  PHYSICIANS,  SURGEONS,  DENTISTS  EXCLUSIVELY 


$5,000.00  accidental  death  $8.00 

$25.00  weekly  indemnity,  accident  and  sickness  Quarterly 


$10,000.00  accidental  death  $16.00 

$50.00  weekly  indemnity,  accident  and  sickness  ' Quarterly 

$15,000.00  accidental  death  $24.00 

$75.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$20,000.00  accidental  death  $32.00 

$100.00  weekly  indemnity,  accident  and  sickness  Quarterly 

Cost  has  never  exceeded  amounts  shown. 

ALSO  HOSPITAL  POLICIES  FOR  MEMBERS,  WIVES 
AND  CHILDREN  AT  SMALL  ADDITIONAL  COST 

85c  out  of  each  $1.00  gross  income 
used  for  members’  benefit 

$3,700,000.00  $16,000,000.00 

I N VESTED  ASSETS  P A I D F O R C L A I M S 

S200  000  deposited  with  State  of  Nebraska  for  protection  of  our  members. 

Disability  need  not  be  incurred  in  line  of  duty  — benefits 
from  the  beginning  day  of  disability. 

PHYSICIANS  CASUALTY  ASSOCIATION 
PHYSICIANS  HEALTH  ASSOCIATION 

48  years  under  the  same  management 
400  First  National  Bank  Building  Omaha  2,  Nebraska 
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THROAT  SPECIALISTS  REPORT 

ON  30-DAY  TEST  OF  CAMEL  SMOKERS: 

Wot  one  sing/e  case  of 
throat  irritation  due. 
to  smoking  Camels!" 


Yes,  these  were  the  find- 
ings of  throat  specialists 
after  a total  of  2,470 
weekly  examinations  of 
the  throats  of  hundreds 
of  men  and  women  who 
smoked  Camels  — and 
only  Camels  — for  30 
consecutive  days. 





- IT  WAS  GOOD  TO  J 
HAVE  THE  DOCTOR'S  WORD 
ON  IT,  BUT  I KNEW  CAMEL 
MILDNESS  AGREED  WITH  < 
MY  THROAT  FROM  THE 
START.  THEYRE  A 
GREAT  SMOKE ! 


ROBERT  LAMKIE 
Personnel  Director 


One  of  hundreds  of 
people  from  coast 
to  coast  who  made 
the  30-Day  Camel 
m i Idness  test  un- 
der the  observation 
of  throat  specialists. 


R.J.  Reynolds  Tobacco  Co..  Winston-Salem.  N.C 


ACCORDING  TO  A NATIONWIDE  SURVEY: 


/mmrnwimos 

THAN  ANY  OTHER  CIGARETTE 


Yes,  doctors  smoke  for  pleasure,  too!  In  a nationwide  survey,  three  independent  research  organi- 
zations asked  113,597  doctors  what  cigarette  they  smoked.  The  brand  named  most  was  Camel. 


whether  the  sneeze 

is  seasonal  or  perennial 


Trimeton®  offers  more  patients  greater  symptomatic  relief.  In 
severe  hay  fever  Trimeton  was  found  to  be  the  most  effective 
antihistamine  among  six  drugs  tested,  affording  relief  to  75  per 
cent  of  patients.1  In  mild  hay  fever,  benefit  is  obtained  by  90  per 
cent  of  patients. 

In  perennial  allergic  rhinitis,  “Trimeton  ...  is  distinctly  supe- 
rior . . . and  . . . was  strikingly  effective.  . . . The  figure  of  85  per 
cent  satisfactorily  treated  patients  is  impressive.”2 


(brand  of  prophenpyridamine) 


Trimeton,  a potent,  well  tolerated  antihistamine  is  also  indicated  for 
symptomatic  control  of  urticaria,  angioedema,  atopic  eczema  and  derma- 
titis, antibiotic  sensitivity  reactions  and  some  cases  of  asthma. 

Trimeton  is  available  in  25  mg.  scored  tablets.  Bottles  of  100  and  1000. 

Bibliography:  1.  Loveless,  M.  H.,  and  Dworin,  M.:  J.  Am. 
M.  Women’s  A.  4:105,  1949.  2.  Schiller,  I.  W.,  and  Lowell, 
F.  C.:  New  England  J.  Med.  240:215,  1949. 


CORPORATION  • BLOOMFIELD,  N.  J. 
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DOCTOR,  YOUR  OWN 
NOSE  PROVES  IN  SECONDS 

PHILIP  MORRIS 
ARE  LESS  IRRITATING! 


YOU  KNOW  of  the  published  clinical  and  laboratory 
studies*  which  have  shown  Philip  Morris  Cigarettes 
to  be  less  irritating.  BUT  NOW— in  seconds  — YOU 
CAN  MAKE  YOUR  OWN  TEST  . . . simple  but 
convincing.  Won’t  you  try  it? 


HERE  IS  ALL  YOU  DO: 

1 light  up  a Philip  Morris 

. Take  a puff  - DON'T  INHALE.  Just 

• s-l-o-w-l-y  let  the  smoke  come  through  your 
. nose.  AND  NOW. . . 

: 2 

* hd  . . . light  up  your  present  brand 

4 DON’T  INHALE.  Just  take  a puff  and 
. s-l-o-w-l-y  let  the  smoke  come  through  your 
m nose.  Notice  that  bite,  that  sting?  Quite  a 
difference  from  Philip  Morris! 


With  proof  so  conclusive,  would  it  not  be  good  practice 
to  suggest  Philip  Morris  to  your  patients  ivbo  smoke? 

Philip  Morris 

Philip  Morris  & Co.,  Ltd.,  Inc. 

100  Park  Avenue,  New  York  17,  N.  Y. 


* Proc.  Soc.  Exp.  Biol,  and  Med.,  1934,  32,  241-245;  N.  Y.  State  Journ.  Med., 
Vol.  35,  6-1-25,  No.  11,  590-592;  Laryngoscope.  Feb.  1935,  Vol.  XLV,  No.  2, 
149-154;  Laryngoscope,  1937,  Vol.  XLV  11,  No.  1.  58-60 
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The  inherent  stability  of  Koromex  Jelly  and  Cream  over  a wide  range 
of  temperatures  and,  despite  the  seasonal  changes,  assures  the 
maintenance  of  physical  and  chemical  properties.  As  a result  of  this 
controlled  stability  patients  do  not  come  in  contact  with  lumpy  or  watery 
products,  and  find  Koromex  an  unfailingly  satisfactory  product  to  use. 


• 

mm 

KOROMEX 

® 

A 

m 

A CHOICE  OF 

PHYSICIANS 

■Sill; 

HOLLAND-RANTOS  COMPANY,  INC.  • 145  HUDSON  STREET,  NEW  YORK  13,  N.Y. 


MERLE  l YOUNGS.  PRESIDENT 
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point  of  departure 
for  special 

feeding  cases...  8 02. 


Dryco  is  not  only  the  point  of  departure  for 
almost  every  type  of  infant  formula— it  is  also 
in  itself  a valuable  food  for  special  cases. 
Dryco  assures  ample  protein  intake  while  its 
low  fat  ratio  and  moderate  carbohydrate 
content  minimize  digestive  disturbances. 

The  applicability  of  the  Dryco  formula  is 
strikingly  seen  in  an  observation  by  Pitt:  “The 
majority  of  cases  of  infant  diarrhea,  seen 
in  private  practice,  are  of  such  nature  that 
changing  the  formula  to  one  of  low  fat  and 
low  carbohydrate  is  all  that  is  necessary  to 
correct  the  condition . . Dryco  is  specifically 
recommended  for  use  in  these  cases.* 


In  addition  to  formula  flexibility,  Dryco 
offers  other  advantages. 

Dryco’s  special  drying  process  makes  it  more 
easily  digested  by  certain  infants  than  the 
fresh  milk  from  which  it  is  made.  It  supplies 
more  minerals,  particularly  more  calcium, 
than  a corresponding  formula  of  whole  milk, 
plus  2500  U.S.P.  units  of  vitamin  A and 
400  U.S.P.  units  of  vitamin  D per  reconstituted 
quart.  Only  vitamin  C need  be  added.  Each 
tablespoonful  supplies  3V/i  calories.  Readily 
reconstituted  in  cold  or  warm  water. 

Available  at  pharmacies  in  1 and  2 Vt  lb.  cans. 

* Pitt,  C.K.:  The  Art  and  Science  of  Artificial  Infant 
Feeding,  JJ1.  Asso.  Ala.  19:101  (Oct.)  1949. 


a versatile 

base 

for 

“Custom” 

formulation 


The  Prescription  Products  Division,  The  Borden  Company 
350  Madison  Avenue,  New  York  17,  New  York 
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AUR  EOMVC  IN  HYDROCHLORIDE  LEDERLE 

in  Rickettsial 


Infections 


The  discovery  of  aureomycin  marked  an  epoch  in  antibiotic 
specific  therapy.  The  rickettsiae,  lying  midway  between  the 
bacterial  and  the  viral  infections  are  immediately  inhibited 
or  killed  by  this  antibiotic.  Rocky  Mountain  spotted  fever, 
Q,  fever  and  typhus  fever  all  respond  dramatically  to  aureo- 
mycin, without  reference  to  the  stage  of  the  disease  at  which 
therapy  is  begun.  The  ability  of  this  agent  to  penetrate  the 
cell  membranes  and  attack  the  intracellular  rickettsiae  is  an 
important  factor  in  producing  its  highly  specific  effect. 


Capsules:  Bottles  of  25,  50  mg.  each  capsule. 
Bottles  of  16,  250  mg.  each  capsule. 
Ophthalmic:  Vials  of  25  mg.  with  dropper; 
solution  prepared  by 
adding  5 cc.  of  distilled  water. 


Aureomycin  has  also  been  found  effective  for  the  control  of 
the  following  infections:  African  tick-bite  fever,  acute  ame- 
biasis, bacterial  and  virus-like  infections  of  the  eye,  bac- 
teroides  septicemia,  boutonneuse  fever,  acute  brucellosis, 
Gram-positive  infections  (including  those  caused  by  strepto- 
cocci, staphylococci,  and  pneumococci),  Gram-negative  in- 
fections (including  those  caused  by  the  coli-aerogenes  group), 
granuloma  inguinale,  H.  influenzae  infections,  lymphogranu- 
loma venereum,  peritonitis,  primary  atypical  pneumonia, 
psittacosis  (parrot  fever),  Q fever,  rickettsialpox,  Rocky 
Mountain  spotted  fever,  subacute  bacterial  endocarditis 
resistant  to  penicillin,  tularemia  and  typhus. 


LEDERLE  LABORATORIES  DIVISION 


AMERtCAN 


COMPANY 


30  Rockefeller  Plaza,  New  York  20,  N.  Y. 
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MOTHER’S 

MILK 


l.ACTOSF 


FAT 


S-M-A 

builds 

husky 

babies 


S-M-A 


Ready-to-use  S-M-A 
is  patterned  after  human  milk 

....  with  respect  to  quantity  and  quality  of  es- 
sential nutritional  factors.  The  nutritional  history 
of  S-M-A  infants  is  similar  to  that  of  breast- 
fed infants. 

S-M-A  babies  are  well  developed,  with  firm 
tissue ; they  are  happy  and  contented. 

The  stools  of  S-M-A  infants  closely  resemble 
those  of  breast-fed  infants  in  color,  odor,  consist- 
ency and  bacterial  flora. 

Vitamin  C Added 

S-M-A  Concentrated  Liquid— cans  of  14.7  fl.  oz.  Jll'fflW, 
S-M-A  Powder — 1 lb.  cans 


Incorporated  • Philadelphia  3,  Pa 


Yol,  7,  No.  5 


Arizona  Medicine 


13 


It  would  take 
a small 
excursion  boat 

to  bring  you  all 
the  patients  who  represent 
each  of  the  many  conditions 
for  which  short-acting 
NEMBUTAL  is  effective 


• More  than  44  clinical  uses  for  short-acting  Nembutal 
have  been  reviewed  in  the  literature  during  the  20  years  the 
drug  has  been  effectively  used.  Some  of  these  uses  may  be 
applicable  in  your  own  practice. 

With  short-acting  Nembutal,  doses  adjusted  to  the  rTeed 
can  provide  any  degree  of  cerebral  depression — from  mild 
sedation  to  deep  hypnosis.  Dosage  required  is  only  about 
one-half  that  of  certain  other  barbiturates.  Because  there  is 
less  drug  to  be  eliminated,  there  is  less  possibility  of  bar- 
biturate hangover  and  wider  margin  of  safety. 

\ ou’ll  find  short-acting  Nembutal  available  in  the  form  of 
Nembutal  Sodium,  Nembutal  Calcium  and  Nembutal  Elixir, 
all  in  convenient  small-dosage  preparations.  Write  for  handy 
booklet,  ”44  Clinical  Uses  for  Nembutal.” 

Abbott  Laboratories,  North  Chicago,  111.  (^UU^XC 


In  equal  oral  doses,  no  other  barbiturate 
combines  QUICKER,  BRIEFER, 

MORE  PROFOUND  EFFECT  than 

NEMBUTAL’ 

(PENTOBARBITAL,  ABBOTT) 
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Low  Renal  Toxicity 


Sulfadiazine: 
Danger  of  blockage 

■ 


Sulfamerazine: 
Danger  of  blockage 


Sulfamethazine: 
Blockage  rare 


TERFOINTTL: 
Blockage  very  unlikely 
with  therapeutic  doses 


Sulfadiazine 
Sulfamerazine  — -f. 
Sulfamethazine  ... -hk 


FOR  SAFER  SULFONAMIDE  THERAPY 


TERFONYL 


With  usual  doses  of  Terfonyl  the  danger  of 
kidney  blockage  is  virtually  eliminated.  Each 
of  the  three  components  is  dissolved  in  body 
fluids  and  excreted  by  the  kidneys  as  though 
it  were  present  alone.  The  solubility  of  Ter- 
fonyl is  an  important  safety  factor. 

Terfonyl  contains  equal  parts  of  sulfadiazine, 
sulfamerazine  and  sulfamethazine,  chosen  for 
their  high  effectiveness  and  low  toxicity. 

Terfonyl  Tablets,  0.5  Gm.  Bottles  of  100  and  1000 

Terfonyl  Suspension.  0.5  Gm.  per  5 cc. 

Appeliziyig  raspberry  flavor  • Pint  bottles 


Squibb  MANUFACTURING  CHEMISTS  TO  THE  MEDICAL  PROFESSION  SINCE  1858 


'TERFONYL'  IS  A TRADEMARK  OF  E.  R SQUIBS  * SONS 
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“In  addition  to  the  relief  of  hot 
flashes  and  other  undesirable 
symptoms  (of  the  climacteric), 
a feeling  of  well-being  or  tonic  ef- 
fect was  frequently  noted”  after 
administration  of  “Premarin!’ 


‘It  (‘Premarin’)  gives  to  the  pa 
tient  a feeling  of  well-being! 

Glass,  S.  J.,  and  Rosenblum,  G. : 
J.  Clin.  Endocrinol.  3:95  (Feb.)  1943 


the  clinicians’  evidence 


All  patients  (53)  described  a 
sense  of  well-being”  following 
“Premarin”  therapy  for  meno- 
pausal symptoms. 

Neustaedter,  T. : Am.  J.  Obst.  & 
Gynec. 46:530  (Oct.)  1943. 


“General  tonic  effects  were  note- 
worthy and  the  greatest  percent- 
age of  patients  who  expressed 
clear-cut  preferences  for  any 
drug  designated  ‘Premarin!  ‘ 

Perloff,  W.  H. : Am.  J.  Obst.  & 
Gynec.  58:684  (Oct.)  1949. 


Four  potencies  of  “Premarin" 
permit  flexibility  of  dosage:  2.5 
mg.,  1.25  mg.,  0.625  mg.,  and 
0.3  mg.  tablets;  also  in  liquid 
form,  0.625  mg.  in  each  4 cc.  (1 
teaspoonful). 


of  the  "plus”  in 


While  sodium  estrone  sulfate  is  the 
principal  estrogen  in  “Premarin” 
other  equine  estrogens. ..estradiol, 
equilin,  equilenin,  hippulin...are 
probably  also  present  in  varying 
amounts  as  water-soluble  conju- 
gates. 


therapy 


Estrogenic  Substances  ( water-soluble ) 

also  known  as  Conjugated  Estrogens  (equine) 


Ayerst,  McKenna  & Harrison  Limited 
22  East  40th  Street,  New  York  16,  N.  Y. 


5014 
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Phospho-Soda  (Fleet)'s*  wide  acceptance  by  physicians 
everywhere  is  a tribute  to  its  prompt,  gentle  laxative 
action  — thorough,  but  free  from  disturbing  side  effects. 
Leading  modern  clinicians  attest  its  safety  and  depend- 
ability as  a pre-eminent  saline  eliminant  for  judicious 
relief  of  constipation.  Liberal  office  samples  on  request. 

* Phospho-Soda  (Fleet)  is  a solution  containing  in  each  100  cc.  sodium  biphosphate  48  Gm.  and 
sodium  phosphate  18  Gm.  Both  'Phospho-Soda'  and  'Fleet'  are  registered  trade  marks  of 
C.  B.  Fleet  Company,  Inc. 

C.  B.  FLEET  CO.,  INC.  • lynchburg,  Virginia 


of  i 


Broad  Clinical  Acceptance 


release 

the 


in  ^a/uliac  Gctenui  r 


".  . . the  diuretic  drugs  not  only  promote  fluid  loss  but  in  many  instances  also 
effectively  relieve  dyspnea  . . . not  only  may  the  load  on  the  heart  be  decreased 
but  there  may  also  occur  an  increase  in  the  organ's  ability  to  carry  its  load  . . . 

With  good  average  response  the  patient  perhaps  voids  about  2000  cc.  of 
urine  daily,  but  in  exceptional  instances  the  amount  rises  to  as  high  as  8000  cc."' 

"Not  only  are  the  diuretics  of  immense  value  in  cases  of  left  ventricular  failure 
. . . but  where  edema  is  marked,  as  it  is  most  likely  to  be  in  failures  occurring 
in  individuals  with  chronic  nonvalvular  disease  with  or  without  hypertension 
and  arrhythmia,  their  employment  is  often  productive  of  an  excellent  response. 

In  [edematous  patients  with]  active  rheumatic  carditis  (rheumatic  fever) the 
use  of  these  drugs  may  be  life-saving.”2 

Salyrgan-Theophylline  is  effective  by  muscle,  vein  or  mouth. 

salyrgan- 

THEOPHYLLINE 


BRAND  OF  MERSALYL  AND  THEOPHYLLINE 

TIME  TESTED  • WELL  TOLERATED 


AMPULS  (1  cc.  ond  2cc.)  . AMPINS  (let.)  • TABLETS 


New  Yokk,  N.Y.  Windsor,  On r. 

1.  Beckman,  H.:  Treatment  in  General  Practice.  Philadelphia,  Saunders,  5th  ed.,  1946,  704  705. 
7.  Beckman,  H.:  Treatment  in  General  Practice  Philadelphia,  Saunders,  6th  ed.,  1948,  744  . 
Salyrgan,  trademark  reg.  U.  S.  & Canada — Ampins,  reg.  trademark  of  Strong  Cobb  & Co.,  Inc. 
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LIVERMORE  SANITARIUM 


• The  Hydropathic  Department 
devoted  to  the  treatment  of  gen- 
eral diseases,  excluding  surgical 
and  acute  infectious  cases.  Special 
attention  given  functional  and  or- 
ganic nervous  diseases.  A well 
equipped  clinical  laboratory  and 
modern  X-ray  Department  are  in 
use  for  diagnosis. 


• The  Cottage  Department  ( for 
mental  patients)  has  its  own  fa- 
cilities for  hydropathic  and  other 
treatments.  It  consists  of  small 
cottages  with  homelike  surround- 
ings, permitting  the  segregation  of 
patients  in  accordance  with  the 
type  of  psychosis.  Also  bungalows 
for  individual  patients,  offering 
the  highest  class  of  accommoda- 
tions with  privacy  and  comfort. 


GENERAL  FEATURES 

1.  Climatic  advantages  not  excelled  in  United  States.  Beautiful  grounds  and  attractive  surrounding  country. 

2.  Indoor  and  outdoor  gymnastics  under  the  charge  of  an  athletic  director.  An  excellent  Occupational  Department. 

3.  A resident  medical  staff.  A large  and  well-trained  nursing  staff  so  that  each  patient  is  given  careful  individual  attention. 


Information  and  circulars  upon  request. 

Address:  O.  B.  JENSEN,  M.D. 
Superintendent  and  Medical  Director 


Livermore,  California 
Telephone  3 1 3 


CITY  OFFICES: 


San  Francisco 
450  Sutter  Street 
GArfield  1-5040 


Oakland 

1624  Franklin  Street 
GLencourt  1-5988 


dorestro 

ESTROGENIC  SUBSTANCES 

V iV  r.;  (WATER-INSOLUBLE) 

the  name  which  signifies 

• CONTROL 

• UNIFORMITY 

• MANUFACTURING 
EXCELLENCE 


COUNCIL  ACCEPTED 


THE  SMITH-DORSEY  COMPANY  • LINCOLN,  NEBRASKA 

Branches  at  Los  Angeles  and  Dallas 
MANUFACTURERS  OF  FINE  PHARMACEUTICALS  SINCE  1908 


Estrogenic  Substances 
in  Persic  Oil 


#221,  1 cc. 

#226,  1 cc. 

#227,  10  cc. 
#228,  1 cc. 

#229,  10  cc. 


. 5,000  Units 
.10,000  Units 
.10,000  Units 
.20,000  Units 
.20,000  Units 


Estrogenic  Substances 
Aqueous  Suspension 
#270,  10  cc.  . .50,000  Units 


#247,  10  cc. 
#252,  lcc. 
#272,  1 cc. 

#267,  10  cc. 


.20,000  Units 
.20,000  Units 
.10,000  Units 
.10,000  Units 
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An  Observation  on  the  Accuracy  of  Digitalis  Doses 


Withering  made  this  penetrating  observation  in 
his  classic  monograph  on  digitalis:  '"I he  mere  I 
saw  of  the  great  powers  of  this  plant,  the  mere  it 
seemed  necessary  to  bring  the  doses  of  it  to  the 
greatest  possible  accuracy.”1 

To  achieve  the  greatest  accuracy  in  dosage  and  at 
the  same  time  to  preserve  the  full  activity  of  the 
leaf,  the  total  cardioactive  principles  must  be  iso- 
lated from  the  plant  in  pure  crystalline  form  so 
that  doses  can  be  based  on  the  actual  weight  of  the 
active  constituents.  This  is,  in  fact,  the  method  by 
which  Digilanid®  is  made. 


Clinical  investigation  has  proved  that  Digilanid  is 
"an  effective  cardioactive  preparation,  which  has 
the  advantages  of  purity,  stability  and  accuracy  as 
to  dosage  and  therapeutic  effect.”2 

Average  dose  for  initiating  treatment:  2 to  4 tab- 
lets of  Digilanid  daily  until  the  desired  therapeutic 
level  is  reached. 

Average  maintenance  dose:  1 tablet  daily. 

Also  available:  Drops,  Ampuls  and  Suppositories. 

1.  Withering,  W.:  An  account  of  the  Foxglove,  London,  1785. 

2.  Rimmerman,  A.  B.:  Digilanid  and  the  Therapy  of  Congestive 
Heart  Disease,  Am.  J.  M.  Sc.  209:  33-41  (Jan.)  1945. 

Literature  giving  further  details  about  Digilanid  and  Physician’s  Trial 
Supply  are  available  on  request. 


Digilanid  contains  all  the  initial  glycosides  from 
Digitalis  lanata  in  crystalline  form.  It  thus  truly 
represents  "the  great  powers  of  the  plant”  and 
brings  "the  doses  of  it  to  the  greatest  possible 
accuracy”. 


Sandoz 

J^harmaceuticals 


DIVISION  OF  SANDOZ  CHEMICAL  WORKS.  INC. 

68  CHARLTON  STREET,  NEW  YORK  14,  NEW  YORK 


CLOSELY  APPROXIMATES 
BREAST  MILK 


Advertised  to 

ihe  Medical  Profession  only. 


comm:  he.. NEW 


LACTOGEN  + WATER 

1 level  tablespoon  2 fl.  ozs. 


FORMULA 


2 fl.  ozs. 

(20  Cals,  per  fl.  oz.) 


1 level  tablespoon 
(40  Cals.) 
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Schieffelin 
BENZESTROL 
Elixir  — 15  mg.  per 
fluid  ounce- 
pint  bottles. 


Choice  of  Dosage  Routes 
Varied  Potencies 

Clinical  observations  confirm  the  value  of 
Schieffelin  BENZESTROL  in  securing  estroge- 
nic therapy  benefits  while  reducing  the  likelihood 
of  untoward  side-effects. 


Oral:  Schieffelin 
BENZESTROL  tablets-0.5, 

1 .0,  2.0,  5.0  mg.  50’s— lQO’s  — 
1000’s. 


Local : Schieffelin 
BENZESTROL 
Vaginal  Tablets 
— 0.5  mg.— 100’s. 


Samples  and  literature  on  request. 

Schieffelin  8 Co. 

Pharmaceutical  and  Research  Laboratories 
16  Cooper  Square  • New  York  3,  N.Y 


Intramuscular: 
Schieffelin 
BENZESTROL 
Solution  — 5.0  mg.  per  cc. 

— 10  cc.  vials. 


YOUR  NATIVE  ARIZONA  SOURCE  FOR 
ALL  SUPPLY  AND  EQUIPMENT  NEEDS 


Standard  Surgical  Supply 
Co.,  Inc. 

Phoenix  Tucson 


GEORGE  KENNEDY,  General  Manager 


Yoh  7,  No.  5 
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doctors 


recommend 


REASONS 


ORANGE  JUICE  FOR  RABIES... 


1.  BIB  GUARANTEES 

NATURAL  VITAMIN  C CONTENT 

BIB  guarantees  a Vitamin  C content  in  excess  of 
40  milligrams/ 100  cc.  It  is  the  only  orange  juice 
fresh,  canned  or  frozen,  that  now  makes  this 
guarantee.  Thus,  each  four  ounce  can  of  BIB 
contains  more  than  the  daily  requirement  of 
NATURAL  Vitamin  C (National  Research 
Council)  for  children  to  6 years  of  age.  Oranges 
for  BIB  are  scientifically  selected  for  richness  in 
Vitamin  C and  BIB  supplies  the  other  vitamins 
and  nutrients  of  orange  juice  as  well. 


ORANf j 

juicf 

z, 


Certified 

reports  of  A . , - — ! 
quality  and  0KAL 
Natural  Vitamin  C 
content  are  in  the  files  of 
U.S.  Dept,  of  Agriculture 
and  the  A.M.A.  Council 
on  Foods  and  Nutrition. 

4.  BIB  MAINTAINS 

ESSENTIAL  SOLIDS,  YET  FLOWS  FREELY 

BIB  reduces  pulp  to  minute  particles  retaining 
the  nutritive  value  of  essential  solids  and  at  the 


here  are 


GOOD 


irhy 


2.  BIB  CONTROLS  FLAVOR 


same  time,  assures  a juice  that  is  free  flowing- 
even  through  ordinary  bottle  nipples. 


A constant  Brix/acid  ratio  (relationship  between 
solids  and  citric  acid),  is  laboratory  controlled 
with  minimal  addition  of  dextrose  and  stand- 
ardizes the  flavor  of  each  can  of  BIB.  Baby’s 
taste  habits  are  not  upset;  he  does  not  rebel 
from  one  feeding  to  the  next.  Your  recommen- 
dation of  BIB  helps  to  insure  the  constancy  of 
the  diet  you  prescribe. 


5.  BIB  IS  PASTEURIZED  - 

PROTECTED  FROM  OXIDATION  LOSS 

Flash-pasteurization  inhibits  bacterial  growth, 
but  retains  essential  Vitamin  C potency.  Her- 
metically sealed  in  sterilized,  lightproof  contain- 
ers, BIB’S  flavor  and  vitamin  potency  is  fully 
protected  from  loss  through  exposure  to  air. 


3.  BIB  REDUCES 

TROUBLESOME  PEEL-OIL  CONTENT 

Indigestible  peel-oil  content  is  reduced  to  a “neg- 
ligible trace”  due  to  an  exclusive  BIB  process. 
Babies  will  more  easily  retain  BIB,  eliminating 
in  most  cases,  the  necessity  for  prescribing  as- 
corbic acid  tablets. 


6.  BIB  IS  ECONOMICAL 

AND  TIME  SAVING  FOR  MOTHERS 

No  preparation  needed  . . . Mothers— just  open, 
pour  and  feed.  The  four  ounce  container  is  just 
right  for  an  average  single  feeding,  eliminating 
waste  and  the  risk  of  bacterial  invasion  of  left- 
over juice. 


BIB  IS  NOW  AVAILABLE  TO  YOUR  PATIENTS 

Since  an  ever  increasing  number  of  physicians  are  prescribing  this 
scientifically  controlled  orange  juice  for  babies,  we  believe  you  will 
be  interested  to  know  that  BIB  is  now  available  throughout  Arizona 
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Terra  firma 


In  conquering  infection,  medicine  has 
built  a firm  and  lasting  foundation  on 
products  derived  from  the  earth. 

When  it  comes  to  control  of  infections, 
be  they  of  bacterial,  viral  or  rickettsial 
origin — our  “terra  firma  ’ has  provided  a 
widening  group  of  effective  antibiotics. 

In  the  screening,  isolation,  and  production 
of  these  vital  agents,  a notable  role 
has  been  played  by  the  world  s largest 
producer  of  antibiotics 


Pfizer 


CHAS.  PFIZER  & CO.,  INC..,  Brooklyn  6,  New  York 
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PRESIDENT’S  ADDRESS 

DR.  ROBERT  E.  HASTINGS 
Tucson,  Arizona 


Robert  E.  Hastings,  Tucson,  Arizona 


Dr.  Flinn,  Members  of  the  Arizona 
Medical  Association  and  Guests : — 

This  moment  fills  me  with  a great  deal  of 
pride.  I only  hope  that  I may  be  able  during  the 
coming  year  to  merit  the  confidence  you  have 
manifest  in  me  by  bestowing  this  honor  upon 
me.  Dr.  Flinn- ’s  fine  example  and  wonderful 
service  to  this  Association  will  be  difficult  for 
me  to  continue,  but  I promise  you  the  best  of 
my  ability. 

Several  things  have  been  running  through  my 
mind  which  I consider  warrant  our  attention  at 
such  a time  as  this.  I assume  that  all  of  the 
members  of  this  Association  feel  that  the  private 
practice  of  medicine  and  free  enterprise  are 


our  national  heritage,  but  so  much  criticism  has 
been  directed  at  the  medical  profession  that  I 
feel  that  our  position  as  doctors  should  be  an- 
alyzed. 

In  frequent  discussions,  not  only  with  doc- 
tors, but  also  with  lay  friends  and  patients,  it 
has  been  pointed  out  to  me  that  not  enough 
emphasis  has  been  placed  on  public  relations  as 
it  affects  each  of  us  individually  and  collectively. 
The  fact  stands  out  that  the  general  public  is 
not  entirely  satisfied  with  medicine  as  it  is  often 
presented  to  it.  Although  most  physicians  are 
obviously  appreciated,  or  even  admired,  the 
shortcomings  of  a few  can  undermine  this  vast 
storehouse  of  good  will.  Whenever  we  hear  any- 
one dissatisfied  with  physicians’  expounding, 
we  can  be  sure  he  doesn’t  mean  to  imply  that 
there  is  everything  wrong  with  all  of  us.  What 
lie  is  trying  to  ascribe  to  our  group  is  usually 
dissatisfaction  with  one  of  us  as  an  individual. 
In  other  words,  what  any  one  of  us  does  which 
reflects  discredit  upon  himself,  really  discredits 
the  profession  as  a whole. 

The  medical  profession  is  unique  in  that  as  a 
group  everything  that  it  does  is  of  vital  public 
concern.  The  time  has  long'  since  arrived  when 
our  Association  must  initiate  a plan  already  in 
effect  in  many  communities  or  states  similar  to 
the  one  most  of  us  know  as  the  Alameda  County 
plan.  The  heart  of  this  plan  emphasizes  the  avail- 
ability to  anyone  with  a grievance  against  the 
profession  the  right  and  privilege  to  be  heard, 
and  I might  add,  to  be  answered. 

To  my  mind  overcharging,  overtreating  and 
overselling  are  things  our  patients  have  a right 
to  be  protected  against.  The  highly  publicized 
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statistics  on  the  increasing  costs  of  medical  care 
of  patients  covered  by  the  Industrial  Commission 
of  Arizona  should  make  us  realize  that  these 
three' faults  are  not  too  foreign  to  our  profession. 
Our  Industrial  Relations  Committee  has  already 
recommended  steps  which,  if  followed,  will  do 
much  to  preclude  a continuation  of  this  criticism. 
Much  good  will  on  the  part  of  the  public  toward 
the  Medical  profession  depends  on  the  successful 
and  efficient  operation  of  such  a plan. 

In  Arizona,  just  as  in  Alameda  County,  it 
should  be  publicly  announced  that  medical  care 
is  available  to  everyone,  a fact  which  we  all  know 
exists,  but  one  of  which  a large  body  of  our 
population  is  seemingly  still  not  aware.  The  es- 
tablishment of  a Grievance  Committee  will  do 
much  to  convince  the  public  that  we  are  sincere. 

No  profession  relishes  police  work,  but  one 
cannot  deny  that  the  failure  of  our  profession 
to  regulate  itself  might  do  much  to  stimulate 
the  demand  for  governmental  control.  We  must 
enforce  upon  ourselves  even  stricter  standards 
of  conduct  than  those  heretofore  demanded.  Not 
only  do  I wish  to  stress  the  doctor’s  individual 
responsibility  in  promoting  his  own  public  re- 
lations but  also  the  responsibility  of  every  mem- 
ber cf  his  staff.  Courtesy,  understanding  and 
sympathy  are  necessities  in  the  handling  of 
every  patient,  that  he  may  have  no  complaint  to 
be  voiced  abroad  and  enlarged  upon.  In  this 
connection,  insuring  that  every  patient  under- 
stands the  necessity  for,  as  well  as  the  likely  cost 
of  his  treatment,  is  without  saying  an  asset  to 
each  one  of  us.  In  my  opinion  this  type  of  con- 
duct by  each  individual  physician  and  by  the 
Association  as  a whole  is  the  first  requisite  of 
good  public  relations. 

We  have  all  witnessed  the  enthusiastic  ac- 
ceptance by  our  patients  of  our  own  Blue  Cross 
and  Blue  Shield  plans  and  the  tremendous  influ- 
ence for  good  will  which  such  plans  have  pro- 


duced. My  only  criticism  of  these  prepayment 
plans  would  be  that  they  are  now  limited  in  that 
they  do  not  provide  coverage  for  medical  illness- 
es as  well  as  for  the  surgical  emergencies.  Such 
coverage  should  soon  be  available.  Furthermore, 
there  are  still  too  many  people  who  do  not  real- 
ize that  they  are  eligible  to  participate.  It  is 
our  individual  duty  to  promote  wider  acceptance 
of  these  plans. 

Up  to  this  point  I have  touched  only  upon 
our  external  relations.  1 feel  that  I would  be  re- 
miss if  I did  not  at  least  mention  our  internal 
relations.  1 am  particularly  close  to  the  Pima 
County  Society.  I believe  that  on  the  whole  we 
members  of  that  group  think  alike  on  most  sub- 
jects commonly  called  controversial.  I believe 
that  at  the  present  time  more  members  of  our 
County  Society  are  actively  interested  in  policy 
and  administration  than  at  any  time  since  1 first 
became  a member.  I regard  this  as  an  important 
indication  that  all  of  us  are  genuinely  sincere  in 
our  desire  for  unity,  not  only  as  a County  Society 
but  as  a State  Association.  I should  like  to  take 
this  opportunity  to  compliment  Dr.  Flinn  on  his 
interest  in  the  individual  County  Societies.  As 
never  before  a State  president  has  given  a size- 
able segment  of  his  time  to  fostering  closer  re- 
lations within  each  component  county  group, 
and  within  the  State  Association  itself.  The 
problems  of  each  County  Society  are  the  prob- 
lems of  the  State  Association  and  no  County  So- 
ciety should  be  an  isolated  unit  to  shift  for  it- 
self. So  too,  the  business  of  the  State  Association 
is  your  business.  Take  an  active  interest  in  it 
and  it  will  be  rewarded  in  a be-tter  unity  — a 
structure  that  will  be  unassailable. 

During  the  coming  year  1 am  going  to  need 
the  cooperation  of  each  one  of  you  in  order  that 
this  State  Association  can  not  only  remain  your 
Association  but  can  represent  the  things  in  or- 
ganized medicine  which  you  wish  it  to  portray. 
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MICRONIZED  STILBESTROL  WITH  B COMPLEX  VITAMINS 
FOR  ESSENTIAL  DYSMENORRHEA 

KARL  JOHN  KARNAKY,  M.  D. 

Houston,  Texas 


T)AINFUL  menstruation  is  said  to  be  primary 
or  essential  when  it  occurs  at  or  shortly  after 
the  menarche,  presumably  at  the  first  menses 
following  the  first  ovulation.  Dysmenorrhea  is 
secondary  when  it  develops  in  relation  to  some 
pelvic  disorder  such  as  inflammation  or  tumor. 
There  are  some  cases  of  dysmenorrhea  occurring 
later  in  life  and  after  the  patient  has  had  one 
or  more  children  where  the  cause  of  the  painful 
menses  cannot  be  found,  but  such  cases  are  rela- 
tively uncommon.  In  this  article,  we  are  con- 
cerned only  with  essential  dysmenorrhea.  While 
psychic  factors  play  an  important  part  in  many 
such  cases,  dysmenorrheic  cases  whose  etiology 
is  mainly  psychic  must  be  ruled  out. 

Several  recent  writers  have  advocated  the  use 
of  diethylstilbestrol  in  dysmenorrhea.  Some  rec- 
ommend fairly  small  doses  while  others  use  rel- 
atively larger  dosages.  Greenhill1  is  one  who  has 
obtained  good  results  with  fairly  small  doses. 
He  advises  one  1 mg.  tablet  every  night  for  20 
nights  beginning  three  nights  after  a menstrual 
flow  starts.  He  states  that  the  20  tablets  are  to 
relieve  the  pain  which  would  occur  at  the  time 
of  the  next  menstrual  flow.  The  rationale  of 
this  therapy  is  that  the  hormone  suppresses 
ovu'ation  but  not  menstruation,  and  it  is  a com- 
mon observation  that  with  rare  exceptions  only 
women  who  ovulate  have  dysmenorrhea  and  that 
women  who  do  not  ovulate  do  not  have  dysmen- 
orrhea. The  patient  is  asked  to  repeat  this  treat- 
ment for  two  and  sometimes  three  menstrual 
cycles  and  then  stop  a month.  Greenhill  adds 
that  this  treatment  by  no  means  offers  perma- 
nent relief  although  it  relieves  the  pain  in  a 
large  proportion  of  patients. 

Sturgis  and  Albright2  in  1940,  showed  that  it 
now  seems  possible  to  convert  an  ovulating  cycle 
into  an  anovulatory  one  by  administering  estro- 
gens in  adequate  dosage  in  the  early  part  of  the 
cycle  and  often  such  inhibition  of  ovulation 
brings  about  relief  from  pain  with  the  next  flow. 
They  obtained  success  in  every  one  of  25  cases 
of  primary  dysmenorrhea  using  injections  of 
estrogenic  hormone. 

Prom  the  M nstrual  Disorder  Clinic,  Research  Division,  Jef- 
ferson Davis  Hospital,  Houston,  Texas. 


Haus,  Goldzieher  and  Hamblen3  claim  that  one 
of  the  most  striking  characteristics  of  functional 
dysmenorrhea  is  its  invariable  correlation  with 
a progestational  endometrium  or  an  ovulatory 
type  of  basal  temperature  curve.  On  this  basis, 
it  has  been  concluded  that  ovulation  is  a pre- 
requisite for  dysmenorrhea  and  treatment  aimed 
at  the  suppression  of  ovulation  has  been  under- 
taken. Some  were  given  2 to  12  injections  of 
estrogen.  In  one  series  77  per  cent  were  pain 
free.  Others  were  given  diethylstilbestrol  orally 
with  similar  results.  All  ovulatory  cycles  were 
accompanied  by  severe  pain  save  in  one  instance 
in  which  an  early  progestational  endometrium 
was  associated  with  no  pain.  The  response  was 
better  with  moderately  large  doses  than  with 
small  ones.  Of  33  patients  treated  with  less  than 
20  mg.  of  diethylstilbestrol,  36.4  per  cent  ob- 
tained total  relief.  Of  17  patients  treated  with 
40  to  60  mg.,  72.7  per  cent  obtained  total  relief. 
The  same  writers  go  on  to  state  that  the  presence 
either  of  progesterone  or  of  its  physiologic  ef- 
fects is  a prerequisite  of  dysmenorrhea.  Al- 
though it  is  initiated  by  progesterone,  other  de- 
tails of  the  pathogenesis  of  dysmenorrhea  are  un- 
known. Endometrial  biopsies  were  taken  in  these 
studies.  The  successful  cases  showed  an  estro- 
genic endometrium  while  the  failures  showed  a 
progestational  one. 

Novak4,  commenting  upon  Sturgis  and  Al- 
bright’s results,  states  that  in  a considerable 
number  of  cases  in  which  he  has  employed  that 
method,  the  relief  from  pain  has  been  quite  com- 
plete. However,  a more  effective  plan  than  that 
mentioned  above  and  the  one  which  he  has  em- 
ployed on  most  of  his  cases  is  the  administration 
of  1 mg.  doses  of  stilbestrol  (apparently  paren- 
terally)  daily  for  12  days  beginning  on  the  third 
day  of  the  cycle.  He  goes  on  to  state  that  unfor- 
tunately the  benefits  from  this  treatment  do  not 
extend  beyond  the  next  succeeding  period.  Even 
this  temporary  relief  is  a boon  to  the  patient 
who  has  come  to  dread  the  advent  of  menstrua- 
tion because  of  the  severe  suffering  it  entails 
and  those  in  whom  the  dysmenorrhea  is  very 
severe  would  no  doubt  prefer  to  have  a short 
series  of  injections  repeated  from  time  to  time 
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rather  than  suffer  the  menstrual  pain.  Aside 
from  this,  the  psychic  lift  given  by  this  treat- 
ment in  getting  the  patient  out  of  a pain  groove 
and  the  beneficial  effects  of  the  estrogenic  sub- 
stance when  this  is  used  in  promoting  uterine 
development,  are  not  unimportant  considerations. 
The  fact  remains,  he  states,  that  a plan  of  treat- 
ment based  upon  the  constitutional  psychogenic 
considerations  which  have  been  discussed,  Will 
rarely  fail  to  benefit  the  patient  and  at  least 
make  her  life  a tolerable  one.  Those  who  ap- 
proach the  problem  along  these  broad-gauged 
lines  will  not  find  frequent  need  for  the  more 
radical  procedures  such  as  presaeral  neurectomy 
(sympathectomy)  or  even  hysterectomy. 

A new  theory  concerning  essential  dysmenor- 
rhea has  been  advanced  by  the  author  in  the 
Special  Menstrual  Disorder  Clinic,  Research  Di- 
vision at  Jefferson  Davis  Hospital,  Houston, 
Texas.  It  is  believed  that  for  thousands  of  years 
a woman  had  a baby  every  year.  She  was  usual- 
ly pregnant  9 months,  nursed  her  baby  7 to  9 
months  and  as  soon  as  ovulation  recurred,  she  be- 
came pregnant  again.  Due  to  the  customs  of  our 
present  civilization,  pregnancy  usually  does  not 
occur  eaily  in  most  patients  ,and  so  the  uterine 
muscular  cells  are  not  saturated  with  large  and 
increasing  amounts  of  chorionic  gonadotropin 
(APL),  estrogenic,  progesteronic,  and  lactogenic 
hormone-,  and  so  do  not  become  mature.  The 
uterine  muscles  are  so  saturated  with  these  hor- 
mones during  pregnancy  that  they  become  “ma- 
ture” and  so  are  able  to  carry  on  the  normal 
physiological  function  of  milking  out — so  to 
speak — tb.e  menstrual  blood  and  debris  within 
the  uterine  cavity  at  menstruation  after  preg- 
nancy. 

Is  it  one  hormone,  a combination  of  some  or 
all  of  the  hormones  of  pregnancy  that  are  re- 
sponsible for  eliminating  essential  dysmenor- 
rhea after  delivery?  In  order  to  find  an  answer 
to  this  question,  progesterone,  lactogenic  and 
APL  hormones  were  given  to  six  patients  with 
negative  results.  Li  gratifying  contrast  to  this, 
treatment  with  large  doses  of  a special  synthetic 
estrogen  (micronized  stilbestrol  with  B complex 
vitamins,  vitamin  C and  folic  acid)*  was  used. 
This  medication  comes  in  25  mg.  tablets,  each 
scored  in  four  parts,  which  makes  it  easy  to  in- 
crease V4  tablet  when  instructed  to  do  so.  This 
is  a particularly  pure  and  potent  product.  By 
triple  crystallization,  impurities  have  been  elim- 

* Desp'ex.  Grant  Chemical  Company.  New  York. 


mated.  The  particles  of  micronized  stilbestrol 
are  0.5  micron  in  size  (a  red  blood  corpuscle  is 
7.5  microns),  so  they  can  easily  pass  between  the 
gastro-intestinal  cells  and  into  the  blood  stream. 
The  added  B complex  and  vitamin  C helps  to 
prevent  the  toxic  reactions  experienced  by  the 
patients  and  also  makes  the  action  of  the  d ethyl- 
stilbestrol  more  certain.  Jailer5  lias  shown  that 
diethylstilbestrol  is  ineffective  unless  folic  acid  is 
present.  Patton"  reduced  vomiting  in  women 
sensitive  to  diethylstilbestrol  by  two-thirds  by 
means  of  intravenous  pyridoxine. 

Large  and  increasing  do.-es  of  micronized  stil- 
bestrol with  B complex  and  vitamin  C were  given 
to  30  patients  with  essential  dysmenorrhea.  The 
treatment  was  continued  over  a period  of  from 
6 weeks  to  9 months.  In  contrast  to  other  gyne- 
cologist! cited  who  used  moderate  do  :es  in  order 
to  inhibit  ovulation  but  not  menstruation,  large 
dosages  were  used  with  the  purpose  of  keeping 
the  patient  amenorrheic — producing  a sort  of 
pseudopregn'ncy.  This  was  done  in  order  to 
recondition  or  mature  the  myometrium.  Appar- 
ently estrogen  conditions  the  myometrium  in 
some  way  so  that  it  functions  without  an  expre  - 
sion  of  so  much  pain  at  each  menstrual  period. 
The  results  have  been  most  gratifying.  Four 
patients  have  been  followed  for  5 years,  five  for 
4 years,  four  for  3 years,  none  for  2 years  four 
for  1 year  and  four  for  6 months.  Eighty  per 
cent  of  the  patients  showed  improvement. 

DOSAGE  OF  DESPLEX  USED 

For  3 days — 14  tablet  given  at  9 P.  M. 

For  3 days — V2  tablet  given  at  9 P.  M. 

For  3 days — % tablet  given  at  9 P.  M. 

For  3 days — 1 tablet  given  at  9 P.  M. 

For  3 days — 1 V4  tablets  given  at  9 P.  M. 

For  3 days— 114  tablets  given  at  9 P.  M. 

For  3 days — 1 % tablets  given  at  9 P.  M. 

Then  — 2 tablets  given  at  9 P.  M. 

(If  spotting  or  bleeding  ever  occur  2 to  4 
desplex  tablets  are  taken  every  15  minutes  until 
they  stop.) 

Hold  the  dosage  at  2 tablets  daily  until  the 
desired  results  are  obtained.  This  usually  re- 
quires 6 weeks  to  9 months  according  to  the 
severity  of  signs  and  symptoms.  If  the  patient 
has  severe  intractable  dysmenorrhea,  increase 
the  dose  to  4 to  8 tablets  daily  and  keep  her 
on  this  dosage  for  6 to  9 months. 

In  order  to  prevent  or  minimize  reactions,  it 
has  been  advisable  to  administer  1 to  5 c.c.  of 
soluble  B vitamin  intravenously  and  50  to  150 
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mg*,  of  testosterone  propionate  intramuscularly 
on  the  day  of  the  first  night  dose  of  stilbestrol. 

If  nausea  occurs  during  the  course  of  the 
therapy,  1 to  2 c.c.  of  soluble  vitamin  B is  given 
intravenously  to  control  this  nausea  or  two  10 
or  25  mg.  testosterone  tablets  are  taken  orally 
every  15  minutes  until  the  nausea  is  controlled, 
usually  requiring  2 to  6 doses. 

To  discontinue  micronized  stilbestrol  with  B 
complex,  the  following  is  done : Fifty  to  150  mg. 
of  testosterone  propionate  are  given  intramuscu- 
larly. The  25  mg.  stilbestrol  tablet  is  decreased 
as  follows : One  tablet  for  1 night,  one-half  tablet 
for  1 night,  one-fourth  tablet  for  1 night,  then 
stop. 

Since  nausea  and/or  vomiting  can  be  prevent- 
ed or  minimized  by  the  use  of  soluble  vitamin  B 
intravenously  and  androgen  intramuscularly 
and  by  mouth,  patients  are  able  to  tolerate  large 
and  increasing  doses  of  stilbestrol.  It  has  been 
shown  that,  stilbestrol  is  inert  without  folic 
acid  (Jailer5)  and  possibly  other  B complex 
vitamins.  It  is  the  opinion  of  the  author  that 
nausea  and  vomiting  in  many  patients  under 
treatment  with  stilbestrol  is  caused  by  the  pres- 
ence of  uncombined  and/or  non-vitaminized  stil- 
bestrol in  the  circulating  blood. 

RESULTS 

Micronized  stilbestrol  with  B complex  was 
given  to  30  consecutive  patients  with  essential 
dysmenorrhea  with  gratifying  results  in  80  per- 
cent. Large  dosages  were  used  with  the  purpose 
of  inhibiting  both  ovulation  and  men  truation 
and  simultaneously  reconditioning  the  uterine 
musculature  so  that  all  future  periods  would  be 
as  free  from  pain  as  possible.  This  was  a differ- 
ent principle  from  that  of  previous  waiters  who 
used  smaller  dosages  which  inhibited  ovulation 
but  not  menstruation  and  which  helped  ease  the 
pain  of  the  period  immediately  folloAving  the 
medication  only.  None  of  the  patients  in  this 


series  were  entirely  relieved  of  their  cramps 
and  discomfort  after  the  cessation  of  treatment 
but  the  improvement  was  far  better  than  we 
have  obtained  previously  by  the  many  antispas- 
modics  and  sedatives  on  the  market  and  second- 
ary only  to  operative  procedures  which,  however, 
are  now  rarely  necessary.  In  the  writer’s  experi- 
ence, presacral  nerve  resection  has  not  had  to  be 
utilized  since  the  technique  of  stilbestrol  (micron- 
ized) with  B complex  has  been  employed.  Before 
presacral  sympathectomy  is  considered,  the  above 
treatment  should  be  carried  out.  In  the  rare 
cases  of  failure,  the  operation  may  be  indicated. 

The  treatment  described  in  this  article  has  the 
advantage  over  most  other  treatments  advocated 
in  that  it  apparently  corrects  the  cause  of  most 
cases  of  essential  dysmenorrhea.  Most  treatments 
are  merely  palliative  and  must  be  repeated  over 
and  over  again.  Micronized  stilbestrol  is  no  pan- 
acea for  the  treatment  of  essential  dysmenor- 
rhea and  it  is  not  the  entire  answer  to  the  prob- 
lem but  is  helpful.  Many  more  cases  by  many 
other  physicians  must  be  reported  to  obtain  the 
real  value  of  stilbestrol.  When  dosages  advocat- 
ed in  this  series  were  used  we  were  unable  to 
find  any  harm  from  the  micronized  stilbestrol 
by  many  and  repeated  laboratory  tests  and  re- 
peated cancer  smears.  After  the  cessation  of 
treatment  the  patients  menstruate  regularly  ev- 
ery month  as  determined  by  basal  temperature 
and  endometrial  biopsy. 
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ENDOCRINE  CONCEPTS  OF  GYNECOMASTIA 


M.  JAMES  Will  TELA  W,  B.  S.,  M.  I). 
Phoenix,  Arizona 


YUTE  so  often  liear  John  Hayward’s  famous 
proverb,  “Ye  cannot  see  the  wood  for  the 
trees,”  little  realizing  how  applicable  it  is  to  our 
daily  practice  of  medicine.  Due  to  the  ever- 
increasing  advancement  in  our  therapeutic  ap- 
proach to  disease,  as  well  as  the  many  new  patho- 
logical entities  that  have  recently  been  discov- 
ered in  medicine,  we  sometimes  lose  sight  of  the 
basic  physio-pathology  and  chemistry  that  char- 
acterizes the  disease  processes.  In  discussing  the 
syndrome  of  gynecomastia,  aspermatogenesis 
without  A-Leydigism  and  a high  Follicle  Stim- 
ulating Hormone  (FSH)  t it  re,  first  reported  in 
1942  by  Kleinfelter1  and  his  associates  of  the 
Massachusetts  General  Hospital,  I would  like  to 
take  up  mainly  one  aspect  of  this  syndrome, 
namely,  true  gynecomastia,  and  to  correlate  the 
clinical  observations  with  our  endocrine  concepts 
of  its  etiology. 

Gynecomastia  perhaps  was  first  mentioned  in 
the  Bible,  but  it,  was  only  infrequently  noted 
until  the  19th  century.  During  World  War  Two, 
an  incidence  of  6.9  to  8.69  in  otherwise  appar- 
ently normal  males,  out  of  every  100,000  enter- 
ing the  navy  was  reported  by  Webster.2  True 
gynecomastia  is  usually  characterized  by  being 
unilateral  in  onset.  Melville2  reported  the  inci- 
dence as  high  as  87%  in  a review  of  the  material 
at  Johns  Hopkins.  Involvement  of  the  second 
breast  may  be  delayed  as  long  as  two  years. 
When  bilateral,  the  breasts  are  not  necessarily 
equal  in  size. 

On  palpation,  a plate-like  nodule  usually  2-8 
cm.  in  diameter  and  of  glandular  consistency  is 
felt  under  the  nipple,  which  occasionally  may  in- 
crease to  such  a size  as  to  assume  the  appearance 
of  a female  breast.  It  may  be  painful.  Secretion 
can  sometimes  be  expressed  but  it  is  not  milk, 
for,  although  microscopically  there  is  prolifera- 
tion and  multiplication  of  the  ducts,  there  is  no 
true  acinar  formation.  Histologically,  it  is  near- 
ly analogous  with  the  so-called  fibro-adenoma  of 
the  female  breast. 


Fig.  1.  Adolescent  Gynecomastia  in  a 13-year- 
old  boy,  demonstrating  moderate  obesity  and 
slight  retardation  in  sexual  development. 


Minor  hypertrophy  is  often  overlooked  and  for 
this  reason  in  any  male  patient  in  whom  it  is 
suspected,  careful  palpation  must  be  practiced.4 

Read  by  invitation  April  25.  1949,  before  the  staff  of  Good 
Samaritan  Hospital,  Phoenix.  Arizona. 


Gynecomastia  is  probably  due  to  either  a rela- 
tive or  absolute  excess  of  estrogen  circulating 
through  the  body  or  an  abnormally  low  thresh- 
hold  of  the  end  organs,  or  perhaps  is  due  to  in- 
hibin,  or  “X”  hormone1,  the  so-called  second 
hormone  of  the  testicles. 

Man  being  bisexual  and  coming  under  the  in- 
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fluence  in  utero  of  extraneous  hormones,  it  is 
not  too  difficult  for  us  to  understand  the  hyper- 
trophy of  the  male  breast  seen  at  birth  which  is 
due,  primarily,  to  excessive  physiological  stimu- 
lation of  the  foetal  breast  by  estrogens  freely 
passing  the  placental  barrier. 

At  the  other  extreme,  we  often  see  spontaneous 
gynecomastia  at  the  male  senescence  which  may 
or  may  not  be  of  a permanent  nature  and  which 
is  looked  on  as  a failure  of  testicoids  so  that 
there  is  a relative  overriding  of  gynecoid  stim- 
ulation. 


Adolescent  gynecomastia,  which  may  be  noted 
to  some  degree  in  most  boys  at  puberty5  (the 
so-called  Frohlich  type  should  not  be  mistaken 
for  it.  See  Fig.  1),  is  at  the  present  time  not 
perfectly  understood.  It  is  believed  that  the 
adrenals  or  testes  may  be  secreting  abnormal 
amounts  of  estrogen-like  substances  or  there  may 
be  a disturbance  in  FSH  and  ICSII  ratio  due  to 
an  androgen-inhibin  inbalance.  In  nearly  every 
instance,  there  is  a return  to  normal  male  breast 
contour  within  a short  period  of  time.  It  is  there- 
fore imperative  to  recognize  pubescent  gyneco- 
mastia and  not  to  treat  it  with  hormones,  as 
these  in  turn  can  accentuate  and  perhaps  perma- 
nently create  a pathological  condition  which 
would  otherwise  have  regressed.  Surgery  is,  of 
course,  entirely  irrational.  It  must  not  be  over- 
looked that  there  is  a small  group  of  patients 
i/.vho  show  at  this  stage  signs  of  testicular  fail- 
ure.6 They  require  other  management.  (Figs. 
2 and  3.) 

Our  understanding  of  the  effects  of  estrogens 
on  the  male  have  been  clarified  since  Huggins7 
and  his  group’s  classical  work  on  the  effects  of 
large  doses  of  estrogens  on  metastatic  carcinoma 
of  the  prostate,  which  has  since  been  confirmed 
by  many  others.8,  9 It  has  been  noted  by  all  of 
us  interested  in  this  field  that  there  may  be  a 
striking  degree  of  gynecomastia  as  well  as  dark- 
ening of  the  areolar  and  nipples,  which  is  ex- 
plained on  a basis  of  overstimulation  of  estro- 
gens. It  might  also  be  pointed  out  that  Nelson10 
has  shown  by  repeated  biopsies  during  stilbestrol 
treatment  that  there  is  a decline  in  the  apparent 
activity  of  the  interstitial  cells  of  the  testes. 

It  is  perhaps  not  realized  that  androgens  as 
well  as  estrogens  can  stimulate  the  breast.  The 
effects  of  the  former  were  noted  originally  by 
Warren  Nelson11  and  II.  Selye12  in  animal  ex- 
perimentations and  by  Hamilton13  in  treating  a 


Fig.  2.  Gynecomastia  in  a 13-year-old  boy  who 
shows  normal  secondary  sex  characteristics.  17 
ketosteroids— 5.8  mg./24  hr.;  FSH— 105+  m.u. 

hypogonad  patient  with  testosterone  propionate. 
This  was  soon  confirmed  by  Kenyon14  using 
plain  testosterone  alone.  McCullagh15  showed 
that  gynecomastia  could  be  produced  using 
methyl  testosterone. 

Various  tumors  involving  the  endocrine  sys- 
tem have  at  times  been  associated  with  gyneco- 
mastia. Davidoff16  in  his  review  on  acromegaly 
reported  one  case.  Hyperthyroidism  may  on 
rare  occasions  cause  it,  but  this  can  now  prob- 
ably be  explained  on  the  basis  of  liver  damage. 
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Fig.  3.  Microphotograph  of  testis  biopsy  of  pa- 
tient in  Fig.  2 showing  increased  hyalinization  of 
the  tunica  propria,  and  tubules  consisting  mostly 
of  Sertoli  cells  with  no  secondary  spermatocytes 
or  spermatozoa. 


Twelve  cases  of  gynecomastia  due  to  a feminiz- 
ing type  of  adrenal  tumor  have  been  report- 
ed,17'26 the  last  being  a boy  of  five  years  of  age. 


In  the  few  cases  where  hormone  excretion  levels 
studies  were  done,  a large  increase  in  the  titres 
of  estrogens  were  reported.  Desoxy-corticoster- 
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one  acetate  may  cause  gynecomastia.27  Chorio- 
epitheliomas  of  the  testicle28  or  of  extra  gonadal 
origin29  are  sometimes  associated  with  gyneco- 
mastia, as  are  seminomas,30  teratomas,31  adrenal 
rest32  and  interstitial  cell  tumors.33 

Chronic  debilitating  diseases  seem  to  produce 
breast  changes  through  their  effects  primarily 
on  the  liver.  A triad  of  findings  had  been  noted 
by  Silvestrini34  and  later  by  Corda,35  namely, 
gynecomastia,  testicular  atrophy  and  Laennec’s 
cirrhosis,  the  syndrome  of  which  carries  their 
name.  Eppinger36  has  added  to  this  triad  the 
loss  of  axillary  hair.  Edmonston,  Glass  and 
Soil37  explained  these  phenomena  on  the  basis 
of  estrogen  stimulation  as  8 of  their  Id  patients 
with  cirrhosis  were  found  to  excrete  large 
amounts  Of  free  estrogens  and  85%  of  the  inject- 
able estrogens  were  recoverable  in  the  urine. 

Gilder  and  Hoaglund38  have  found  that  in 
acute  infectious  hepatitis  there  is  an  increased 
excretion  of  urinary  estrogens  while  the  keto- 
steroids  are  decreased.  It  had  been  suggested  by 
Dingemanse  and  Laqueur39  in  1937  that  there 
was  a very  efficient  mechanism  for  inactivating 
estrogens.  Silberstein,  Engle  and  Molnar,40  as 
well  as  Zondek41  reported  that  the  liver  in  vitro 
inactivated  estrogens. 

Israel  and  his  group42  in  heart-lung-liver  prep- 
arations were  able  to  demonstrate  that  the  in- 
activation took  place  after  the  blood  came  from 
the  liver.  Numerous  authors43"53  have  compared 
the  effects  of  estrogens  which  have  circulated 
through  the  liver  with  those  which  have  by- 
passed the  portal  circulation  and  their  results 
have  indicated  that  both  natural  and  synthetic 
estrogens  are  inactivated  by  the  liver  in  vitro. 
A dietary  deficiency,  such  as  B complex,54'56  de- 
creases the  ability  of  the  liver  to  inactivate  en- 
dogenous or  exogenous  estrogens.  This  ability  to 
inactivate  probably  depends  on  two  enzyme  sys- 
tems and  the  conversion  of  estrone  to  estriol  as 
well  as  an  adequate  protein  intake.37  Gyorgy58 
and  Unna  et  al59  showed  that  in  animals  kept  on 
a low  protein  diet,  the  inactivation  mechanism  of 
the  liver  is  interferred  with,  and  that  replace- 
ment of  methionone  and  choline  in  the  diet  re- 
stored the  ability  of  the  liver  to  inactivate  es- 
trone. Jailer57  has  evidence  indicating  that  if  a 
high  enough  protein  intake  is  maintained,  a Vita- 
min B deficiency  as  such  will  not  limit  the  liver’s 
power  to  degrade  estrogens. 

Tepperman60  has  suggested  that  since  the 
c-holestrol  content  of  the  adrenal  gland  is  largely 


in  the  esterfied  form,  and  since  this  is  presumed 
to  be  one  of  the  precursors  of  adrenal  corticoids, 
a diseased  liver  might  lead  to  a decrease  in  the 
production  of  corticoids  due  to  inability  to  ester- 
fy  cholesterol.  Another  possibility  suggested 
is  that  a high  level  of  estrogen  in  the  blood 
may  depress  adrenal  function.  I61  have  pointed 
out  that  the  low  blood  cholesterol  of  the  newborn 
may  be  due  to  the  depressant  action  of  the  ma- 
ternal estrogens.  From  all  of  this,  vide  supra, 
we  may  conclude  that  in  any  damaged  liver 
there  is  interference  in  the  interconversion  of  es- 
tradiol and  estrone  and  their  conversion  to  es- 
triol as  well  as  the  formation  of  inactive  oxida- 
tive products  from  estrogens  ,and  the  conjugat- 
ing of  estrogens  for  inactivation  and  excretion. 
It,  therefore,  follows  that  any  decrease  in  liver 
function  in  the  male  would  be  followed  by  an 
accumulation  in  the  blood  of  free  estrogen,  and 
their  appearance  in  appreciable  amounts  in  the 
urine.  There  is  a suppression  of  spermatogenesis 
as  well  as  estrogenic  stimulation  of  the  target 
organs,  especially  the  breasts.  The  Leydig  cell 
steroid  secretion  is  decreased  due  to  the  depres- 
sant effect  of  circulating  estrogens.  This  in  turn 
calls  for  an  increased  LH  production.  This  lat- 
ter hormone  is  thought  by  the  author,  to  depress 
the  output  of  only  the  17  ketosteroid  fraction  of 
the  adrenal  thru  blockage  of  one  factor  of  ACTH. 
This  would  satisfactorily  explain  the  loss  of  axil- 
lary hair  as  well  as  the  decreased  urinary  17 
ketosteroids  without  giving  rise  to  adrenal  S 
hormone  insufficiency. 

It  is,  therefore,  apparent  why  any  type  of  he- 
patic damage  brought  about  by  cirrhosis,62  cor- 
dectomy,63  mediastinal  tumors,64  chronic  ulcera- 
tive colitis65  or  metastatic  liver  lesions  increases 
the  circulating  estrogens  and  so  may  result  in 
gynecomastia. 

It  is  perhaps  fitting  at  this  moment  that  we 
consider  the  question,  “Does  the  testicle  secrete 
a second  hormone  ? ’ ’,  for  it  is  used  by  some  to 
explain  adolescent  gynecomastia  and  by  others 
to  help  in  an  understanding  of  this  syndrome 
presented  here  tonight. 

The  original  investigation  along  these  lines 
was  done  by  Fellner66  in  1921  who  noted  an  in- 
crease in  uterine  weight  of  castrate  guinea  pigs 
following  injection  of  bull  testis  extract.  Mott- 
ram  and  Cramer67  in  1923  found  that  following 
X-ray  irradiation  or  experimental  cryptorchid- 
ism, the  Leydig  cells  and  accessory  male  organs 
were  spared  while  the  germinal  epithelium  was 
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destroyed.  The  anterior  lobe  of  the  pituitary 
showed  castration  cells.  Martins  and  Rocha68  were 
able  to  demonstrate  that  aqueous  testicular  ex- 
tracts were  able  to  prevent  the  castration  changes 
as  well  as  lower  the  high  gonadotropin  levels. 
McCullagh  and  Walsh69  confirmed  this  and 
called  the  water-soluble  non-androgenic  hor- 
mone of  the  testicle  “inhibin”,  the  supposition 
being  that  it  was  secreted  by  the  germinal  epi- 
thelium. They  further  noted  that  its  only  effect 
on  the  prostate  and  seminal  vesicles  in  normal 
rats  was  atrophy.  It  is  argued  that  since  the 
tubules  in  cryptorchids  atrophy  months  before 
changes  are  noted  in  the  Leydig  cells,  and  that 
this  is  correlated  with  the  appearance  of  cas- 
tration cells  in  the  anterior  pituitary  while 
atrophy  of  the  prostate  or  seminal  vesicles  appear 
to  be  associated  with  change  in  the  interstitial 
cells,  that  atrophy  of  the  interstitial  cells  may 
therefore  well  he  due  to  a lack  of  stimulation  of 
Luteinizing  Hormone  (LH)  or  Interstitial  Cell 
Stimulating  Hormone  (ICSH)  in  the  male,  by 
inhibin.  It  was  also  brought  out  by  Tornblom70 
that  the  administration  of  testosterone  to  young 
castrated  male  rats  did  not  prevent  the  usual 
pituitary  hypertrophy  following  operation.  Torn- 
blom isolated  from  the  testicle  a fraction  which, 
when  given  to  young  castrated  rats,  prevented 
or  inhibited  the  weight  increase  of  the  pituitary. 
Larger  doses  had  the  opposite  effect.  The  active 
fraction  appeared  to  have  for  the  most  part  the 
characteristics  of  estradiol. 

It  had  been  demonstrated  as  early  as  1938  by 
Laqueur  and  DeJongh71  that  the  human  testis 
contained  estrogen.  Because  of  the  marked  fall 
in  urinary  estrogen  levels  following  castration 
for  prostatic  cancer,  Scott  and  Vermeulen72  con- 
clude that  production  of  estrogen  in  the  male 
was  mainly  in  the  testis.  Both  experimental  and 
clinical  evidence,  although  far  from  complete, 
would  suggest  that  estrogens  may  be  secreted  by 
the  sustenacular  cells  of  Sertoli.73  In  ovarian 
arrhenoblastomas,  the  percentage  of  Leydig  cell 
predominance  undoubtedly  accounts  for  the  de- 
gree of  virilization  ;74-76  whereas  when  the  tumor 
is  composed  solely  of  Sertoli  cells,  it  has  been 
found  by  Teilum,77  that  it  causes  feminizing  ef- 
fects due  to  its  estrogen  production.  Witchi  and 
Mengert78  in  their  studies  on  a human  herma- 
phrodite of  feminine  appearance,  who  had  testic- 
ular like  gonads,  showed  that  following  removal 
of  the  gonads  there  was  complete  disappearance 
of  estrogens  from  the  urine.  Histological  exam- 


ination of  the  gonads  showed  a complete  absence 
of  ovarian  cortex.  The  interstitial  cells  were 
quite  small  and  histologically  appeared  inactive; 
while  the  Sertoli  cells  were  highly  developed  and 
appeared  to  he  intensely  active.  It  has  been  noted 
that  the  Sertoli  cells  contain  lipoids  as  do  other 
steroid  producing  cells.79  It  has  also  been  argued 
that  since  estrogens  are  produced  by  the  granu- 
losa and  theca  cells,  therefore,  in  the  male,  the 
“X”  hormone  is  produced  by  the  Sertoli  cells. 
Whether  the  water-soluble  extract  inhibin  is  an 
estrogen  will  have  to  await  more  scientific  data. 

It  has  long  been  noted  that  it  is  possible  to 
reduce  high  FSH  titres  in  the  climacteric  in  the 
female  by  the  use  of  estrogens,  hut  it  has  been 
repeatedly  demonstrated  that  in  the  cases  of 
hypogonadism  in  the  male,  that  the  urinary 
FSH  cannot  be  brought  down  to  the  normal  level 
by  the  usual  therapeutic  dosage  of  androgens 
which  is  evidenced  by  normal  titres  of  17  ketos- 
teroids  and  clinical  evidence  of  masculiniza- 
tion. 80-83  Excessive  doses  of  testosterone  can  do 
this.  In  comparison,  stilbestrol  in  the  primary 
hypogonad  male  in  therapeutic  doses  does  mark- 
edly lower  the  urinary  FSH  titre. 

These  facts  are  offered  as  further  proof  by 
McCullagh84  of  a second  testicular  hormone, 
inhibin,  in  that  it  has  pituitary  inhibiting  pow- 
ers similar  to  that  of  estrogen.  In  the  human, 
two  factors  may  lead  to  the  production  of  high 
titres  of  urinary  gonadotropins:  first,  castration 
or  severe  total  testicular  damage ; second,  oligos- 
permia in  some  cases  of  which  there  may  be  no 
evidence  clinically  of  an  androgen  deficiency 
and  the  17  ketosteroid  excretion  is  within  normal 
range.  In  this  latter  case,  the  high  gonadotropin 
level  could  not  be  looked  on  as  due  to  Leydig 
cell  failure  alone,  but  possible  inhibin  deficiency. 
In  clinical  practice,  one  sees  individuals  with 
cryptorchidism  who  possess  normal  masculine  ex- 
ternal genitalia,  build,  voice,  beard  and  a nor- 
mal prostate  and  who  have  the  typical  dynamic 
aggressiveness  of  the  male.  Their  17  ketosteroid 
levels  are  normal.  Biopsy  reveals  complete 
atrophy  or  little  tubular  tissue  present  and  their 
FSH  levels  are  extremely  high. 

Warren  0.  Nelson  and  C.  Heller85,  86  refuse  to 
recognize  the  possibility  of  a second  hormone, 
although  admitting  the  above  evidence,  and  have 
championed  the  idea  that  it  is  due  to  the  differ- 
ent threshhold  response  of  the  target  organs  to 
varying  amounts  of  androgenic  substances.  In 
the  process  of  spermatogenesis,  there  is  inactiva- 
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tion  of  gonadotropic  hormones,  probably  FSIL 
When  tubular  failure  ensues,  there  is  a rise  in 
the  gonadotropin  titre.  It  is  also  thought  by  these 
investigators  that  Leydig  cells  may  also  inacti- 
vate gonadotropins,  and  although  they  may  ap- 
pear to  be  numerous  as  in  Kleinfelter’s  syn- 
drome,1 they  show  evidence  histologically  of  be- 
ing inactive  so  that  high  gonadatropin  titres  re- 
sult. Whether  specific  tissues  inactivate  hormones 
or  act  only  in  the  capacity  of  a catalyst  is  still  a 
moot  question. 

The  following  case*  of  gynecomastia  presents 
superficially  the  appearance  of  a Kleinfelter 
Syndrome,  the  variations  of  which  will  be  dis- 
cussed vide  infra. 

CASE  HISTORY 

A 35-year-old  white  Syrian  male,  N.  S.,  was 
first  seen  March,  1948,  complaining  of  left  gyne- 
comastia of  three  months’  duration.  The  patient 
was  the  second  of  seven  siblings,  only  one  of 
which  was  a male.  It  was  noted  at  delivery  that 
the  left  testicle  was  down  and  the  right  was  un- 
descended. His  childhood  was  normal.  There 
was  no  history  of  orchitis  or  injury  to  the  testi- 
cle. Masturbation  was  practised  at  twelve.  At 
fourteen,  pubic  and  axillary  hairs  were  first 
noted.  During  the  next  few  years  he  had  fre- 
quent nocturnal  emissions  and  had  intercourse 
on  several  occasions.  At  the  time  of  his  marriage 
in  1938,  he  noted  that  his  testicle  was  very  small 
and  the  right  one  had  never  descended.  He  had 
not  as  yet  shaved  although  his  voice  was  appar- 
ently deep.  His  head  hair  was  very  heavy  and 
showed  no  sign  of  angle  recession.  In  1941, 
a cryptoropexv  was  done ; a very  small 
right  testicle  was  liberated  from  the  surround- 
ing tissues  and  was  brought  down  into  the 
scrotum  a distance  of  3/2  inches.  Two  weeks  fol- 
lowing the  operation,  the  testicle  could  no  longer 
be  palpated.  One  month  following  the  operation, 
the  left  breast  enlarged  and  remained  that  way 
for  two  months.  It  was  slightly  tender  but  did 
not  show  any  evidence  of  secretion,  nor  Avas 
there  a change  in  pigment.  In  1946,  there  Avas 
again  a recurrence  of  the  swelling  in  the  left 
breast  without  any  history  suggestive  of  its 
cause.  By  1947,  the  breast  had  returned  nearly 
to  normal.  In  May  1947,  the  right  breast  sud- 
denly increased  in  size  and  a simple  mas- 
tectomy Avas  done.  In  January  1948,  it  Avas 
again  noted  that  the  left  breast  was  swollen 
and  slightly  tender. 

He  has  only  shaved  about  every  two  weeks. 
Libido  has  been  fair.  The  patient  Avas  rejected 
for  military  service  because  of  a psychoneurosis 
and  hypertension.  There  was  no  other  member 
of  his  family,  immediate  or  distant,  aaTio  pre- 
sented a similar  sexual  picture. 

*1  am  indebted  to  Dr.  P.  Dysart  for  referring  this  case  to  me. 


Physical  examination  revealed  a thin,  Syrian 
male  who  appeared  to  be  about  15  years  younger 
than  his  stated  age.  (See  Figs.  4-5)  The  skin  was 
slightly  pale.  The  head  hair  was  heavy,  showing 
no  evidence  of  recession.  There  were  a few  hairs 
on  the  chin  and  sides  of  the  face.  The  axillae 
had  a moderate  amount  of  hair.  The  thyroid 
cartilage  Avas  not  prominent.  The  Amice  was 
deep.  The  right  breast  area  showed  a 7 cm.  scar. 
The  left,  breast  was  moderately  enlarged,  non- 
tender  and  no  secretion  could  be  expressed.  The 
areola  was  small  not  heavily  pigmented.  The 
phallus  measured  4 cm.  in  length  and  showed  a 
moderate  degree  of  hypospadias.  A very  slight 


Fig.  4.  Patient  N.  S.  showing  gynecomastia 
and  hypogonadism. 
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nubbing  was  all  that  could  be  detected  in  the 
region  of  the  prostate.  Only  the  left  testicle  was 
present.  It  was  firm  and  the  size  of  a large 
coffee  bean.  1 1 is  body  measurements  were:  total 
height  69  inches,  the  lower  height  being  37  inches. 
The  span  was  71.5  inches.  The  FSH  excretion 
was  200  m.  u.  per  twenty-four  hours,  by  the 
method  of  Albright,  Griswold  and  Kleinfelter. 
Two  determinations  of  the  total  neutral  17  ketos- 
teroids  were  11.2  and  10.1  mg.  per  twenty-four- 
hour  specimen.  The  patient  was  then  stimulated 
with  ACTH*  for  two  days  using  40  mg.  daily. 
The  17  ketosteroid  output  on  these  days  were 
14.2  and  15.2  respectively.  After  having  waited 
until  the  complete  effects  of  an  implant  of  375 
mg.  of  testosterone  had  worn  off  the  17  keto- 
steroid values  were  8.2  and  7.0  on  consecutive 
24  hour  determinations.  He  was  then  given  20 
mg.  L II*,  Armour’s,  every  6 hours  for  2 days. 
II is  48  hour  urine  during  this  period  showed  a 
level  of  5.7  mg.  per  24  hours.  Estrogen  titres 
were  within  normal  limits.  A biopsy  of  the  left 
testicle  showed  nearly  complete  absence  of  tubu- 
lar elements.  Those  that  were  present  were 


Fig.  5.  Close  up  of  the  same  patient  as  in  Fig. 
4. 


composed  mainly  of  Sertoli  cells  and  had  marked 
hyalinization  of  the  tunica  propria.  Most  of  the 
section  was  composed  of  Leydig  cells.  They 
showed  various  degrees  of  vacuolization  as  well 
as  absence  of  chromitin.  No  recognizable  testicu- 
lar tissue  was  found  on  the  left  side.  Re-exam- 
ination of  the  tissue  removed  from  the  right 
breast  showed  the  typical  picture  associated  with 
gynecomastia.  (See  Fig.  7)  Liver  function  tests 
were  normal.  The  blood  pressure  was  160/100. 
X-rays  of  the  heart  showed  moderate  hyper- 
trophy of  the  left  ventricle. 

DISCUSSION 

Although  this  patient  presented  the  picture  of 
gynecomastia,  aspermatogenesis,  A-Levdigism, 
as  well  as  a high  FSH,  he  could  not  be  classified 
as  a true  Kleinfelter  Syndrome  as  the  gyneco- 
mastia was  unilateral  in  onset  and  appeared 
fifteen  years  after  puberty  following  surgical 
trauma.  Kleinfelter  et  al  do,  however,  concede 
that  the  case  report  of  gynecomastia87  in  a sol- 
dier of  53  following  trauma  to  the  testis,  as  well 
as  another  case88  of  enlargement  of  the  breasts 
following  orchitis  in  a 22-vear-old  individual 
may  well  be  very  closely  related  to  their  picture. 
A similar  case89  of  gynecomastia  which  followed 
mumps  orchitis  later  underwent  spontaneous  re- 
mission/11 It  was  pointed  out  by  Heller  and  Nel- 
son1'1 in  1945  that  the  Kleinfelter  Syndrome 
should  be  expanded  to  include  cases  which 
showed  not  only  the  constant  features  of  (1) 
small  atrophic  testis  with  hyalinization  of  the 
tubules  and  clumping  of  the  Leydig  cells,  (2) 
azoospermia,  (3)  elevation  of  urinary  gonadotro- 
pins, but  variable  features  for  which  they  made 
three  subdivisions,  i.e.,  (1)  eunuchoidal  (2)  mod- 
erately eunuehoidal  or  (3)  n on-eunuch oidal. 
When  gynecomastia  was  present,  the  onset  of  en- 
largement was  noted  at  puberty  and  was  pro- 
gressive for  several  years  and  then  remained  sta- 
tionary. This  would  exclude  our  case  from  their 
broadened  classification.  They  maintain  that  the 
17  ketosteroid  excretion  pattern  is  closely  corre- 
lated with  the  clinical  picture  and  in  those  hypo- 
gonadal  cases  where  it  is  normal  or  slightly  ele- 
vated, they  postulate  the  presence  of  inactive 
steroids. 

This  same  type  of  reasoning  has  been  used  by 
Buxton,92  regarding  progesterone,  in  trying  to 
explain  the  fall  in  basal  body  temperature 
curves  during  the  fourth  to  fifth  months  of  ges- 
tation. There  appears  to  be  little  in  the  way  of 
scientific  facts  to  bear  out  this  assumption. 

*1  wish  to  gratefully  acknowledge  the  generous  supplies  of 
ACTH  and  LH  furnished  me  by  Dr.  J.  Mote  of  Armour  & Co. 
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Fig.  6.  Photomicrograph  of  a biopsy  from  left 
testicle  of  patient  N.  S.  showing  overwhelming 
predominance  of  Leydig  cells  with  tubular  ele- 
ments composed  mostly  of  primary  sperma- 
togonia and  Sertoli  cells. 


There  is  evidence  of  males93  with  very  low  17 
ketosteroids  who  do  not  clinically  show  signs  of 
gonadal  or  adrenal  hypofunction. 


Although  there  is,  in  our  case,  a moderate  de- 
crease in  17  ketosteroid  production,  there  is  clin- 
ical evidence  that  androgenic  failure  has  been 
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Fig.  7.  Photomicrograph  of  section  of  the  right 
breast. 


well  marked  since  puberty  as  demonstrated  by 
his  low  hair  line,  sparse  beard,  poor  skin  color 
and  muscle  tone,  small  prostate  and  penis,  and 
eunuchoidal  skeletal  proportions.  According  to 
Heller  and  Nelson’s94  classification  of  male  hypo- 
gonadism, this  patient  should  be  placed  in  their 


class  4,  i.e.,  “Pubertal  Seminiferous  Tubule 
Failure.”  He  fails,  however,  to  conform  as 
noted  vide  supra.  Besides  Benard's  case,89  there 
are  others95  where  the  gynecomastia  has  under- 
gone regression — either  spontaneously  or  pre- 
sumably by  medical  induction.  Although  the 
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interstitial  cells  in  these  patients  are  so  numer- 
ous as  to  be  taken  for  a true  adenoma,  it  is  felt 
that  this  does  not  represent  an  actual  increase 
in  the  number  of  Leydig  cells,  as  is  contended 
by  Howard  et  al,96  but  is  merely  the  accumula- 
tion of  interstitial  cells  in  a small  area,  due  to 
degeneration  of  the  tubular  elements.  It  has 
been  pointed  out  by  Sargent  and  McDonald97 
how  inadequate  are  our  quantitative  estimates  of 
Leydig  cells. 

Some  of  the  Leydig  cells,  in  our  case,  show 
histological  evidence  of  lowered  function  as  por- 
trayed by  degenerative  changes.  This  is  borne 
out  by  the  physiological  attempt  to  stimulate 
steroid  production  with  Armour’s  LH  which 
resulted  in  failure  and  some  suggestion  of  even 
a decrease.  After  two  days  of  excessive  replace- 
ment therapy  with  testosterone  propionate, 
there  was  a definite  fall  in  steroid  output  which 
is  looked  on  as  a further  failure  of  the  intersti- 
tial cells  bearing  out  Selye ’s  theory  of  compensa- 
tory atrophy98,  as  substantiated  previously  by 
the  findings  after  the  use  of  cortisone99, 100  and 
in  our  case  by  the  lowered  17  ketosteroids  after 
implantation.  These  observations  should  perhaps 
cause  one  home  hesitancy  in  the  use  of  large 
doses  of  androgens.101, 102 

The  response  of  the  “N”  hormone  of  the  ad- 
renal to  ACTH  was  excellent,  this  in  the  light 
of  a failure  of  an  increase  in  excretion  of  keto- 
steroids after  LH,  would  point  to  some  reciprocal 
action  of  the  “N”  hormone  of  the  adrenal  and 
LH  and  perhaps  ACTH.  This  is  the  process  of 
investigation. 

It  is  thought  that  the  condition  of  this  patient 
can  best  be  explained  on  the  basis  of  a poor  an- 
drogenic function  at  puberty  with  subsequent 
tubular  degeneration  and  that  the  17  ketosteroid 
production  of  the  adrenal  is  held  down  by  an 
increase  in  LH.  This  would  have  to  bring  into 
play  two  ACTH  hormones,  evidence  of  which  is 
slowly  accumulating.103  The  reasons  for  the 
gynecomastia  are  still  too  poorly  understood  for 
the  author  to  try  and  present  an  answer  except 
to  suggest  that  the  regression  and  growth  prob- 
ably is  due  to  changing  threshold  responses  of 
the  breast  tissue  to  circulating  androgens,  as  it 
would  appear  from  the  estrogen  titers  of  this 
patient  as  well  as  the  other  cases  of  Kleinfelter ’s 
Syndrome  that  there  is  no  change  in  the  estrogen 
levels. 

It  is  only  by  careful  study  in  nature’s  vast 
human  experimental  laboratory,  and  by  making 


these  observations  available  to  others  that  the 
etiology  of  gynecomastia  will  be  clearly  under- 
stood. 
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PAINLESS  PROCTOLOGY 

JOSEPH  FRANKLIN  MONTAGUE,  M.  D. 
New  York  City 


T”"\OCTOR  Salisbury,  Honored  Guests  and 
Esteemed  Colleagues : 

A visit  to  Ganado  is  a privilege  that  I esteem 
most  highly,  particularly  when  it  brings  the  op- 
portunity of  participating  in  another  of  the  clin- 
ical conferences  originated  by  my  good  friend, 
teacher  and  colleague,  Doctor  Harlow  Brooks. 

My  subject  is  “Painless  Proctology,”  and  I 
assure  you  it  gives  me  great  pleasure  to  speak 
about  pain,  particularly  when  I can  do  so  in  an 
impersonal  way.  Strange  indeed  it  is  how  philo- 
sophical one  can  become  about  such  a distressing 
thing  as  pain — always-  providing  it  does  not  in- 
volve one  personally.  Was  it  not  Shakespeare 
who  said,  “Was  there  ever  a philosopher  with 
a toothache?”  Probably  not — at  least  deponent 
sayeth  not. 

Processes  of  disease  are  almost  invariably  as- 
sociated with  discomfort,  and  often  with  pain. 
In  this  respect,  rectal  diseases  differ  from  no  oth- 
er, but  it  is  most  unfortunate  that  in  the  minds 
of  patients,  the  various  methods  of  treatment  of 
rectal  diseases  have  acquired  a reputation  for 
more  than  ordinary  pain.  Indeed,  the  average 
patient  actually  shrinks  in  terror,  or  at  least  in 
severe  apprehension,  at  very  thought  of  a rectal 
examination. 

Pain  incident  to  the  treatment  of  disease  is 
always  regrettable,  but  when  it  is  unnecessary  it 
becomes  reprehensible.  On  the  basis  of  a lengthy 
experience  in  the  examination  and  treatment  of 
rectal  diseases,  I can  assure  you  that  there  are 
methods  both  of  examination  and  of  treatment 
which  are  as  nearly  painless  as  it  is  humanly 
possible  to  make  them.  In  order  to  benefit  pros- 
pective sufferers  by  proxy,  I shall  disclose  my 
own  views  on  how  painlessness  can  be  achieved 
in  both  examination  and  treatment. 

Needless  to  say,  the  few  moments  preliminary 
to  the  actual  examination  or  treatment  very 
often  determine  whether  a patient  is  going  to  be 
tense  and  apprehensive  or  calm,  confident  and 
relaxed.  If  the  patient  is  ordered  preemptorily 
to  assume  a certain  position  without  any  warn- 
ing as  to  what  lie  may  expect,  it  very  naturally 
follows  that  he  is  surprised  and  his  sensibilities 
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shocked  by  having  an  instrument  rudely  inserted 
into  an  organ  that  is  sensitive  even  when  normal, 
and  far  more  sensitive  when  inflamed  or  dam- 
aged. My  first  advice,  therefore,  is  to  explain 
to  the  patient  that  it  is  necessary  to  make  the 
examination  and  that  it  will  be  done  as  carefully 
and  painlessly  as  is  possible. 

A few  words  may  be  given  in  passing  on  the 
matter  of  position  to  be  assumed  during  the  ex- 
amination. I have  found  the  left  lateral  Sims 
position  to  be  the  most  satisfactory,  both  as  to 
comfort  to  the  patient  and  accessibility  to  the 
examiner.  This  position  will  allow  the  patient 
to  recline  in  comfort,  to  be  draped  prop- 
erly and  to  be  under  no  stress  from  a physical 
standpoint.  There  are  many  who  use  either  the 
knee-elbow  or  the  knee-chest  position,  but  for 
ordinary  anal  and  rectal  examinations,  neither 
of  these  is  necessary.  In  the  case  of  sigmoid- 
oscopy, it  is  naturally  desirable.  The  use  of  spe- 
cial rectal  tables  that  swivel  about  and  up-end 
a patient  practically  without  his  knowledge  or 
consent  offer  no  more  from  the  standpoint  of 
examination,  and  they  do  add  much  to  a patient ’s 
discomfort.  Any  ordinary  examining  table  will 
suffice. 

The  first  step  in  any  examination  of  this  region 
is  a digital  examination.  To  accomplish  this 
painlessly,  one  must  use  generous  lubrication. 
I find  that  tragaeanth  jelly  is  much  to  be  pre- 
ferred to  Vaseline,  since  its  lubricating  qualities 
are  not  dependent  upon  temperature.  In  cold 
weather,  Vaseline  can  be  so  viscid  as  to  be  prac- 
tically of  no  use  as  a lubricant.  The  introduc- 
tion of  the  examining  finger  should  be  made 
slowly  and  with  due  consideration  of  the  ana- 
tomical course  of  the  canal.  One  can  readily  un- 
derstand how  the  sudden,  forceful  insertion  of 
a finger,  ill-lubricated,  can  give  rise  to  pain. 
What  is  often  overlooked,  however,  is  the  fact 
that  the  sudden  withdrawal  of  the  finger  may 
just  as  often  give  rise  to  pain.  My  suggestion, 
therefore,  is  that  both  introduction  and  with- 
drawal be  done  in  a slow,  even  manner.  If  dis- 
eased areas  are  evident,  such  as  fissure,  throm- 
botic hemorrhoids  or  other  disorder,  one  should 
be  careful  to  exert  pressure  on  the  wall  of  the 
anal  canal  opposite  the  diseased  area,  as  this 
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will  definitely  lessen  the  degree  of  discomfort 
incident  to  examination. 

Proceeding  next  to  instrumental  examination, 
much  depends  upon  two  tilings.  First,  the  suit- 
ability of  the  instrument  in  both  size  and  shape. 
Certainly  the  old  blunderbuss  form  of  anal  spec- 
ulum could  not  avoid  giving  rise  to  pain,  because 
it  was  too  large  and  much  too  blunt.  It  did  not 
accommodate  itself  either  in  form  or  size  to  the 
anal  canal.  On  the  basis  of  considerable  research, 
the  instrument  I am  now  showing  was  devised  to 
meet  the  needs  of  this  examination.  It  is  correct 
in  size,  moderate  in  its  taper  and  completely  ade- 
quate to  anal  examination.  It  is  correct  in  size, 
moderate  in  its  taper  and  completely  ade- 
quate to  anal  examination.  The  second  factor 
in  making  an  instrumental  examination  painless 
is  the  recurrent  factor  of  adequate  lubrication. 

The  method  of  preceding  instrumental  exam- 
ination by  digital  examination  in  itself  insures 
less  discomfort  in  the  actual  passage  of  the  in- 
strument because  the  sphincter  has  already  been 
dilated  by  the  examining  finger  and  yields  all 
the  more  readily  to  the  instrument  that  follows. 
The  same  principle  applies  to  the  passage  of  the 
rectoscope,  with  this  one  added  admonition : it 
should  be  inserted  slowly  and  immediately  halt- 
ed should  it  encounter  any  impediment  to  its 
passage.  This  precaution  will  spare  the  patient 
the  pain  that  comes  from  forcing  the  instrument 
against  an  enlarged  prostate  or  the  mass  of  a 
tumor,  should  such  exist.  Usually,  when  passing 
the  rectoscope,  T remove  the  obturator  immedi- 
ately after  the  sphincter  is  passed,  and  then  ad- 
vance the  rectoscope  while  looking  through  it. 

Finally,  we  come  to  the  sigmoidoscopic  exam- 
ination. This,  too,  can  be  done  painlessly,  regard- 
less  of  what  diseased  conditions  exist,  if  only 
care  and  consideration  be  exercised.  By  the  use 
of  my  rectosigmoidoscope,  the  bowel  may  lie  in- 
flated in  advance  of  the  instrument  and  thus 
the  tip  can  avoid  pressure  on  its  walls  to  a large 
extent.  After  removing  the  obturator  tip,  the 
instrument  may  be  advanced  under  visual  con- 
trol  and  further  inflation.  Hei’e,  however,  is  one 
point  upon  which  T feel  T must  insist.  Beware 
of  over-inflating  the  bowel.  It  can  cause  colicky 
pains  and  much  discomfort. 

Should  biopsy  be  required,  the  use  of  a sharp, 
biting  forceps,  such  as  this  biopsy  punch  I am 
showing,  will  be  found  to  be  absolutely  painless. 
I specify  sharp,  biting  forceps  because  if  the  bite 
is  not  completed  before  the  instrument  is  moved, 


there  will  be  a pull  upon  the  bowel  wall  which 
will  definitely  cause  pain.  The  use  of  the  sharp, 
biting  instrument  will  obviate  this.  The  instru- 
ment 1 show  you  has  its  jaws  set  precisely  at 
right  angles  to  its  shank.  This  will  permit  great 
accuracy  in  selecting  an  area  for  biopsy  and  will 
greatly  facilitate  removing  it  with  deftness. 

Finally,  after  every  examination  or  instru- 
mentation of  this  region,  I feel  it  a matter  of 
sound  practice  as  well  as  courtesy  to  leave  a 
small  amount  of  local  anesthetic  ointment,  such 
as  Nupercaine,  in  the  anal  canal.  This  will  add 
much  to  the  comfort  of  the  patient  in  the  few 
minutes  after  the  examination  and  will  complete- 
ly obviate  the  smarting  which  sometimes  follows 
even  a careful  examination. 

What  I have  said  takes  care  of  all  but  fistula 
examinations.  These,  of  course,  are  to  be  per- 
formed with  the  utmost  care,  with  a fistula 
probe.  Even  then  it  is  not  infrequent  to  strike 
a sensitive  spot.  However,  if  a small  amount  of 
Benzocaine  in  oil  is  injected  into  the  fistula  tract 
before  starting  the  examination,  even  this  pain 
may  be  avoided. 

Hitherto  I have  spoken  only  of  pain  incident 
to  examination  and  diagnosis  of  proctologic  ail- 
ments. Of  course  the  same  principles  apply  in 
a general  way  to  the  methods  of  treatment  inso- 
far as  instrumentation  is  concerned.  However, 
there  is  always  a possibility  of  pain  incident  to 
treatments,  more  particularly,  surgical  treat- 
ments involving  this  area. 

With  i-espect  to  medical  treatments,  the  in- 
jection treatment  of  hemorrhoids,  if  properly 
done,  should  be  absolutely  painless,  and  will  be 
so  unless  an  error  is  made  in  the  selection  of  the 
solution,  a miscalculation  of  the  amount  to  be 
injected  or  an  error  as  to  the  site  of  injection. 
By  now  the  formula  for  the  solution  for  the  in- 
jection of  hemorrhoids  has  been  pretty  well 
standardized,  and  if  one  of  these  standard  solix- 
tions  is  used,  one  may  be  confident  of  not  caus- 
ing pain.  I refer  to  quinine  ui'ea  hydrochloride, 
etalate  or  sodium  morhuate.  As  to  the  amount 
of  solution,  one  may  gage  by  the  blanching  of 
the  mucosa.  As  soon  as  the  superficial  capillaries 
are  outlined,  no  further  solution  should  be  in- 
jected. As  to  the  site  of  injection,  it  should  never 
be  below  the  ano-pectineal  line.  With  ordinary 
care  no  pain  should  be  attached  to  topical  ap- 
plications to  ulcei’s  in  the  l’ectum  or  sigmoid. 
Polyps  may  be  removed  without  anesthesia  and 
without  pain  since  the  mucosa  at  that  point  is 
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insensible  to  pain.  However,  a sharp  snare  or  an 
efficient  cautery  should  be  used,  since  any  pull 
upon  the  sigmoidal  wall  will  give  rise  to  pain. 

As  a rule,  however,  it  is  the  surgical  and  not 
the  medical  treatments  that  have  given  a bad 
name  to  a good  specialty.  What  fiend  first  con- 
trived the  rectal  whistle  I know  not,  but  he  did 
an  ill  service  to  the  specialty  of  proctology.  It 
is  chiefly  through  the  use  of  this  totally  unneces- 
sary packing  that  rectal  surgery  lias  become 
feared  and  famous  for  its  associated  misery. 
Frankly,  if  a surgeon  performs  his  operation  in 


a workmanlike  manner,  tying  off  all  bleeding 
points  before  leaving  the  operative  area,  there 
is  no  necessity  for  packing  and  there  are  many 
reasons  for  not  doing  so.  The  chief  reason  is 
that-  it  induces  a tremendous  spasm  which  in 


itself  is  the  most  painful  aftermath  of  a rectal 
operation. 

Many  surgeons  are  in  the  habit  of  dilating  or 
stretching  the  sphincter  prior  to  the  operation, 
and  it  is  my  opinion  that  this  procedure  is  un- 
necessary and  is  productive  of  much  post-opera- 
tive discomfort. 

Finally,  on  the  basis  of  a long  and  extensive 
experience  with  the  use  of  the  various  anesthetics 
used  in  rectal  operations,  I have  come  to  the 
conclusion  that  avertin  is  by  far  the  safest  and 
the  most  effective  anesthesia  to  be  used.  It  is 
quick,  and  leaves  no  aftermath  of  leg  pains,  as 
spinal  anesthesia  sometimes  does. 

The  remarks  I have  made  make  no  great  con- 
tribution to  the  art  of  physic,  but  if  they  prompt 
a more  sympathetic  consideration  of  the  patient, 
a more  careful  handling  of  his  person,  and  par- 
ticularly the  diseased  part,  then  I shall  feel  a 
worthy  contribution  has  been  made.  Certainly  it 
is  our  greatest  goal — or  should  be — to  relieve 
suffering  and  to  cause  no  needless  suffering.  By 
following  the  methods  1 have  outlined,  I am 
sure  that  at  least  the  needless  suffering  may  be 
eliminated.  Pain,  after  all,  is  the  most  personal 
of  all  human  emotions,  with  possibly  the  one  ex- 
ception of  itching.  I once  overheard  a mother 
berate  her  child  for  scratching.  “Why  on  earth 
do  you  scratch  yourself  so?”  asked  the  lady.  To 
which  the  little  boy  replied,  “Because  I am  the 
only  one  who  knows  where  it  itches.”  Patients 
have  this  advantage  with  regard  to  pain.  They 
also  know  who  causes  the  pain.  A word  to  the 
wise  should  be  sufficient. 
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AN  INVITATION 

The  Annual  Meeting  of  the  American 
Medical  Association  will  be  held  in  San 
Francisco  June  26-30.  During  this  meeting 
the  House  of  Delegates  of  the  A.M.A.  will 
be  in  Session  almost  every  day.  Consult 
your  program  for  the  hours.  Dr.  Edward 
L.  Bortz,  the  Speaker  of  the  House,  has 
issued  an  invitation  to  all  members  and 
fellows  attending  the  regular  meeting  to 
pay  a visit  to  at  least  one  Session  of  the 
House.  Much  criticism  has  been  leveled  at 
this  body  over  the  years,  both  from  within 
and  from  without  the  Association.  Attend 
a Session  and  see  for  yourself,  the  sincer- 
ity and  deliberation  which  these  men  exer- 
cise in  solving  the  many  problems  which 
confront  it  each  year.  You  will  also  wit- 
ness one  of  the  most  efficient  systems  in 
existence  for  expediting  and  transacting 
the  enormous  amount  of  business  which  it 
is  required  to  dispose  of  each  Session. 


1950  ANNUAL  MEETING 

The  Fifty  Ninth  Annual  Meeting  of  the  Ari- 
zona Medical  Association  was  held  at  the  Hotel 
Westward  Ho  in  Phoenix,  April  30,  May  1, 2 and 
3.  The  meeting  was  successful  in  every  way.  An 
outstanding  feature  were  the  various  sectional 
meetings  which  were  held  Monday  afternoon, 
May  1.  Most  of  these  meetings  began  with  a 
luncheon  and  the  program  followed. 

The  program  for  the  General  Session  was  very 
well  attended.  The  four  guest  speakers,  Doctors 
John  M.  Waugh  of  Rochester,  Minnesota;  Harry 
B.  Macey  of  Temple,  Texas ; Stephen  R.  Elek  of 
Los  Angeles  and  George  C.  Griffith  of  Los  An- 
geles, added  much  to  make  the  program  inter- 
esting and  instructive.  There  were  nine  papers 
presented  by  members  of  the  Association. 

The  Council  Meeting  was  held  on  Sunday  and 
lasted  from  10 :00  a.  m.  to  5 :00  p.  m.  Much 
routine  business  was  transacted.  It  was  decided 
to  proceed  with  the  incorporation  of  the  Society. 
The  revision  of  the  Constitution  and  By-Laws 
was  thoroughly  discussed  and  submitted  to  the 
House  of  Delegates.  The  Treasurer  presented 
the  budget  for  the  ensuing  year.  The  Medical 
Defense  Fund  came  in  for  much  discussion  also. 

The  two  meetings  of  the  House  of  Delegates 
were  especially  well  conducted  under  the  new 
system  and  much  constructive  criticism  resulted 
from  the  deliberations  during  the  first  session 
on  Monday.  The  routine  reports  of  the  officers 
and  boards  were  presented  and  all  new  business 
was  introduced  in  the  form  of  resolutions.  All 
resolutions  were  referred  to  the  Committee 
which  was  appointed  by  the  Speaker  on  the 
opening  day.  Dr.  Harold  W.  Kohl,  Tucson,  was 
Chairman  of  the  Committee  and  was  assisted  by 
Dr.  Utzinger  of  Ray  and  Dr.  Butler  of  Safford. 

The  main  business  of  the  second  session  held 
Wednesday  morning  consisted  of  hearing  the 
report  of  the  Reference  Committee  and  the  con- 
sideration of  the  various  resolutions.  The  subject 
of  Medical  Defense  came  in  for  the  bulk  of  the 
■discussion.  There  was  considerable  misunder- 
standing among  the  delegates  at  first  in  regard 
to  the  future  of  the  Committee  on  Medical  De- 
fense as  well  as  the  future  of  the  accumulated 
Medical  Defense  Fund.  The  result  was  complete 
clarification  to  the  satisfaction  of  all  concerned. 

It  was  pointed  out  by  some  of  the  delegates 
that  the  number  of  malpractice  suits  has  shown 
a considerable  increase  the  past  year  or  two.  Tt 
was  indicated  also  that  90%  of  the  cases  of  mal- 
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practice  were  the  result  of  inadvertent  remarks 
by  the  doctors  themselves. 

The  House  was  also  informed  that  the  Coun- 
cil has  approved  the  formation  of  a Grievance 
Committee  and  the  reports  from  other  states 
which  have  set  up  such  a Committee  has  resulted 
in  a marked  decrease  in  malpractice  suits.  Due 
to  the  increase  in  malpractice  suits,  some  of  the 
delegates  contended  that  the  Medical  Defense 
Fund  should  continue  to  operate  as  it  has  over 
the  years.  The  answer  to  this  suggestion  was 
that  it  has  been  the  experience  in  other  states 
which  have  had  similar  plans  that  this  is  not 
the  proper  way  to  handle  malpractice  cases  and 
certain  changes  in  our  plan  are  definitely  indi- 
cated. The  members  were  reminded  that  the  state 
defense  fund  has  never  paid  judgments  or  in- 
demnities. It  has  merely  provided  legal  aid  an  1 
expert  testimony.  The  final  outcome  of  the  dis- 
cussion was  the  adoption  of  most  of  the  recom- 
mendations made  by  the  Committee  on  Medical 
Defense.  The  main  feature  which  was  pointed 
out  by  the  Committee  was  that  practically  all 
members  of  the  Association  carry  their  own  mal- 
practice insurance.  Therefore,  it  seemed  super- 
fluous and  an  unnecessary  expense  to  furnish 
an  attorney  for  cases  when  the  insurance  com- 
pany provided  an  attorney  also.  It  was  decided 
at  the  House  of  Delegates  in  1949  that  the  Medi- 
cal Defense  Fund  would  be  impounded  on  De- 
cember 31,  1949  for  a period  of  two  years.  It 
was  also  indicated  at  the  1949  meeting  that  the 
Committee  on  Medical  Defense  would  function 
as  it  has  in  the  past  in  furnishing  expert  testi- 
mony. It  was  decided  at  this  time  that  the  Medi- 
cal Defense  Fund  would  continue  to  operate 
until  the  statute  of  limitations  had  expired  which 
would  be  three  years  from  December  31,  1949. 
During  this  time  the  Medical  Defense  Commit- 
tee wall  continue  to  operate  as  always  but  would 
furnish  an  attorney  only  when  the  defendent 
or  the  legal  counsel  for  the  defense  would  re- 
quest a legal  representative  of  the  state  society. 

To  summarize,  the  Medical  Defense  Fund  is 
impounded  and  the  Committee  on  Medical  De- 
fense will  function  as  it  always  has  in  the  past 
but  legal  advice  will  be  furnished  only  on  re- 
quest of  the  defendant  or  the  defendant’s  in- 
surance carrier. 

There  was  a suggestion  that  the  Medical  De- 
fense Fund  would  no  longer  be  required  and 
that  it  should  be  made  a part  of  the  general 
fund  and  in  this  way  the  annual  dues  could  be 


reduced.  This  met  with  little  support.  There 
were  also  recommendations  that  the  defense 
fund  should  be  designated  as  a building  fund 
and  the  Society  purchase  a home  for  its  state 
offices.  This  proposition  appeared  so  involved 
that  it  was  considered  inadvisable  to  consider 
at  the  present  time. 

The  House  reviewed  many  of  the  changes 
which  were  proposed  for  the  revision  of  the 
Constitution  and  By-Laws  but  final  adoption 
was  postponed  due  to  the  many  changes  which 
were  added  and  the  fact  also  that  further 
changes  would  be  necessary  when  the  Associa- 
tion is  incorporated. 

Some  very  constructive  rules  were  adopted 
by  the  House  concerning  the  annual  meeting  of 
that  body.  In  the  future  the  Secretary  will 
furnish  the  agenda  six  weeks  in  advance.  He 
will  also  obtain  the  reports  of  the  officers  and 
the  various  boards  and  committees  at  least  thirty 
days  in  advance  of  the  meeting.  It  did  not  re- 
que-t  that  copies  of  resolutions  pertaining  to 
new  business  be  presented  at  this  time  but  it 
would  seem  that  this  would  be  advisable  if 
possible.  If  the  House  of  Delegates  and  the 
various  county  societies  have  these  reports  and 
proposed  resolutions  for  their  consideration  and 
discussion  at  home  it  is  very  evident  that  their 
deliberations  will  be  accentuated  and  their  de- 
cisions more  stable  at  the  time  when  the  discus- 
sion comes  up  at  the  regular  meeting. 

For  entertainment  a golf  tournament  for  the 
members  was  played  at  the  Phoenix  Country 
Club  Sunday  afternoon.  Honors  were  won  by 
Doctors  Charles  E.  Van  Epps  and  Mayo  Robb, 
both  of  Phoenix.  This  was  followed  by  a cock- 
tail party  at  the  Club  for  the  members  and  their 
wives  to  which  the  Maricopa  County  Medical 
Society  acted  as  host. 

The  President’s  Dinner-Dance  was  a delight- 
ful affair  held  on  the  Sunset  Terrace  of  the 
Hotel  Westward  Ho.  Dr.  Ralph  F.  Palmer  was 
the  guest  of  honor  and  was  presented  with  a 
plaque  commemorating  his  fifty  years  in  the 
practice  of  medicine.  One  other  member  was 
elected  to  the  Fifty  Year  Club,  namely,  Dr. 
John  E.  Bacon  of  Miami.  Dr.  Bacon  was  unable 
to  be  present. 

The  election  of  officers  for  the  ensuing  year 
is  as  follows:  Dr.  Harry  T.  Southworth  of  Pres- 
cott, President-Elect;  IT.  D.  Ketcherside  of 
Phoenix,  Vice-President;  Dr.  C.  E.  Yount,  Jr., 
of  Prescott,  Treasurer;  Dr.  Frank  J.  Milloy  of 
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Phoenix,  Secretary  and  Dr.  Harry  E.  Thompson, 
Speaker  of  the  House.  Doctors  A.  I.  Podolsky 
and  Donald  E.  Nelson  were  reelected  as  Coun- 
cilors from  the  Central  and  Southern  District, 
respectively. 

The  meeting  for  1951  will  be  held  in  Tucson. 


Medicine  and  Politics 

The  Year  1950  Presents  a Paradox. 

‘ 1 Politics  and  medicine  don ’t  mix  ! ’ ’ 

Statements  like  this  frequently  are  employed 
by  many  doctors  to  justify  their  failure  to  reg- 
ister, failure  to  vote  and  failure  to  take  part  in 
the  political  decisions  of  the  local  community, 
the  State  and  the  Nation. 

Added  to  this  viewpoint  is  the  indisputable 
and  somewhat  extenuating  fact  that  the  best  doc- 
tors are  extremely  busy  people,  engaged  in  the 
night-and-day  task  of  preserving  health  and 
saving  life. 

Nevertheless,  this  year  of  decision,  1950,  pre- 


sents American  doctors  with  an  undeniable  para- 
dox : doctors  either  must  enter  the  political  arena 
or  see  politics  enter  medicine. 

For  this  is  not  just  another  election  year.  It 
is  a year  in  which  medicine  itself  will  be  one  of 
the  big  clay  pigeons  on  the  political  shooting 
ranges.  The  question  of  Compulsory  versus 
Voluntary  Health  Insurance — embodying  the 
future  not  only  of  the  medical  profession  but 
of  all  the  American  people — will  be  one  of  the 
principal  issues  in  the  1950  Congressional  elec- 
tions. 

It  is  imperative,  therefore,  that  every  doctor 
exercise  his  franchise  this  year — his  right  as  an 
individual  citizen  to  register,  to  vote,  and  to  help 
influence  the  political  direction  of  his  Nation. 

Failure  to  do  so,  this  year,  may  mean  the  ulti- 
mate termination  of  his  traditional  medical 
franchise — the  right  to  practice  medicine  accord- 
ing to  ethical  professional  and  scientific  stand- 
ards— not  political  standards. 


REPORTS 


SECRETARY ’S  REPORT 

Having  read  the  reports  of  the  other  officers, 
I will  attempt  to  avoid  duplicating  any  of  the 
remarks  they  are  about  to  make. 

At  the  January  session  of  the  Council,  Dr. 
Preston  T.  Brown  resigned  the  position  of 
Chairman  of  the  National  Educational  Campaign 
and  Dr.  Flinn  was  appointed  as  his  successor, 
so  Dr.  Flinn  will  give  you  a full  account  of  the 
National  Educational  Program. 

I think  all  of  you  are  aware  of  the  changes 
in  personnel  which  have  taken  place  in  the  Cen- 
tral Office. 

In  compiling  my  remarks  I am  influenced  by 
a motion  which  was  passed  at  the  last  meeting  of 
quested  the  State  Secretary  to  have  a copy  of  the 
the  Maricopa  County  Medical  Society  which  re- 
agenda  for  the  annual  session  of  the  House  of 
Delegates  in  the  hands  of  the  county  societies  at 
least  six  weeks  prior  to  the  Annual  Meeting 
time.  This  is  not  the  first  time  such  a motion 
has  been  passed  by  a county  society.  The  revi- 
sion of  the  Constitution  and  By-Laws  for  the 
State  Association  contains  such  a provision  also. 

What  I am  about  to  say  is  not  in  any  way 
criticism  but  merely  a matter  of  information 


and  explanation.  If  you  will  take  your  present 
agenda  and  then  refer  to  the  By-Laws  of  the 
State  Association  you  will  find  that  it  is  an 
actual  copy  of  that  section  of  the  By-Laws 
which  outlines  the  procedure  for  the  business 
of  the  House — with  one  exception — and  that  is 
one  line  under  the  heading  Unfinished  Business 
“Report  on  Revision  of  By-Laws.”  This  subject 
has  been  on  the  agenda  regularly  for  the  past 
three  years.  The  actual  business  of  the  House  at 
an  Annual  session  aside  from  the  routine  reports 
consists  of  the  report;  on  the  transactions  of  the 
Council,  held  on  the  day  prior  to  the  first  ses- 
sion of  the  House — plus  all  items  of  new  business 
which  are  introduced  by  the  members  of  the 
House  under  the  heading  of  New  Business.  At 
the  present  time  our  By-Laws  designate  that  all 
new  business  be  submitted  in  the  form  of  resolu- 
tions to  be  submitted  under  the  heading  “new 
business.” 

If  we  should  reach  the  stage  where  we  would 
have  a large  amount  of  new  business,  it  would 
probably  be  advisable  to  follow  the  example  of 
the  House  of  Delegates  of  the  A.M.A.  which  re- 
quire that  copies  of  all  resolutions  be  sent  to 
the  headquarters  of  the  A.M.A.  several  weeks 
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in  advance  of  the  meeting'  of  the  A.M.A.  House 
in  order  that  the  resolutions  may  be  published 
in  the  Journal  of  the  A.M.A. , and  in  this  way 
they  can  be  studied  more  deliberately.  But  it 
hardly  seems  that  we  have  enough  business  as 
yet  to  resort  to  such  a procedure. 

However,  our  State  Association  has  expanded 
in  so  many  ways  that  I believe  that  the  entire 
membership  should  be  better  informed  about  all 
that  is  going  on  in  the  State  Association.  For 
example,  the  Professional  Board  and  the  Public 
Relations  Board  meet  at  least  three  or  four 
times  a year.  The  Council  meets  about  the  same 
number  of  times.  Besides  there  is  the  work  being 
done  to  implement  the  National  Educational 
Campaign.  I think  that  possibly  the  Central 
Office  will  be  able  to  send  a letter  to  the  con- 
stituent county  societies  at  60  to  90  day  intervals 
giving  them  a summary  of  all  these  activities 
which  are  taking  place,  and  in  this  manner  the 
county  societies  should  have  a better  knowledge 


of  what  business  will  be  presented  when  the 
House  of  Delegates  is  about  to  hold  its  sessions. 
This  letter  will  also  be  printed  in  the  Journal. 
I am  certain  there  are  members  of  our  Associa- 
tion who  do  not  even  know  that  these  Boards 
exist  — to  say  nothing  of  their  functions  and 
activities. 

While  I am  reporting  I will  say  a few  words 
also  about  the  State  Journal.  The  chief  com- 
plaint in  years  past  has  been  a lack  of  scientific 
articles  for  publication.  I can  report  at  this  time 
that  this  situation  is  gradually  improving.  As 
for  the  remainder  of  the  material,  we  have 
reams  of  it.  Our  main  problem  is  to  select  that 
which  should  be  of  reading  interest  to  the  mem- 
bers of  the  State  Association.  The  Editorial 
Board  have  been  planning  on  sending  out  a ques- 
tionnaire to  the  membership  to  find  out  what  the 
readers  find  of  interest  in  the  Journal,  but  so  far 
we  have  not  gotten  around  to  doing  this. 

Thank  you  very  much.  Frank  J.  Milloy. 


ARIZONA  STATE  MEDICAL  ASSOCIATION 

TREASURER’S  ANNUAL  REPORT 
April  21,  1949  through  April  15,  1950 


GENERAL  FUND 

CASH  ON  HAND,  APRIL  2t,  1949  


$28,021.51 


RECEIPTS 

Dues: 

1948  $ 47.00 

1949  55V2  ...@  $47.00  2,608.50 

9 Transfers  @ 23.50  211.50 

1950  431  @ 49.00  21,119.00 

2 Associates  @ 25.00  50.00 


$24,036.00 

A.M.A.  Membership  Collections 

475  @ $25.00  $11,875.00 

Less  1,225.00*  10,650.00 

Seminar  Dues  

42  @ $10.00  420.00 

Exhibitors  2,800.00 

Bulletin  Advertising  20.00 


TOTAL  RECEIPTS 


$37,926.00 


LESS  DISBURSEMENTS 


Advertising — Radio  $ 2,655.36 

Newspaper  724.78  $ 3,380.14 


Bulletin  90.00 

Council  Meetings  240.90 

Dues  and  Subscriptions  22.00 

Industrial  Insurance  70.06 

Insurance  - Furniture  and  Fixtures  25.40 

Miscellaneous  139.95 

Mohave  County  Medical  Society  1,500.00 

Office  Supplies,  Printing,  Mimeographing 2,012.10 

Postage  210.00 

Pamphlets  401.45 
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Rent  

Seminar-Professional  Board  

Salaries  

Social  Security  and  State  Employment.... 

Travel  

Telephone  and  Telegraph  

Treasurer’s  Office 

Treasurer’s  Bond  

Women’s  Auxiliary  

40.74 
654.09 
90.00 
37.50 
216.89 
38.04 


Annual  Meeting — Badges  $ 

Guest  Speakers  

Stenographer  

Projection  Operator  

Mimeographing  

Miscellaneous  


1,140.00 

1,696.53 

9,311.44 

392.76 

2,543.03 

573.87 

200.00 

113.50 

500.00 


1,077.26  25,640.39 


NET  INCREASE 


ADI):  Accrued  Withholding 

LESS  Filing  Cases  

Copy  Holder  

Tape  Recorder  


12,285.61 


$40,307.12 

+116.60 

$ 232.16 

32.54 

309.44  574.14 


( ASH  ON  HAND,  APRIL  15,  1950 


$39,849.58 


MEDICAL  DEFENSE  FUND 
CASH  ON  HAND,  APRIL  21,  1949 

Yavapai  County  Savings  Bank  

Bank  of  Arizona  


RECEIPTS 


Bond  Interest  

$ 944.94 

Interest  on  Savings  Account 
Dues:  1948  1 

(f<> 

$3.00 

$ 3.00 

26.82 

1949  55%  

..(a1 

3.00 

166.50 

9 Transfers 

1.50 

13.50 

1950  431  

1.00 

431.00 

614.00 

$ 1,676.37 
3,982.47 


$ 1,585.76 


LESS  DISBURSEMENTS 

Legal  

Telephone  

Safety  Deposit  Box  

Mimeographing  


1,721.83 

14.60 

3.60 

41.47 


1,781.50 


NET  DECREASE  $ 195.74 

Two  U.  S.  Treasury  Bonds 2,000.00 

Interest  Accrued  on  Above  Bonds  28.48 


5,658.84 


2,224.22 


CASH  ON  HAND,  APRIL  15,  1950  $ 3,434.62 

SUMMARY 

TOTAL  CASH— General  Fund  $39,849.58 

Medical  Defense  Fund 3,434.62 


$43,284.29 


CASH— BANK  OF  ARIZONA 

General  Fund  

Medical  Defense  Fund  


CASH— YAVAPAI  COUNTY  SAVINGS  BANK 

Medical  Defense  Fund 

TOTAL  CASH  ON  HAND 
INVESTMENTS 

United  States  Savings  Bonds — Medical  Defense  Fund 
FURNITURE  AND  FIXTURES 

TOTAL  ASSETS  


$39,849.58 

1,731.43 

$41,581.01 

1,703.19 

$43,284.20 

36.000.00 

1,593.94 


$80,878.14 


* An  overpayment  of  $25.00  on  the  A.M.A.  Spe- 
cial Assessment  was  made  March  15,  1950. 
This  will  be  corrected  when  dues  for  1950 
are  transmitted  to  the  A.M.A. 


f This  amount  of  $116.60,  plus  accrual  as 
shown  on  last  year’s  statement  of  $127.30, 
leaves  an  actual  accrual  of  $243.90  as  of 
April  15,  1950. 
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UNITED  STATES  TREASURY  BONDS 
OWNED  BY  THE  ASSOCIATION 

2%%  — 1955-60  2%%  — 1960-65  2 %%  — 1951-54 


$100—206416 

F 

$500—88490  L 

$1000—188524 

D 

$1000—55090  L 

$1000—70887 

H 

206417 

H 

88491  A 

188525 

E 

55091  A 

66163 

C 

206418 

J 

■ 88492  B 

188526 

F 

55092  B 

46532 

B 

206419 

K 

88493  C 

188527 

H 

4263  C 

206420 

L 

88494  D 

188528 

J 

4264  D 

88495  E 

188529 

E 

2VZ%  — 1949- 

2%% 

88496  F 

336027 

H 

$1000—  4446  F 

$1000—  5746 

F 

336028 

J 

4447  H 

5747 

H 

343703 

C 

5748 

J 

343704 

D 

2)4%  — 1959-62 

35081 

A 

39044 

D 

$1000—45403  C 

13695 

E 

35972  B 

5796 

F 

5797 

H 

5798 

J 

238101 

A 

RECOMMENDATIONS 


1.  That  our  dues  remain  at  $50  for  1950-51.  Other  recommendations  will  be  made  in  de- 

2.  That  $1.00  be  deducted  for  Medical  Defense  tail  with  the  proposed  budget  which  will  be 

submitted  by  the  Treasurer. 


Respectfully  Submitted, 
C.  E.  Yount,  Jr.,  M.  D. 


We,  the  undersigned  Committee,  appointed  by  President  Robert  S.  Flynn,  have  audited  the 
books  of  the  Treasurer  and  inspected  the  bonds  in  his  custody,  and  find  them  to  be  correct. 


E.  A.  Born 

Harry  T.  Southworth 


ANALYSIS  OF  DISBURSEMENTS 

Salaries  

Includes:  Alan  S.  Jackson  

Kitty  Ives  Coleman  

Supplies  

Includes:  Stamps  

Mimeographing  

Travel  

Includes:  Dr.  Hamer  

Executive  Secretaries — Peachey  

John  Hart  : 

Mrs.  Coleman  

Dr.  Flinn  

Carpenter  

Miscellaneous 

Includes:  Western  Union 

Telephone  

Rent  (95.00  per  month)  

Expense  Treasurer’s  Office 

(includes  bonds)  

Industrial  Commission  

Employment  Security  Com 

File  Cabinets  

Copy  Holder  

Collector  of  Int.  Rev.  (penalty) 

A.M.A.  Special  Assessments  

Insurance  on  Office  contents  

Tape  recorder  and  accessories  

Auxiliary  

Mohave  County  Medical  Society  

Ads  for  Maricopa  Med.  Soc 

Annual  Meetings  

Professional  Board 

Seminars:  Southern  ’49  late  bill  

Northern  ’49 

Southern.  ’50  

Yuma  ’50 

Mimeographing  

Travel — Mrs.  Coleman 

Dr.  Present  

Projector  

Wires  

Luncheon  


1,200.00 

1,000.00 


210.00 


842.93 

548.76 

126.85 

33.39 

39.85 

196.82 


116.48 

458.76 

1.140.00 

313.50 

67.96 

322.45 

232.16 

32.54 

8.50 

1.225.00 

25.40 
347.30 
500.00 

1.500.00 

59.40 


16.31 

719.50 

710.50 
266.53 

19.06 

11.47 

269.86 

1.60 

4.43 

29.39 


9,311.44 

959.98 

497.86 

1,788.60 


6,758.68 


1,619.44 

2,048.65 
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Health  Activities 3,884.49 

Radio  2,600.80 

Ads  704.16 

Travel— Merrill  207.23 

Mazera  62.05 

Miscellaneous  310.25 

National  Educational  Campaign — State  671.89 

Travel — Dr.  Kohl  133.00 

Pamphlets  223.03 

Printing  77.88 

Mimeographing  208.81 

Mailing  (to  nurses)  9.00 

Luncheon  20.17 

Medical  Defense  Fund 3,809.98 

Bonds  2,028.48 

Deposit  Box  3.60 

Legal  Expense  1,721.83 

Telephone  14.60 

Mimeographing  41.47 


TOTAL  $31,351.01 


REPORT  OF  THE  CHAIRMAN  OF  THE  COUNCIL  OF  THE 
ARIZONA  MEDICAL  ASSOCIATION  MAY  1,  1950 


The  Council  of  the  Arizona  Medical  Associa- 
tion has  met  four  times  since  the  last  Annual 
Meeting  of  the  society.  The  meetings  were  on 
June  26,  and  October  2,  1949,  January  15,  and 
April  30,  1950.  Attendance  at  these  meetings 
has  been  close  to  100%.  The  meetings  have  each 
been  several  hours  in  length. 

During  the  year  there  lias  been  one  change  in 
personnel  on  the  Council.  On  October  2,  the 
Council  was  forced  with  great  regret  to  accept 
the  resignation  of  the  Treasurer,  Dr.  C.  E.  Yount, 
due  to  illness.  Dr.  Yount  has  served  the  society 
in  various  offices  since  1913.  His  son,  Dr.  C.  E. 
Yount,  Jr.,  was  appointed  to  fill  his  vacancy  for 
the  remainder  of  the  year.  On  October  2,  the 
Council  accepted  the  resignation  of  Mr.  Carl 
Peachy  as  Executive  Secretary,  and  on  January 
15  interviewed  Mr.  Robert  Carpenter,  a man 
with  wide  experience  in  public  relations,  and  ap- 
proved his  appointment.  Mr.  Carpenter  has  been 
serving  the  Association  since  January. 

One  of  the  most  difficult  situations  which  con- 
fronted the  Council  this  year  was  that  existing 
in  Mohave  County.  On  receipt  of  letters  from 
both  the  president  of  the  Mohave  County  Medi- 
cal Society  and  Dr.  Arnold,  a committee  of  the 
Council,  consisting  of  the  three  immediate  past 
presidents,  journeyed  to  Kingman  and  carefully 
investigated  the  situation  there.  They  came  to 
the  conclusion  that  the  Mohave  County  Medical 
Society  had  been  justified  in  the  action  which 
it  had  taken  in  regard  to  Dr.  Arnold,  and  on  re- 
ceipt of  the  committee’s  report  the  Council  whole- 
heartedly voiced  its  support  of  the  doctors  of 
Mohave  County  Society. 


Another  important  action  of  the  Council  con- 
cerned a letter  from  the  office  of  the  Industrial 
Commission  regarding  the  rising  cost  of  medical 
care  for  patients  treated  by  the  Commission.  The 
Council  voted  to  support  the  Medical  Advisory 
Committee  of  the  Industrial  Relations  Commit- 
tee in  their  efforts  to  reduce  these  costs,  and  so 
informed  the  Chairman  of  the  Industrial  Com- 
mission. They  further  voted  to  recommend  that 
a full  time  physician  be  employed  by  the  Indus- 
trial Commission  to  check  on  the  expenditures 
for  the  various  cases,  and  directed  the  Industrial 
Relations  Committee  of  the  Medical  Association 
to  prepare  legal  cases  on  fraud  or  malpractice 
where  gross  overcharging  existed. 

The  establishment  of  a State  Medical  Associa- 
tion Grievance  Committee  to  investigate  com- 
plaints brought  by  the  public  concerning  physi- 
cians has  been  discussed  and  a committee  of  the 
Council  appointed  to  make  recommendations  for 
this. 

Among  the  expenditures  authorized  by  the 
Council  during  the  past  year  have  been  $5,000.00 
for  the  Activities  Board,  $1500.00  for  the  Com- 
mittee on  National  Education  against  socialized 
medicine.  It  was  decided  that  the  travel  costs 
of  the  President  should  be  defrayed  on  a modest 
scale  by  the  Association,  and  that  office  expendi- 
tures for  various  health  activities  and  Profes- 
sional Board  projects  should  be  charged  against 
their  budget. 

There  has  been  considerable  discussion  regard- 
ing the  Board  of  Medical  Examiners  and  recom- 
mendations have  been  made  to  that  Board  de- 
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signed  to  protect  individual  physicians,  and  to 
help  the  Association  keep  in  contact  with  the 
proceedings  of  the  Board. 

During  the  year  the  Council  has  made  repeat- 
ed attempts  to  secure  a satisfactory  contract 
with  the  Veterans  Administration  for  home  care 
of  the  veterans  under  the  administration  of  the 
Arizona  Blue  Shield.  No  contract  could  be  con- 
sumated  as  the  Veterans  Administration  refused 
to  allow  administration  by  Blue  Shield.  The  As- 
sociation is  still  pressing  for  a satisfactory 
contract. 

During  the  year  the  Council  authorized  the 
attendance  at  the  Public  Relations  Conference 
of  the  American  Medical  Association  by  Dr.  Mer- 
rill, Chairman  of  the  Health  Activities  Board, 
and  at  the  National  Conference  on  Physician 
and  Schools  by  Dr.  Ladd  Mezera  of  the  State 
Department  of  Health.  Detailed  reports  of  these 
meetings  were  received  from  our  representatives. 
Dr.  Flinn  was  authorized  to  attend  the  Confer- 
ence of  the  National  Education  Campaign. 

Many  other  matters  were  considered  at  the 
meetings  of  the  Council,  but  time  does  not  per- 
mit their  enumeration. 

Respectfully  submitted, 

Hugh  C.  Thompson,  M.  D. 


STATEMENT  OF  EXECUTIVE  COMMIT- 
TEE OF  BOARD  OF  TRUSTEES  OF 
AMERICAN  MEDICAL  ASSOCIATION 
on  H.  R.  5182 

“To  Consolidate  Certain  Hospital,  Medical  and 

Public  Health  Functions  of  the  Government 

•A 

in  a United  Medical  Administration” 

We  are,  of  course,  in  favor  of  the  purpose  of 
the  Hoover  Commission’s  recommendation  in 
attempting  to  effect  economy  in  the  operation 
of  the  several  medical  services  under  the  Federal 
Government,  provided  that  economics  can  be  in 
reality  accomplished  without  sacrifice  of  the 
quality  of  service  rendered  and  without  inter- 
fering with  the  special  missions  of  certain  of 
these  services. 

A careful  perusal  of  II.  R.  5182  reveals  no 
evidence  of  how  economies  are  to  be  accom- 
plished, how  the  special  functions  of  the  several 
services  are  to  be  preserved  or  how  the  quality 
of  medical  care  is  to  be  safeguarded. 

We  object  also  to  the  administrative  provisions 
of  the  bill.  The  administrator,  who  is  to  be  di- 
rectly responsible  to  the  President,  is  given 


blanket  authority  to  issue  regulations  having 
the  force  of  law  without  any  restraint  but  that 
of  the  President  and  of  a Board  made  up  of  the 
Surgeons  General  of  the  Army,  Navy  and  Air 
Force  and  the  Administrator  of  the  Veterans 
Administration.  The  United  States  Public 
Health  Service,  with  its  multiple  activities  and 
responsibilities,  has  no  representation  on  this 
Board.  The  Board  can  act  only  in  an  advisory 
capacity  and  can  in  no  way  control  the  decisions 
of  the  Administrator. 

The  American  Medical  Association  has  repeat- 
edly advocated  the  consolidation  of  the  medical 
activities  of  the  Government  other  than  those 
of  the  Veterans  Administration  and  the  Armed 
Forces  under  a single  Department  of  Health. 
It  also  believes  that  an  integrated  system  of  hos- 
pitals should  be  developed  for  the  country  as  a 
whole,  such  as  is  now  developing  under  the  Hill- 
Burton  Act.  It  believes,  however,  that  the  con- 
solidation of  the  medical  services  as  proposed  in 
II.  R.  5182  at  this  time,  or  until  such  time  as 
careful  study  has  developed  convincing  evidence 
of  the  wisdom  of  such  a consolidation,  would  be 
a risky  procedure  and  fraught  with  great  possi- 
bility of  harm. 

The  Association  is  of  the  opinion  that  the 
Congress  should  proceed  slowly  in  this  matter 
and  that  any  action  by  the  Congress  should  be 
preceded  by  a careful  study  of  the  entire  prob- 
lem with  particular  reference  to  possible  econ- 
omy, the  effect. on  the  quality  of  medical  care 
and  on  the  execution  of  the  primary  missions 
of  the  Armed  Forces,  the  Public  Health  Service 
and  the  Veterans  Administration. 

It  believes  that  the  principal  economy  to  be 
accomplished  is  in  the  coordination  of  the  sev- 
eral federal  hospital  systems  that  would  provide 
for  joint  use  of  available  beds  and  joint  plan- 
ning in  the  field  of  hospital  construction.  It  be- 
lieves a central  hospital  board,  clothed  with 
authority  to  adjust  the  hospital  program  to  the 
needs  of  the  services,  could  gain  the  ends  de- 
sired without  consolidation  of  professional  per- 
sonnel. 


INDUSTRIAL  RFLATIONS  COMMITTEE 
ANNUAL  REPORT 

Your  Committee  undertook  its  function  on 
June  1,  1949,  and  has  met  the  first  Monday  of 
each  month  since.  On  several  occasions  a meet- 
ing has  been  held  the  preceding  evening  with 
members  of  the  Industrial  Commission  to  dis- 
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cuss  varying’  topics  of  importance,  the  foremost 
being  ways  and  means  of  decreasing  the  over- 
whelming medical  costs.  This  group  has  made 
an  exerted  effort  through  the  year  to  make  and 
aid  in  carrying  out  recommendations,  that  would 
decrease  unnecessary  expenses  to  the  Commis- 
sion, and  yet  not  interfere,  in  any  way,  with 
good  medical  practice  or  legitimate  reimburse- 
ment to  the  doctor. 

At  every  meeting  the  Committee  has  served 
as  the  Medical  Advisory  Board  to  the  Industrial 
Commission  in  thoroughly  reviewing  and  exam- 
ining patients  directed  to  the  Board  by  the  Com- 
mission. Conclusions  have  in  each  instance  in- 
cluded diagnosis,  recommendations  as  to  further 
handling  of  the  case,  or  rating  when  appropriate. 

Innumerable  records  have  been  reviewed  in  an 
attempt  to  evaluate  the  need  for  additional  physi- 
otherapy in  cases  where  requests  have  been  made 
which  seemed  beyond  a reasonable  amount. 
Whereas,  authorization  was  advised  in  a number 
of  cases,  the  huge  majority  of  requests  were  re- 
jected where  further  physiotherapy  obviously 
appeared  to  be  unnecessary. 

Many  additional  records  were  reviewed  in 
cases  in  which  the  bills  rendered  seemed  out  of 
proportion  to  the  injury  in  question,  the  treat- 
ment indicated,  or  varying  technicalities  in- 
volved in  interpretation  of  the  fee  schedule.  In 
instances  in  which  the  amount  was  cut,  the  at- 
tending surgeon  was  advised  that  his  personal 
appearance  before  the  Committee  for  clarifica- 
tion of  the  case  would  be  welcome. 


Some  months  ago  this  Committee  and  the  In- 
dustrial Commission  recognized  that  the  large 
majority  of  the  protracted  cases  were  psychi- 
atric in  nature,  and  should  be  considered  as  such. 
For  this  reason  it  was  instituted  for  all  cases  not 
recovered  in  sixty  days  and  not  involving  a 
clearly  defined  injury  requiring  prolonged  treat- 
ment, to  have  a neuropsychiatric  consultation  for 
the  purpose  of  evaluation.  The  purpose  of  this 
examination  is  to  either  institute  appropriate 
psychiatric  treatment  expeditiously  or  to  termin- 
ate the  case  before  many  months  or  years  have 
elapsed. 

In  summary,  it  is  pointed  out,  that  in  addition 
to  its  function  in  the  examination  and  disposi- 
tion of  patients  as  a Medical  Advisory  Board, 
your  Industrial  Relations-  Committee  has  made 
an  all  out  effort  to  aid  in  the  diminishment  of 
the  well-known,  astronomical  medical  expenses 
of  the  Industrial  Commission.  The  result  of  our 
efforts  should  be  gratifying  but  are,  as  yet,  un- 
known. 

Respectfully  submitted, 

INDUSTRIAL  RELATIONS 
COMMITTEE 

Charles  W.  Suit,  Jr.,  M.  D., 

Chairman 

Carl  II.  Cans,  M.  I). 

Ronald  S.  Ilaines,  M.  D. 

Robert  E.  Hastings,  M.  1). 

Joseph  McNally,  M.  D. 


HEALTH  ACTIVITIES  BOARD 


Meeting  of  the  Health  Activities  Board  of  the 
Arizona  Medical  Association,  held  in  the  Ming 
Room  of  Hotel  Westward  Ho,  Phoenix,  Arizona, 
Sunday,  April  16,  1950,  convened  at  10:05  a.  m., 

Dr.  M.  W.  Merrill,  Chairman,  presiding. 
Present : 

Doctors — Marriner  W.  Merrill  (Phoenix) 
Chairman 

Broda  0.  Barnes  (Kingman) 

II.  H.  B rainard  (Tucson) 

A.  H.  Dysterheft  (McNary) 
Robert  M.  Matts  (Yuma) 

Donald  E.  Nelson  (Safford) 
Robert  S.  Flinn  (Phoenix) 
member  ex-officio  as  President 

Excused : 

Doctors — Paid  W.  McCracken  (Phoenix) 
Frank  J.  Milloy  (Phoenix) 

member  ex-officio  as  Secretary 


Minutes  of  the  meeting  of  this  Board  held 
July  17,  1949  were  approved  as  printed  and  cir- 
culated among  the  members. 

ARIZONA  HEALTH  COUNCIL 
The  Executive  Secretary  reported  on  the 
meeting  he  attended  of  the  Arizona  Health  Coun- 
cil held  Wednesday,  March  15,  1950  in  Phoenix, 
presided  over  by  Mrs.  George  A.  Williamson, 
President.  Following  a talk  given  by  him  on 
the  operations  of  the  Arizona  Medical  Associa- 
tion, through  its  Central  Office,  extending  full 
cooperation  to  the  various  health  and  welfare 
agencies  there  present,  discussion  ensued  as  to 
the  need  for  continuance  of  these  monthly  lunch- 
eon meetings.  It  was  pointed  out  that  work  by 
the  Council  on  a state  level  had  accomplished  its 
purpose  in  activating  health  councils  on  a coun- 
ty level,  many  of  which  are  now  functioning 
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quite  successfully.  It  was  the  concensus  of  opin- 
ion of  those  present  that  unless  some  specific 
project  required  attention  or  a program  deter- 
mined necessary  at  this  time,  little  need  for  con- 
tinuance of  these  meetings  is  apparent.  It  is  ob- 
served that  the  county  groups  seemed  to  be  fully 
capable  of  handling  their  individual  community 
health  problems. 

Following  lengthy  discussion,  on  motion  regu- 
larly made  and  unanimously  carried,  this  group 
determined  to  disband  as  an  organization,  it 
being  agreed  that  should  future  need  for  its  re- 
activation dictate,  the  group  could  be  readily 
called  together  again. 

Chairman  Merrill  stated  that  he,  too,  felt  the 
objective  had  been  attained  and  expressed  ap- 
preciation for  the  work  of  the  Arizona  Health 
Council. 

SPEAKERS’  BUREAU 

Chairman  Merrill  reviewed  the  ever  increas- 
ing importance  of  the  work  and  maintenance  of 
a Speakers’  Bureau  and  called  upon  the  Execu- 
tive Secretary  to  present  his  views  on  this  sub- 
ject. 

The  Executive  Secretary  discussed  the  experi- 
ences of  the  Central  Office  during  the  short  two 
months  of  his  association  there  and  the  diffi- 
culties encountered  in  the  effort,  on  short  notice, 
to  accommodate  demands  and  provide  proper 
speakers  for  the  occasion.  The  file  discloses  that 
sometime  in  the  past  a questionnaire  was  devel- 
oped and  circulated  among  the  membership  seek- 
ing volunteers  willing  to  be  listed  and  available 
for  speaking  engagements  on  both  the  medical 
and  compulsory  health  insurance  topics.  The 
need  for  revision,  bringing  the  list  up-to-date, 
was  stressed  and  authority  sought  to  again  circu- 
late the  membership  with  the  view  in  mind.  Also, 
the  need  was  stressed  for  the  establishment  of 
a lay  panel  in  addition  to  the  medical.  It  was 
pointed  out  that  in  many  states  such  a panel  has 
been  developed  with  gratifying  results.  The  aid 
of  outstanding,  qualified  and  respected  commun- 
ity civic  leaders  is  sought  who  can  present  the 
national  socialistic  trend  on  the  lay  level  weav- 
ing into  the  discussion  the  affect  of  the  continu- 
ance of  such  a policy  upon  the  people  not  only 
from  the  medical  viewpoint  but  also  from  the 
economic  side. 

To  accomplish  this  will  require  the  assistance 
of  the  members  of  the  profession  who  have  con- 
tact with  these  community  leaders  either  through 
personal  or  civic  organization  association.  Where 


practiced,  such  presentations,  too,  deliver  quite 
a punch  in  the  challenge. 

Dr.  Flinn  called  attention  to  the  important 
contribution  made  by  the  Woman’s  Auxiliary 
to  this  end  and  emphasized  the  need  for  continu- 
ing and  expanding  their  effectiveness.  Also,  the 
necessity  of  screening  the  speakers  and,  if  pos- 
sible, their  subjects  to  insure  unity  of  purpose. 
This  could  be  accomplished  through  a special 
committee  possibly  composed  of  members  of  this 
Board  with  the  assistance  of  the  Central  Office. 

Dr.  Nelson  made  the  suggestion  that  civic  or- 
ganizations and  social  clubs  be  apprised  of  the 
existence  of  a speakers’  bureau  and  invite  them 
to  call  upon  the  Association  to  furnish  speakers 
for  the  purpose  of  addressing  their  groups.  It 
was  the  unanimous  opinion  that  this  should  be 
done  and  the  Executive  Secretary  made  a special 
note  of  the  Board’s  pleasure. 

It  was  moved  by  Dr.  Barnes,  seconded  by  Dr. 
Nelson,  and  unanimously  carried  that  the  Execu- 
tive Secretary  prepare  a proper  questionnaire 
and  circularize  it  among  the  membership  of  this 
Association  for  the  purpose  of  developing  a re- 
vised up-to-date  speakers’  panel;  that  in  due 
course  all  organizations,  both  civic  and  social 
within  the  state,  be  given  notice  of  the  availa- 
bility of  speakers  to  address  their  groups,  offer- 
ing their  services  and  inviting  their  invitations; 
and  that  every  effort  be  made  to  properly  screen 
the  panel  and  subject  matter  of  the  speakers  to 
assure  unity  of  purpose. 

ADVERTISING 

Newspapers 

Dr.  Merrill  reviewed  the  financial  status  of 
the  budget  of  this  Board  indicating  that  most  of 
the  money  appropriated  for  the  fiscal  year  1949- 
1950  had  been  expended  principally  on  the  radio 
program,  “Medical  Quarter  Hour”  with  associ- 
ated newspaper  advertising,  leaving  a small  bal- 
ance as  the  result  of  early  discontinuance  of 
the  broadcasts  effective  March  1,  1950.  The 
Association  does  not  now  have  either  a radio  or 
advertising  program.  It  was  the  thought  at  the 
last  meeting  of  this  Board  that  we  would  give 
the  newspapers  a trial.  However,  to  give  it  a 
trial  will  be  somewhat  expensive  if  we  are  to 
embark  upon  a program  on  public  relations. 

The  Chairman  further  stated  that  he  had  in- 
vestigated costs  for  publications  in  both  the 
Phoenix  and  Tucson  papers,  and  can  say  that 
they  are  approximately  the  same.  Providing  for 
a small  daily,  morning  and  evening  publication 
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of  one  inch  on  a year’s  contractual  basis  (52 
weeks)  with  an  insert  each  Sunday  of  a one- 
eighth  page,  both  in  the  Phoenix  papers,  will 
cost  $4,191.20;  this  same  advertising,  with  the 
exception  that  the  Sunday  issue  will  provide  a 
one-quarter  page,  will  cost  $7,415.20.  The  ob- 
jective of  this  type  of  advertising  is  to  insert  a 
short  statement  in  the  press,  daily,  followed  by 
the  larger  Sunday  spread,  which  should  add  a 
“punch”  to  the  topic  or  statement  run  during 
the  week.  This  same  program  published  in  the 
Tucson  papers  will  cost  $4,189.12  with  the  dailies 
and  one-eighth  page  on  Sunday,  and  $6,393.92 
for  the  one-quarter  page.  This  total  program 
will  cost  approximately  $14,000.00.  As  you 
know,  last  year’s  total  budget  was  $5,000.00. 
Then,  if  you  wish  to  consider  such  a program  for 
26  weeks  or  one-half  year,  the  total  cost  would  be 
about  $8,0C0.00  and  for  a period  of  13  weeks  or 
3 months,  approximately  $4,000.00.  Possibly 
you  may  wish  to  consider  only  one  of  the  dailies, 
the  Phoenix  papers.  I call  your  attention  to  the 
circulation  of  the  local  press  which  includes 
two  daily  papers  and  one  on  Sunday — approxi- 
mately 130,000,  while  the  Tucson  papers  claim 
a circulation  for  the  dailies  of  45,485  and  that 
of  the  Sunday  issue  57,253. 

Considerable  discussion  ensued,  with  sug- 
gestions that  we  investigate  further  the  possi- 
bilities and  costs  of  advertising  in  the  Sunday 
issues,  using  a one-fourth  to  a one-half  page 
spread. 

Dr.  Brainard  reviewed  experience  in  Tucson 
recently  pertaining  to  advertising,  as  did  likewise 
Dr.  Flinn,  who  presented  facts  relating  to  ad- 
vertising by  the  Alameda  County  Medical  Soci- 
ety in  California.  The  Executive  Secretary 
spoke  on  the  press-radio  program  of  Oklahoma 
Medical  Association.  Dr.  Barnes  bad  his  “eye” 
on  the  Bulletin  with  its  possibihties,  which  the 
Chairman  assured  him  would  be  discussed  before 
the  close  of  the  meeting. 

Dr.  Nelson  moved,  seconded  by  Dr.  Brainard, 
that  action  be  deferred  on  an  advertising  pro- 
gram ; that  the  Executive  Secretary  be  instruct- 
ed to  obtain  further  figures  of  the  possibilities 
of  inserting  a one-fourth  or  a one-half  page 
spread  in  the  Sunday  newspapers  of  both  Phoe- 
nix and  Tucson  on  the  basis  of  six  and  twelve 
times  per  year;  and  that  the  Chairman  be  re- 
quested to  confer  with  the  membership  at  the 
time  of  or  prior  to  the  Annual  Meeting,  with  a 
view  of  submitting  a recommendation  to  Coun- 


cil for  its  action,  to  be  included  in  the  Annual 
Report  of  this  Board. 

“To  Your  Health”  Column 

Dr.  Merrill  advised  that  at  a meeting  with  the 
local  press,  represented  by  Mr.  Hoover  and  Mr. 
Montgomery,  they  approved  reinstatement  of  the 
weekly  news  column  entitled  “To  Your  Health.” 
It  was  suggested  that  this  column  be  devoted  to 
timely  seasonal  subjects  of  interest  to  the  read- 
ers such  as  possibly  “Sunburn”,  etc.,  and  that 
various  doctors  throughout  the  state  be  contacted 
in  advance  to  prepare  articles  for  publication  as 
may  be  determined  appropriate. 

“Know  Your  M.  D.” 

Dr.  Merrill  called  attention  to  the  action  of 
the  Board  at  its  last  meeting  authorizing  the 
expenditure  of  $715.00  to  cover  the  costs  of  pub- 
lishing 50,000  copies  of  a pamphlet  to  be  entitled 
“Know  Your  M.  D.”.  Delay  in  completion  of 
the  publication  was  attributed  to  the  recent 
change  in  administration  of  the  Central  Office 
and  he  expressed  confidence  that  the  press  would 
be  rolling  shortly.  All  material,  including  cuts, 
is  in  hand  and  it  is  expected  the  job  will  be 
completed  in  the  near  future.  , 

Health  Activities  Bulletin  M ,, 

Dr.  Merrill  asked  for  discussion  on  the  con- 
tinuance of  the  publication)  of  the  Health  Activi- 
ties Bulletin.  He  spoke  very  favorably  of  its 
public  recaption  and  apologized  for  the  apparent 
delay  in  publication  of  the  current  issue. 

Dr.  Barnes  pointed  out  the  unlimited  possi- 
bilities of  the  publication  through  wide  public 
distribution,  thereby  bringing  to  the  attention 
of  the  people,  medical  economics  and  the  ad- 
vancement in  modern  medicine ; suggesting  that 
thought  be  given  to  inclusion  of  these  and  other 
similar  subjects  in  its  content  and  develop  this 
media  as  an  instrument,  reflecting  the  progress 
attained  in  the  field  of  American  medicine. 

It  was  moved  by  Dr.  Flinn,  seconded  by  Dr. 
Barnes,  and  unanimously  carried,  that  we  con- 
tinue publication  of  the  Health  Activities  Bul- 
letin ; that  consideration  be  given  to  its  publi- 
cation every  two  months ; that  we  do  all  Ave  can 
to  develop  and  promote  this  publication  as  our 
official  orsran,  broadening  its  content  scope,  re- 
flecting the  progress  in  American  medicine. 

BUDGET 

Dr.  Merrill  inquired  whether  it  Avas  the  pleas- 
ure of  this  Board  to  request  of  Council  the  same 
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budget,  appropriation  for  the  new  fiscal  year 
1950-1951  as  we  had  last  year,  i.e.,  $5,000.00. 
There  is  an  unexpended  balance  of  $1115.51, 
and  deducting  therefrom  the  cost  of  publication 
of  the  pamphlet,  “Know  Your  M.D.”,  previous- 
ly discussed,  only  a small  balance  remains. 

It  was  regularly  moved  and  unanimously  car- 
ried that  this  Board  request  of  Council  a like 
appropriation  for  the  new  fiscal  year  in  amount 
equal  to  that  allotted  for  the  current  fiscal 
year. 

CHANGE  OF  NAME  DESIGNATION 
Dr.  Merrill  asked  the  view  of  the  members  to 
change  the  name  of  this  Board  to  that  of  Public 
Relations  Board.  He  stated  that  this  has  been 
suggested  by  several  members  of  Council  and 


that  it  seems  to  him  that  the  name  “Health 
Activities  Board  ’ ’ is  a little  ambiguous  and  after 
all,  we  are  a public  relations  board  and  func- 
tioning as  such ; further,  that  we  could  continue 
the  name  of  the  Health  Activities  Bulletin  pub- 
lication even  though  we  determine  upon  the  new 
designation. 

It  was  regularly  moved  and  unanimously  car- 
ried that  we  recommend  the.  change  in  designa- 
tion of  the  Health  Activities  Board  to  that  of 
Public  Relations  Board,  and  that  the  Chairman 
include  this  recommendation  in  his  Annual 
Report. 

Meeting  adjourned  at  11  :20  A.  M. 

Robert  Carpenter 
Executive  Secretary. 


Arizona  Medical  Problems 

CONSULTATION  AND  CASE  ANALYSIS 


ARIZONA  MEDICINE  again  presents  an 
unsolved  and  difficult  case  from  the  prac- 
tice of  Arizona  physicians,  with  the  Case- 
Analysis  and  comments  of  a specially-chosen 
and  nationally-known  Consultant. 

Any  physician  who  has  an  undiagnosed 
case  which  has  defied  other  methods  of  solu- 
tion may  send  it  for  consideration.  The  case 
should  be  completely  worked  up,  but  an  ed- 
itor will  help  compose  the  report.  When- 
ever the  need  for  an  answer  is  urgent,  the 
Consultant’s  reply  will  be  sent  direct  to  the 
submitting  physician,  before  publication. 

Please  send  communications  and  data  to 
Dr.  W.  H.  Oatway,  Jr.,  123  S.  Stone  Avenue, 
Tucson,  Arizona,  or  care  of  The  Editor,  Ari- 
zona Medicine. 


The  current  case  includes,  among  other  things, 
a problem  in  hematology.  The  illness  which  is 
described  occurred  several  years  ago,  but  the  pa- 
tient is  alive  and  still  subject  to  such  episodes. 
It  is  expected  that  the  consultant  will  describe 
t he  progress  of  knowledge  about  the  condition 
and  its  treatment — a discussion  which  should  be 
absorbing  and  helpful. 

The  consultant  for  this  case  is  DR.  CHARLES 
A.  DOAN,  one  of  the  most  noted  American  hem- 
atologists. 

Dr.  Doan  is  dean  of  the  College  of  Medicine, 
Ohio  State  University.  He  was  formerly  profes- 
sor of  medicine,  and  chief  of  the  department  of 
medical  and  surgical  research  (1930-36),  chair- 
man of  the  department  of  medicine  (1936-44), 
and  dean,  director  of  medical  research,  and  di- 


rector of  the  university  hospitals  since  1944.  The 
school  is  now  constructing  a $17,000,000  medical 
center. 

Dr.  Doan  is  a graduate  of  Johns  Hopkins  med- 
ical school,  was  on  the  resident  and  research 
staffs  of  Hopkins  and  Harvard  Medical  School, 
and  was  a member  of  the  staff  of  the  Rockefeller 
Institute  for  Medical  Research  from  1925  to 
1930. 

He  is  member  of  a round  dozen  medical,  re- 
search, anatomy,  pathology,  and  honorary  soci- 
eties, and  was  president  of  the  Central  Society 
for  Clinical  Research  in  1939-40.  He  served  in 
the  Medical  Corps  during  parts  of  World  War  I 
and  II. 

# # * 

CASE  NUMBER  XXVII 

The  case  is  one  of  a white  female  who  was  38 
years  of  age  when  she  was  first  seen  in  Arizona. 
She  came  to  the  state  to  rest  and  be  protected 
from  the  midwestern  fall  pollen  season. 

Her  past  medical  history  was  significant,  and 
contained  several  diverse  ailments — 

a.  The  patient  had  always  been  allergic,  with 
a severe  pollenosis  each  fall.  She  was  sensitive 
to  the  ragweeds,  and  somewhat  to  alternaria.  The 
hay  fever  had  been  less  since  her  pregnancy 
five  years  ago. 

b.  For  several  years  she  had  had  attacks  of 
right  ureteral  spasm.  There  was  no  infection 
or  local  lesion  present  at  any  of  several  examina- 
tions. She  has  not  been  able  to  tolerate  nar- 
cotics, but  could  use  barbiturates  and  salicylates. 

c.  Two  years  previously  she  had  developed  an 
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exophthalmic  goiter,  with  a basal  metabolic  rate 
of  plus  70%.  A thyroidectomy  was  clone,  with 
removal  of  four-fifths  of  a gland  which  was  “hy- 
pertrophic and  inflamed.”  Lugol’s  solution  was 
used,  but  thiouracil  was  avoided.  The  BMR  re- 
turned to  normal. 

d.  For  several  years  the  patient  had  had  epi- 
sodes of  “agranulocytosis.”  They  were  precipi- 
tated by  fatigue,  certain  foods,  and  most  recently 
by  an  infection  of  the  right  hand  which  respond- 
ed well  to  penicillin.  Her  normal  total  blood 
count  was  said  to  be  about  9,000,  with  normal  dif- 
ferential figures.  The  best  therapy  for  the  neu- 
tropenia had  been  Armour’s  yellow  bone  marrow. 

The  first  examination  after  she  arrived  was 
precautionary.  She  felt  restless  and  unable  to 
relax,  had  been  insomnic,  had  had  frequent  head- 
aches, and  noted  palpitation  and  a rapid  heart- 
beat. Her  appetite  was  good,  but  she  had  a mild 
diarrhea.  The  menses  had  recently  been  irregu- 
lar, with  periods  every  2 to  3 weeks.  She  weighed 
117  pounds,  3 less  than  usual.  She  had  not  been 
taking  any  medication. 

The  patient  seemed  alert,  moved  quickly,  and 
was  nervous.  There  was  a fine  tremor  of  the  fin- 
gers. The  pulse  was  130  to  140,  and  regular.  No 
thyroid  tissue  was  palpable,  and  there  were  no 
abnormal  eye  signs.  The  heart  and  lungs  were 
normal  by  physical  examination  and  fluoroscopy, 
except  for  the  tachycardia.  A blood  count  showed 
12.7  gm.  of  hemoglobin;  4,640,000  erythrocytes; 
6,300  leucocytes,  with  52%  neutrophiles,  43% 
lymphocytes,  4%  monocytes,  and  1%  eosinophiles. 
A BMR,  made  under  ideal  conditions,  gave  a 
reading  of  plus  24%.  After  consultation  with  her 
home  physicians  she  was  given  5 drops  of  Lugol’s 
solution  T.  I.  D. 

Ten  days  later  the  patient  noted  a throat  irri- 
tation, dyspnea,  a dry  recurrent  cough,  a general 
aching  and  malaise,  and  had  two  mild  chills.  The 
lungs  and  nose  were  clear.  There  was  a fever  of 
100.2  degrees.  The  right  flank  was  slightly  ten- 
der. The  condition  became  worse  the  following 
day,  and  penicillin  was  prescribed.  The  blood 
count  at  that  time  had  a normal  differential,  but 
the  total  WBC  was  4,150.  A urinalysis  contained 
a few  extra  leucocytes  and  1 plus  albumin. 

Two  days  later  she  was  sent  to  a hospital  be- 
cause the  respiratory  infection  had  not  cleared 
and  her  white  blood  count  had  shifted  to  a severe 
neutropenia.  The  total  count  was  4,000  cells,  with 
4%  stab  neutrophiles,  94%  lymphocytes,  and  2% 
monocytes.  A mild  anemia  developed  at  the  same 
time.  She  ached  all  over,  especially  in  the  back 
and  head;  there  was  pain  and  spasm  in  the  area 
of  the  right  ureter;  a spastic  constipation  was 
present;  sedatives  had  no  effect;  and  the  tem- 
perature remained  on  a plateau  of  about  100 
degrees. 

Therapy  consisted  of  yellow  bone  marrow  ex- 
tract, crude  liver  extract  and  penicillin  intramus- 


cularly, a high  vitamine  intake,  Lugol’s  solu- 
tion, and  barbiturates. 

The  bronchitis  persisted,  but  x-rays  showed  no 
consolidation.  The  gums  quickly  became  soft  and 
tender.  When  the  blood  count  remained  un- 
changed on  the  fifth  day,  pentose  nucleotides 
were  started  (10  c.c.  intramuscularly  every  3 to 
6 hours);  they  caused  racking  generalized  pains 
after  each  injection. 

Two  days  later  the  WBC  rose  to  5,600  with  4% 
stab  cells,  17%  segmented  cells,  77%  lym.,  and 
2%  monos.  The  fever  began  to  decrease,  but  the 
restlessness  and  aching  persisted.  The  pent-nu- 
cleotides  were  stopped,  and  a blood  count  6 hours 
later  showed  a relapse  to  previous  levels.  This 
may  have  been  a coincidence,  since  they  rose 
again  the  following  day  before  the  material  was 
restarted. 

The  return  to  a normal  granulocytosis  was 
maintained,  the  gingival  condition  improved,  and 
the  bronchitis  cleared,  even  when  the  medica- 
tion was  discontinued.  She  was  slowly  rehabili- 
tated and  discharged  under  close  observation. 

# # # 

QUESTIONS : — 

1.  What  is  the  most  acceptable  term  for  this 
condition  ? 

2.  What  is  the  etiology?  Are  her  other  ail- 
ments related  to  the  depression  of  white 
blood  cells? 

3.  Is  the  course  of  her  illness  typical  or 
atypical  ? 

4.  What  are  the  best  modern  methods  to  use 
in  treatment  of  such  a case,  both  for  the 
acute  illness  and  prophyllactically  ? 

M.  D„  Tucson. 

# # * 

ANALYSIS  AND  ANSWERS 

1.  What  is  the  most  acceptable  term  for  this 
condition  ? 

The  mechanism  involved  must  determine  the 
diagnostic  terminology  to  be  used  here.  The  his- 
tory in  this  38-year-old  housewife  includes  “epi- 
sodes of  ‘agranulocytosis’  for  several  years” 
suggesting  the  “periodic  cyclic  neutropenia’’ 
recently  reviewed  and  emphasized  as  an  inde- 
pendent diagnostic  entity  by  Hobart  Reiman  and 
Thomas  de  Berardinis  (Blood,  1949,  IV,  1109). 

The  recognition  some  years  ago  by  Kracke  and 
by  Madison  and  Squier  independently  of  an  al- 
lergic mechanism  underlying  the  syndrome  first 
described  by  Schultz  as  “ agranulocytic  angina,’’ 
with  specific  amidopyrine  sensitivity  of  the  mye- 
loid tissues  in  bone  marrow  as  the  most  frequent 
etiologic  factor,  raises  the  question  in  this  pa- 
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tient  with  a.  past  personal  history  of  “severe 
pollenosis  each  fall”  of  an  allergic  blood  dys- 
crasia.  Some  bacterial  infection,  as  for  example, 
Friedlander’s  bacillus,  or  their  antigens,  may 
precipitate  a specific  neutropenic  leueopenia. 
Thiouracil,  though  apparently  not  used  during 
the  hyperthyroid  episode  in  this  patient,  is  a 
well-recognized  marrow  toxin  on  a hypersensiti- 
zation basis,  with  special  reference  to  granulo- 
cytes. 

“ Primary  splenic  neutropenia'’  is  irregularly 
recurrent  and  precedes  and  is  associated  with 
“fatigue  and  infection.”  The  history  reads: 
“Episodes  of  agranulocytosis  . . . precipitated 
by  fatigue,  certain  foods,  and  by  an  infection  of 
the  hand.  . . . The  best  therapy  for  the  neutro- 
penia had  been  Armour’s  yellow  bone  marrow.” 
The  reviewer  would  be  inclined  to  question  the 
literal  interpretation  of  these  statements  and 
to  suggest  the  possibility  that  the  symptoms  men- 
tioned followed  the  neutropenia,  and  since  no 
experimental  chemical  or  unequivocal  clinical 
evidence  has  yet  been  adduced  to  support  the 
claim  of  specific  myelopoietic  stimulation  for 
yellow  bone  marrow,  a “spontaneous”  cyclic 
remission  or  the  reversal  of  specific  splenic  gran- 
ulocytic hypersequestration  could  better  explain 
the  observed  facts. 

2.  What  is  the  etiology t Are  her  other  ail- 
ments related  to  the  depression  of  white 
blood  cells ? 

To  this  consultant,  the  etiologic  mechanism 
best  fitting  all  of  the  facts  in  this  case  is  pri- 
marly  splenic  neutropenia.  Basically  the  hypo- 
thesis assumes  an  inherited  hyperinstability  of 
the  spleen.  The  size  of  this  organ  usually  varies 
directly  with  its  pathologic  activity.  No  mention 
is  made  of  enlargement  of  this  organ  in  the 
physical  examination  of  this  patient.  Either 
spontaneously  or  with  any  minor  or  major  con- 
stitutional disequilibrium,  there  may  be  precipi- 
tated this  hypersplenic  complication  of  neutro- 
penic leueopenia. 

The  hyperthyroid  state  with  a basal  metabolic 
rate  of  plus  70,  resulted  in  a subtotal  thyroidec- 
tomy, the  gland  being  “hypertrophic  and  in- 
flamed, histologically.”  Why  “inflamed”  if 
on  a solely  metabolic  basis?  Why  inflammation 
within  the  thyroid  gland,  unless  the  cellular  de- 
fenses of  the  body  were  lowered  to  bacterial  in- 
vasion? Uncomplicated  hyperthyroidism,  per  se, 
may  give  a mild  mononuclear  predominance  in 


the  blood,  but  never  the  profound  neutropenia 
recorded  in  this  patient.  Also,  the  “normal  total 
blood  count  was  said  to  be  .9, 000  with  normal 
differential  figures.”  Vague  recurrent  hyper- 
thvroid  symptomatic  generalizations  were  first 
recorded,  with  tachycardia,  B.M.R.  plus  24  and 
a fine  tremor  of  the  fingers.  W.B.C.  6,300  with 
only  52%  neutrophils.  Under  Lugol’s  solution 
only,  throat  symptoms  developed  with  cough, 
chills,  mild  fever,  W.B.C.  4,000  with  “normal 
differential”  (probably  more  neutropenic). 
Two  days  later  W.B.C.  4,000,  but  with  only  4% 
P.M.N.,  04%  lymphocytes,  with  “mild  anemia,” 
( ? splenic  hemolysis)  ; bronchitis  persisted  but 
without  pulmonary  consolidation;  gums  became 
soft  and  tender  (?  Vincent’s  infection,  which 
always  appears  when  neutropenia  develops). 
Pentnucleotide  therapy,  an  experimentally  prov- 
en powerful  specific  myelopoietic  stimulant 
when  toxic  marrow  depression  or  destruction 
has  not  inactivated  the  underlying  hematopoietic 
mesenchyme,  coincided  with  the  reappearance 
of  21%  P.M.N.,  even  though  rather  severe  reac- 
tions followed  the  i.  m.  injections.  “The  return 
to  normal  granulocytosis  was  maintained,  the 
gingival  condition  improved  and  the  bronchitis 
cleared  even  when  the  medication  (nucleotide) 
was  discontinued”  (because  of  reactions). 

Usually,  if  and  when  the  infection  has  been 
primary,  chemo  and  antibiotic  therapy  must  be 
continued  several  days  to  prevent  a relapse, 
whereas  when  the  neutropenia  is  primary,  the 
return  of  granulocytes  to  blood  and  tissues  is 
followed  promptly  by  complete  clinical  recov- 
ery, as  in  this  case. 

3.  Is  the  course  of  her  illness  typical  or 
atypical? 

The  clinical  course  of  this  illness  is  typical 
either  of  periodic  cyclic  neutropenia  or  of  recur- 
ring primary  splenic  neutropenia.  The  differen- 
tial diagnosis  may  be  easily  established  from 
data  readily  obtained  through  two  tests:  (1)  Di- 
rect bone  marrow  study  will  reveal  an  hypoplasia 
of  the  myeloid  elements  during  the  neutropenic 
phase  of  the  cycle  in  the  former,  while  in  the 
latter  there  is  always  a myelocytic  hyperplasia 
without  myeloid  maturation  arrest;  (2)  the 
adrenalin  test  will  be  negative  in  the  first  in- 
stance, but  will  reveal  a marked  specific  but 
reversible  splenic  hypersequestration  of  granu- 
locytes in  the  second  case. 
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,4.  What  are  the  best  modern  methods  to 
use  in  treatment  of  such  a case,  both  for 
the  acute  illness  and  prophyllactically ? 

Either  as  the  best  prophylactic  measure  against 
future  recurrences  during  an  interim  between 
attacks,  or  as  an  emergency  measure  during  an 
acute  episode,  splenectomy  is  the  only  effective 
therapy  for  primary  splenic  neutropenia.  This 
treatment  has  not  interrupted  the  cyclic  type  of 
recurrent  neutropenia  in  those  individuals  in 
whom  it  has  been  accomplished,  though  the 
symptoms  have  been  ameliorated.  Chemo  and 
antibiotic  therapy  must  always  be  instituted 
whenever  neutropenic  leucopenia  is  discovered, 
the  selectivity  being  based  on  the  specific  patho- 
genic organism  which  can  be  isolated  and  identi- 
fied and  tested  in  vitro.  Supportive  whole  fresh 
blood  transfusions  should  be  given  as  indicated. 
Folic  acid  continues  to  be  the  best  pan-marrow 
stimulant  including  myelopoiesis  which  we  have 
yet  achieved  therapeutically,  and  may  he  used 
in  preference  to  pentnucleotides  now. 

CHARLES  A.  DOAN,  M.  D., 
Dean,  College  of  Medicine, 

Ohio  State  University, 
Columbus,  10,  Ohio. 


PHOENIX  CLINICAL  CLUB 

Massachusetts  General  Hospital 
Case  Report  No.  17 

First  Admission : A forty -six-year-old  Lithua- 
nian-American  machinist  entered  the  hospital 
because  of  fatigue,  weakness  and  abdominal  pains 
not  related  to  meals. 

At  the  age  of  twenty-two  years  the  patient 
had  a penile  lesion  and  discharge,  which  were 
cleared  up  by  his  physician.  He  had  no  rash 
and  was  well  until  eight  years  before  entry, 
when  an  ulcerating,  crusted,  thickening  of  the 
skin  appeared  on  the  side  of  his  nose.  This  lesion 
brought  him  to  the  Skin  Out  Patient  Depart- 
ment, where  blood  Hinton  and  Wassermann  tests 
were  positive,  and  the  spinal-fluid  findings  were 
negative.  The  lesion  regressed  under  potassium 
iodide  therapy.  Six  years  before  entry  he  re- 
ceived bismuth  injections  for  four  months.  He 
then  lapsed  in  his  treatments  and  was  not  seen 
until  three  years  before  entry  when  he  was  sent 
in  by  the  Selective  Service  Board  because  of  a 
positive  serologic  reaction.  He  then  received  a 
total  of  eight  arsenic  and  thirty-seven  bismuth 
injections,  when  treatment  was  stopped  because 
of  jaundice.  At  that  time  he  also  complained  of 
weakness,  nervousness,  exertional  dyspnea  and 
epigastric  pain.  Physical  examination  revealed 
a blood  pressure  of  140  systolic,  110  diastolic, 
tremor  of  the  tongue  and  finger,  an  aortic  sys- 


tolic murmur  and  slight  midepigastric  tender- 
ness. The  liver  edge  was  2 cm.  below  the  costal 
margin.  He  was  placed  on  a high-carbohydrate 
diet  and  felt  improved.  During  the  year  before 
entry  he  received  ten  more  bismuth  injections. 
Five  months  before  entry  he  again  noticed  in- 
creasing weakness,  fatigue  and  occasional  pains 
in  the  lower  abdomen,  particularly  before  bowel 
movements.  He  also  complained  of  unsteadiness 
in  the  dark  and  a sensation  of  not  knowing  where 
his  feet  were.  He  lost  about  8 pounds  during 
this  period,  despite  increased  appetite. 

The  patient  admitted  drinking  two  or  three 
quarts  of  ale  a day  and  whiskey  occasionally. 
On  one  occasion  he  was  seen  in  the  Out  Patient 
Department  during  an  attack  of  delirium  tre- 
mens. He  drank  a large  amount  of  water  and 
had  a urinary  frequency  of  twelve  times  a day. 

On  examination,  the  patient  appeared  chroni- 
cally ill  and  showed  evidence  of  recent  weight- 
loss.  There  was  a questionable  faint  slate-grey 
pigmentation  of  the  skin  over  the  entire  body. 
The  heart  border  was  percussed  13.7  cm.  to  the 
left  of  the  midclavicular  line,  with  the  point  of 
maximum  impulse  in  the  fourth  interspace.  A 
Grade  I systolic  murmur  was  heard  at  the  apex 
and  in  the  aortic  area.  The  lungs  were  clear. 
The  abdomen  was  distended,  and  a fluid  wave 
obtainable.  The  liver  edge  was  palpable  7 cm. 
below  the  xiphoid  process  and  3 cm.  below  the 
costal  margin;  the  liver  was  hard  and  slightly 
tender.  There  was  also  tenderness  in  the  right 
lower  quadrant.  There  was  a general  hypore- 
flexia.  Romberg  and  Babinski  tests  were  nega- 
tive. 

The  temperature,  pulse  and  respirations  were 
normal.  The  blood  pressure  was  128  Systolic, 
80  diastolic. 

The  urine  showed  a brick-red  test  for  sugar 
and  a three  plus  test  for  acetone.  A potassium 
ferrocyanide  test  for  hemosiderin  was  negative. 

Examination  of  the  blood  revealed  a red-cell 
count  of  3,700,000,  with  a hemoglobin  of  11.9 
gm.,  and  a white-cell  count  of  5900,  with  a nor- 
mal differential.  The  fasting  blood  sugar  was 
288  mg.  per  100  c.c.  The  carbon  dioxide  was  28 
milli-equiv.  and  the  chloride  90  milli-equiv.  per 
liter.  The  sodium  was  137.0  milli-equiv.  per 
liter.  The  nonprotein  nitrogen  was  20  mg.,  the 
phosphorus  3.0  mg.,  the  alkaline  phosphatase  3.2 
units,  and  the  total  protein  6.15  gm.  per  100  c.c. 
with  an  albumin-globulin  ratio  of  1.1.  The  in- 
sulin tolerance  test,  starting  at  206  mg.  glucose 
per  100  c.c.,  showed  reduction  to  126  mg.  in  two 
hours.  A Wilder  test  for  adrenal  insufficiency 
was  negative.  The  van  den  Bergh  reaction  was 
0.8  mg.  direct  and  1.2  mg.  total.  The  cephalin 
flocculation  test  was  three  plus  in  forty-eight 
hours.  The  bromsulfalein  test  showed  22  per 
cent  retention.  The  blood  Hinton  test  was  posi- 
tive. The  17  ketosteroid  excretion  was  1.8  mg. 
in  twenty-four  hours.  The  spinal-fluid  Hinton 
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reaction  was  positive,  but  the  Pandy  and  gold-sol 
tests  and  the  cell  count  were  normal.  The  stool 
was  guaiac  positive  in  two  out  of  four  specimens 
taken.  A potassium  ferroeyanide  skin  test  and 
biopsy  of  the  skin  were  negative  for  hemosiderin. 

X-ray  examination  of  the  chest  revealed  areas 
of  increased  density  at  both  bases.  The  heart 
was  not  remarkable.  A gastrointestinal  series 
was  negative.  A cardiette  electrocardiogram 
showed  a normal  rhythm  at  a rate  of  100,  with 
leftaxis  deviation.  The  PR  interval  was  0.13  to 
0.14  second.  Ti  and  T2  were  flat,  and  T3  slightly 
inverted.  TCF2  and  T( ’Ft  were  inverted,  and 
TCFr,  was  diphasic. 

The  patient  improved  somewhat  on  a diabetic 
regime.  On  the  tenth  hospital  day  he  developed 
slight  ankle  edema,  which  persisted.  He  was  dis- 
charged after  twenty  days  to  the  Diabetic  Clinic, 
where  he  was  f inally  regulated  at  40  units  of  pro- 
tamine zinc  insulin  and  15  units  of  regular  in- 
sulin daily  and  a high-carbohydrate,  low-sodium 
diet. 

(Second  admission  one  month  later.)  The  pa- 
tient did  well  until  seven  days  before  entry, 
when  he  developed  a sore  throat  and  increasing 
weakness.  He  also  had  a dizzy  sensation  when 
he  leaned  over.  Five  days  before  entry  he  no- 
ticed increasing  anorexia  and  a sharp,  constant 
pain  in  the  right  upper  quadrant  of  the  ab- 
domen. He  had  not  been  drinking  much  fluid 
during  that  time,  and  his  urinary  output  grad- 
ually decreased.  The  urine  also  became  quite 
dark  in  color  and  gave  positive  tests  for  sugar 
and  albumin.  He  had  no  dyspnea  or  orthopnea. 

On  examination  the  patient  showed  a great 
increase  in  the  slate-grey  pigmentation  of  his 
skin,  with  a cyanotic  hue.  especially  marked 
over  the  upper  chest,  arms  and  face.  His  face, 
which  had  been  thin  and  drawn  on  the  previous 
admission  was  puffy  and  swollen.  The  veins  of 
the  neck  and  right  arm  were  strikingly  distend- 
ed. The  scleras  were  muddy.  The  throat  was 
slightly  injected.  The  chest  showed  signs  of  b:- 
lateral  pleural  effusion,  and  occasional  crack- 
ling rales  were  heard  at  the  bases.  The  heart 
signs  had  not  changed  since  the  first  admission. 
The  abdomen  showed  marked  ascites  making 
palpation  difficult,  but  the  liver  edge  was  felt 
10  cm.  below  the  costal  margin  in  the  midclavicu- 
lar  line.  There  was  slight  ankle  edema.  The 
patient  was  able  to  lie  quite  flat  in  bed  without 
dyspnea. 

The  temperature  and  respirations  were  nor- 
mal. The  pulse  was  94.  The  blood  pressure  was 
130  systolic,  80  diastolic. 

Examination  of  the  blood  revealed  a red-cell 
count  of  4,000,000  with  1 1 gm.  of  hemoglobin. 
The  white-cell  count  was  15,000,  with  66  per 
cent  neutrophils  and  30  per  cent  lymphocytes. 
The  blood  sugar  was  126  mg.  per  100  c.c.,  rising 
to  364  mg.  the  next  day.  At  that  time  the  non- 
protein nitrogen  was  62  mg.  per  100  c.c.  and  the 


carbon  dioxide  22.5  milli-equiv.  per  liter.  The 
total  protein  was  7.0  gm.  per  100  c.c.  with  an 
albumin-globulin  ratio  of  1.03.  The  urine  showed 
a green  test,  for  sugar  and  a trace  of  albumin, 
but  no  acetone.  The  specific  gravity  was  1.020. 
The  venous  pressure  in  the  right  arm  was  equiva- 
lent to  340  mm.  of  water. 

An  x-ray  examination  of  the  chest  revealed 
that  since  the  last  examination  the  diaphragms 
had  become  elevated,  and  this  may  have  account- 
ed for  the  increase  in  the  size  of  the  cardiac 
shadow.  The  cardiothoracic  ratio  was  now  17.5: 
28.0.  The  superior  mediastinum  was  somewhat 
wide.  The  right  leaf  of  the  diaphragm  was  ob- 
scured by  irregular  areas  of  increased  density 
in  the  lung  fields,  which  were  probably  plate- 
like  areas  of  atelectasis.  There  was  a little  fluid 
in  the  right  pleural  sinus. 

On  the  second  hospital  day  ,the  patient  showed 
pitting  edema  of  the  legs  up  to  the  knees.  De- 
spite penicillin  and  x-ray  therapy  to  the  upper 
mediastinum  at  the  rate  of  200r  per  day  for  four 
days,  he  continued  to  go  down  hill  rapidly  and 
gradually  lapsed  into  stupor. 

An  electrocardiogram  on  the  fourth  hospital 
day  showed  a normal  rhythm  at  a rate  of  75, 
with  right-axis  deviation.  The  PR  interval  was 
0.17  to  0.18  second.  Si  and  S2  were  prominent. 
Ti  was  upright.  T2  was  low  upright  and  T:i 
slightly  inverted.  CF2  and  CFr  showed  a small 
R.  and  inverted  T.  S.  was  prominent  in  CFs. 
There  was  a tendency  to  low  amplitude  in  all 
leads. 

The  patient  died  on  the  fifth  hospital  day. 
DISCUSSION 
Dr.  Henry  L.  Franklin  : 

This  protocol  is  that  of  a 46-year-old  Lit.hu- 
anian-American  machinist  who  entered  the  hos- 
pital because  of  fatigue,  weakness  and  abdominal 
pain  not  related  to  meals.  The  high  points  in 
the  positive  findings  are  diabetes,  enlarged  liv- 
er, with  acites,  some  evidence  of  interstisil  ne- 
phritis on  the  last  admission  just  prior  to  death. 
He  had  a slight  grey  pigmentation  of  the  skin 
of  the  entire  body,  evidence  of  pressure  in  the 
chest  or  medisiastium.  In  addition  to  these 
Ihings  lie  had  had  syphilis  perhaps  for  20  years, 
end  a positive  spinal  fluid  upon  the  last  admis- 
sion with  some  evidence  of  active  central  nervous 
system  syphilis,  lie  was  also  an  alcoholic.  He 
1 ad  had  delirium  tremens  at  one  time.  Were  it 
not  for  the  fact  of  the  skin  pigmentation,  which 
does  not  fit  into  any  picture  of  the  various  skin 
lesions  or  discolorations  that  I have  been  able 
to  find  accompanying  syphilis,  T would  conclude 
that  all  of  the  pathology  which  is  present  in  this 
case  is  due  to  syphilis,  plus  alcohol. 
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We  all  know  how  frequently  syphilis  can  be 
the  cause  of  hepatitis  or  liver  cirrhosis,  with  an 
accompanying  nephritis  and  diabetes  due  to 
vascular  deficiency  in  the  pancreas.  The  lab- 
oratory work  does  not  help  us  very  much  beyond 
establishing  a diagnosis  of  syphilis  and  diabetes. 
The  x-ray  gives  us  some  positive  evidence  con- 
cerning the  chest,  namely  a suspicion  of  widen- 
ing of  the  mediastinum  and  possibly  an  obstruc- 
tion to  some  of  the  air  passages  leading  to  adelec- 
tasis.  The  heart  outside  of  having  a systolic 
murmur  apparently  was  normal,  as  was  also  the 
blood  pressure.  The  question  of  the  skin  pig- 
mentation, which  was  relatively  mild  on  the 
first  admission,  showed  marked  deepening  on 
the  second  admission  a month  or  two  later,  and 
if  it  were  not  for  the  fact  that  a biopsy  of  the 
skin  taken  on  the  first  admission  was  found  to 
be  negative  for  hemosideran,  one  would  conclude 
that  at  least  one  diagnosis  would  be  hemochro- 
matosis. It  should  be  noted,  however,  that  upon 
second  admission  when  the  pigmentation  had 
become  much  deeper,  no  further  biopsy  was 
done.  In  spite  of  this  I think  we  should  review 
this  disease  of  which  there  is  something  in  the 
literature. 

This  disease,  now  known  as  hemochromatosis, 
was  first  described  but  not  named  by  Trousseau 
in  1865  in  the  course  of  a clinical  lecture  on 
diabetes.  The  next  case  was  described  by  Troi- 
sier in  1871  under  the  title  of  “La  Cirrhose  hy- 
pertrophique  pigmentaire  dans  le  diabete  sucre.” 
(This  is  French.  If  any  of  you  do  not  under- 
stand how  to  speak  or  understand  French,  raise 
your  hand  and  I will  translate  it.) 

It  was  also  given  the  name  of  a bronze  scirosis 
or  a bronze  diabetes.  Most  of  the  literature  up 
to  the  turn  of  the  century  comes  from  French 
and  German  sources.  Up  to  1935  about  350 
more  or  less  proved  cases  had  appeared  in  the 
literature  throughout  the  world.  It  is,  therefore, 
a rare  disease.  It  appears  to  be  not  a compli- 
cation of  diabetes,  but  a cause  of  it.  It  is  a 
disorder  of  the  pigment  metabolism,  probably 
of  a hereditary  nature.  A full-blown  case  ex- 
hibits a triad  consisting  of  a slate-gray  pigmenta- 
tion of  the  skin,  an  enlarged  liver  and  diabetes. 
Many  of  the  cases  reported  have  lacked  one  of 
these  conditions  in  the  beginning,  such  as  the 
lack  of  diabetes  or  the  enlarged  liver,  or  the 
pigmentation,  but  eventually  the  triad  is  com- 
plete. 

Butt  and  Wilder  reported  the  observation  of 


30  cases  during  15  years  at  the  Mayo  Clinic.  In 
all  of  these  cases  a diagnosis  was  made  or 
clinched  by  the  demonstration  of  iron  in  sec- 
tions of  the  skin  removed  for  biopsy.  Althousen 
and  Kerr  found  three  cases  in  60,000  admissions 
at  the  University  of  California  Hospital,  and 
three  cases  were  found  among  106,000  admis- 
sions at  the  Johns  Hopkins  Hospital. 

The  males  seem  to  predominate  about  30  to  1 
over  females,  and  the  age  patters  is  generally 
over  35  years  to  age  70.  As  to  edeology  there 
first  must  be  a familial  or  hereditary  tendency. 
One  instance  was  reported  in  which  two  broth- 
ers were  effected  with  three  other  brothers  and 
the  mother  showing  some  evidence  of  the  disease. 

Beyond  this  inborn  constitutional  abnormality, 
the  cause  of  the  disease  is  obscure.  It  has  been 
found  to  be  rather  prevalent  in  the  Black  Forest 
region  of  Germany,  probably  due  to  the  extensive 
inbreeding.  The  disease  does  not  depend  upon 
any  abnormal  destruction  of  blood,  nor  upon 
a primary  cirrhosis  of  the  liver.  Abnormal  re- 
tention of  iron  occurs  in  this  disease,  but  it  is 
not  associated  with  any  demonstrable  failure  of 
the  excretion  of  the  bowel  or  kidneys.  It  was  be- 
lieved at  one  time  that  it  might  be  due  to  poison- 
ing of  the  liver  by  copper  because  a larger  con- 
centration of  copper  was  found  in  these  livers 
than  in  normal  livers,  but  this  theory  has  been 
discarded.  It  is  believed  by  some  investigators 
that  the  disease  is  started  by  some  substances 
which  poison  the  liver  in  individuals  who  have 
inherited  the  tendency,  for  instance  alcohol  may 
be  the  precipitating  factor  in  some  cases. 

Concerning  the  pathology,  hemosiderin  or  hem- 
ofuchsin  is  found  largely  distributed  through- 
out the  organs  and  tissues  of  the  body.  In  gen- 
eral the  C.  N.  S.  is  free  of  deposits.  In  the  three 
cases  reported  by  Kerr,  the  patients  exhibited 
evidences  of  hypogonadism  as  evidenced  by  soft- 
ening of  the  skin,  thinning  of  the  hair  and  loss 
of  libido.  The  testes  were  found  to  be  soft  and 
atrophic  and  an  autopsy  hemosiderin  particles 
were  found  in  the  anterior  hypophysis,  but  none 
in  the  testes. 

The  liver  is  usually  large,  it  is  a rusty  red, 
and  has  a hobnail  surface.  The  iron  particles 
produce  a destruction  of  the  liver  cells  with  a 
bifrcsis  and  there  is  at  the  same  time  a regenera- 
tion of  new  cells.  It  is  a similar  destruction  on 
the  pancreas  which  produces  the  diabetes.  The 
heart  muscle  is  usually  affected  and  may  show 
evidence  of  weakening  and  hypertrophy,  and  it 
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is  the  presence  of  the  iron  particles  in  the  skin 
that  gives  it  the  characteristic  color  and  the  find- 
ing through  biopsy  that  makes  the  diagnosis. 

The  pigmentation  is  sometimes  confused  with 
that  of  Addison’s  disease.  There  are  usually  no 
changes  in  the  blood  pressure  or  of  the  blood 
count.  The  treatment  is  that  of  diabetes,  and 
the  prognosis  is  only  fair;  some  of  them,  how- 
ever, have  been  known  to  go  for  10  to  15  years 
provided  their  diabetes  was  kept  under  control. 
The  chief  cause  of  death  is  diabetic  coma. 

With  this  brief  review  of  hemochromatosis  one 
would  be  inclined  to  pick  it  as  a certain  diagno- 
ses, however,  the  negative  biopsy  casts  a consid- 
erable doubt.  Having  practiced  medicine  for  a 
good  many  years,  and  having  had  some  experi- 
ence with  laboratory  reports  as  well  as  some 
data  that  we  get  in  these  protocols,  I am  in- 
clined to  discount  the  negative  biopsy  report. 
This  biopsy  was  done  upon  the  patient’s  first  ad- 
mission to  the  hospital,  at  which  time  the  pigmen- 
tation of  the  skin  was  very  faint.  Later  when  he 
was  re-admitted  to  the  hospital  with  a more  se- 
vere skin  discoloration,  there  is  no  record  that 
the  biopsy  was  repeated. 

He  had  had  syphilis  for  20  years,  and  about 
15  years  before  the  first  admission  he  had  what 
was  believed  to  be  a gumma  on  the  side  of  his 
nose.  The  antiluetic  treatments  had  been  hap- 
hazard and  insufficient.  If  we  can  find  some 
way  to  discount  or  forget  the  skin  pigmentation 
all  of  the  other  pathology,  including  that  of  li is 
chest,  could  fit  very  well  into  a diagnosis  of 
syphilis.  Later  his  spinal  fluid  became  positive 
and  he  complained  of  some  inability  to  know 
where  he  was  in  the  dark,  and  there  was  some 
tremor  of  his  hands  and  eyes,  with  pains  in  the 
pit  of  his  stomach,  which  could  very  well  have 
been  the  symptoms  and  manifestations  of  tabes. 
We  could  lie  a little  more  clear  on  that  point  if 
we  knew  something  about  his  pupillary  reflexes, 
condition  of  optic  nerves,  direct  and  peripheral 
vision.  We  are  only  told  that  scleras  were  mud- 
dy. These  conditions  could  also  have  been  due 
to  peripheral  neuritis  due  to  chronic  alcoholism. 

Now  we  come  to  the  pathology  which  probably 
killed  him,  which  was  probably  in  the  chest.  It 
is  very  evident  that  there  was  something  there. 
I shall  not  bore  you  by  going  into  the  classifica- 
tion of  tumors  of  the  chest  and  media  stinum 
because  this  subject  was  ably  covered  at  our 
meeting  last  Monday.  Suffice  it  to  say,  though, 
that  the  engorged  veins  of  the  neck  and  right 


arm  and  the  puffiness  of  his  neck  and  face, 
which  previously  had  been  very  flabby,  and  the 
increased  venus  pressure  of  the  right  arm  strong- 
ly indicates  an  obstruction  of  the  superior  vena- 
cava.  Because  the  man  had  syphilis  we  think  of 
aneurism  of  the  aorta  in  the  descending  part  of 
the  arch  which  lies  in  close  proximity  to  the  vena- 
cava.  We  have  nothing,  however,  to  support  this 
hypothesis  except  the  fact  that  he  had  lues,  and 
lues  produces  aneurisms.  The  x-ray  does  not 
help  us;  there  is  no  record  of  a fluoroscopic  ex- 
amination, there  was  no  tracheal  tug  or  evidence 
of  pulsation,  or  other  findings  which  might  help 
us  in  making  a diagnosis  of  aortic  aneurism. 
The  x-ray  states  there  was  some  evidence  of 
ateleceasis  in  the  right  lung  field  and  this  also 
could  have  been  due  to  the  pressure  of  an 
aneurism. 

Also  to  be  considered  are  syphilitic  inflam- 
matory lesions  such  as  gummas,  or  enlarged  medi- 
astinal glands.  He  had  lost  considerable  weight, 
which  might  cause  us  to  think  of  cancer  or  some 
other  malignant  neoplasm,  but  this  is  probably 
not  very  significant  because  he  had  sufficient 
other  reasons  for  losing  weight.  He  may  have 
had  a cancer  of  the  bronchus,  but  I hardly  think 
we  would  get  two  cancers  of  the  lung  two  weeks 
in  succession.  The  notation  that  he  was  given 
penicillin  and  x-ray  therapy  to  his  superior 
media  stinum  would  indicate  that  some  form  of 
glandular  neoplasm  was  suspected,  and  that  he 
had  an  infection,  the  latter  he  undoubtedly  had. 

Referring  again  to  the  skin  pigmentation  and 
the  likelihood  of  its  being  confused  with  Addi- 
son's disease,  I think  it  very  unlikely  that  Ad- 
dison’s played  any  role  in  it  whatever.  There 
was  no  lowering  of  the  blood  pressure,  no  posi- 
tive history  of  T.B.,  which  causes  80  to  90%  of 
them.  The  pigmentation  was  not  characteristic 
as  regards  location,  and  finally  the  test  for  it 
was  negative. 

To  sum  up.  This  is  a long  protocol,  there  are 
many  things  that  I have  passed  over  without 
mentioning,  in  order  to  be  brief.  Much  could 
be  written  about  the  various  conditions  affect- 
ing the  liver,  kidneys,  pancreas,  and  the  possi- 
bilities in  the  chest.  Syphilis  is  perfectly  capable 
of  producing  everything  in  this  man  that  we 
have  record  of,  with  the  skin  pigmentation  in- 
cluded. Chronic  alcoholism,  plus  some  other  dis- 
ease in  the  chest,  such  as  neoplasm,  could  ex- 
plain it. 
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Since  we  have  to  get  on  a limb,  I am  going 
to  guess  that  he  had  : 

Hemochromatosis 

Aneurism  of  aorta,  or  possibly  a syphilitic 
inflammatory  lesion  in  mediastinum. 

Also  Chronic  nephritis 

Terminal  pneumonia, 

Though  he  may  have  died  a diabetic  death  as 
so  many  of  these  patients  do. 


Dr.  Robert  S.  Flinn : 

This  is  a story  of  a 46-year-old  machinist  with 
fatigue,  weakness  and  abdominal  pains.  At  the 
age  of  22  he  developed  syphilis.  And  eight  years 
before  entry  he  was  treated  for  a skin  lesion 
obviously  luetic  in  origin.  Six  years  before  entry 
he  received  bismuth  injections  and  again  three 
years  before  entry  he  received  eight  arsenic  and 
37  bismuth  injections  which  were  followed  by 
jaundice.  At  that  time  the  symptoms  of  weak- 
ness, nervousness  and  pain  began.  Five  months 
before  entry  he  noticed  increased  weakness,  fa- 
tigue and  pain  in  the  lower  abdomen. 

On  admission,  the  patient  had  questionable 
faint  slate-grey  pigmentation  of  the  skin  over 
the  entire  body.  His  liver  was  enlarged ; ascites 
was  present  and  he  had  a high  blood  sugar 
with  evidence  of  acidosis. 

The  chloride,  sodium,  non-protein-nitrogen, 
phosphorus,  alkaline  phosphatases  and  total  pro- 
teins were  with  normal  limits.  However,  the  17 
ketosteroid  excretion  was  below  normal  7.27  mg. 
This  disease  is  seen  in  male  hypogonodism,  as 
well  as  Addison’s.  The  spinal  fluid  Hinton  was 
positive,  but  a potassium  ferrocyanide  skin  test 
and  biopsy  of  the  skin  were  negative  for  hemo- 
siderin and  a potassium  ferrocyanide  test  for 
hemosiderin  in  the  urine  was  likewise  negative. 
Both  the  cephalin  flocculation  test  and  the 
bromsulphtholin  test  were  abnormal  and  suggest 
lues  disease.  A Wilder  test  for  adrenal  insuffi- 
ciency was  also  negative.  This  test  consists  of 
placing  the  patient  on  a diet  containing  1.5  grams 
of  sodium  chloride  and  approximately  4 grams 
of  potassium  per  day.  On  the  first  and  second 
day  of  the  test  40  c.c.  of  liquid  per  kilogram  of 
body  weight  is  administered.  On  the  third  day 
of  the  test  20  c.c.  of  fluid  per  kg.  is  administered 
prior  to  11 :00  A.  M.  The  important  urine  speci- 
men for  analysis  is  that  selected  from  7 :00  A.  M. 
to  11 :00  A.  M.  on  the  third  day  of  the  test.  Ad- 
dison’s disease  can  be  excluded  if  the  concentra- 
tion of  sodium  and  chloride  in  the  four  hour 


specimen  on  the  third  day  of  the  test  is  below 
100  mg.  for  sodium  or  if  there  have  been  no  sig- 
nificant change  in  the  clinical  condition  of  the 
patient.  A sudden  reduction  in  blood  pressure 
or  clinical  symptoms  of  marked  dehydration  are 
danger  signals  upon  which  the  test  should  be  dis- 
continued immediately  and  the  patient  given 
sodium  chloride  infusions  and  adrenal  kortex. 

X-ray  examination  of  the  chest  revealed  areas 
of  increased  density  at  both  bases.  The  heart 
was  not  remarkable.  The  electrocardiographic 
tracing  was  suggestive  of  left  ventricular  strain, 
also  pericardial  effusion.  The  patient  was  given 
treatment  at  this  time  for  both  his  diabetes  and 
for  his  congestive  failure. 

When  he  entered  the  hospital  one  month  later, 
the  clinical  picture  had  changed  appreciably. 
There  was  marked  increase  in  the  slate-gray  pig- 
mentation ; the  face  was  puffy  and  swollen  and 
the  abdominal  cavity  contained  more  fluid.  The 
degree  of  acidosis  was  greater,  the  non-protein- 
nitrogen  had  risen  and  the  venus  pressure  was 
almost  three  times  greater  than  normal.  A diag- 
nosis of  mediastinal  tumor  was  evidently  enter- 
tained since  the  patient  was  subjected  to  x-ray 
therapy  to  the  upper  mediastinum.  In  spite  of 
this,  the  patient  deteriorated  rapidly  and  died 
five  days  after  admission  to  the  hospital. 

The  symptom  complex  of  skin  pigmentation, 
enlargement  of  the  liver,  and  presence  of  di- 
abetes mellitus  makes  a diagnosis  of  hemochroma- 
tosis practically  certain.  The  finding  of  hemo- 
siderin in  skin  biopsy  or  the  presence  of  hemo- 
siderin in  the  urinary  sediment  is  helpful  in 
diagnosis,  but  negative  results  are  by  no  means 
conclusive  evidence  that  the  disease  is  not 
present. 

Hemochromatosis  may  be  considered  to  be  due 
to  “inborn  error”  of  metabolism.  It  is  charac- 
terized by  a progressive  interstitial  fibrosis  and 
cirrhosis  in  various  tissues  and  organs,  particu- 
larly the  liver,  spleen  and  pancreas.  The  deposi- 
tion of  an  iron  containing  pigment  hemosiderin 
in  nearly  all  tissues  and  a deposition  of  an  iron- 
free  pigment  hemofuscin  in  smooth  muscle  and 
connective  cells.  It  occurs  almost  exclusively  in 
males  and  is  usually  noted  between  45  and  55 
years  of  age.  There  is  a history  of  indulgence  in 
the  use  of  alcoholic  beverages  in  a large  number 
of  cases.  Mallory  has  shown  that  in  animals 
hemochromatosis  may  be  produced  by  means  of 
chronic  poisoning  with  copper  and  has  suggested 
that  such  might  be  the  basis  of  the  disease  as 
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.seen  in  man.  The  copper,  presumably,  repre- 
senting a contaminant  in  the  alcohol  consumed. 

The  symptoms  commonly  complained  of  are 
weakness,  loss  of  weight  and  abdominal  pain. 
The  pigmentation  is  usually  most  marked  on 
the  face,  the  extensive  surface  of  the  lower  legs 
and  forearms  and  the  back  of  the  hands,  prob- 
ably due  to  the  greater  exposure  to  sunlight  of 
these  parts  of  the  body.  The  liver  is  often  great- 
ly enlarged,  extending  to  or  below  the  level  of 
the  umbilicus.  The  spleen  is  40%  enlarged  and 
ascites  may  be  present.  A curious  and  rather 
constant  feature  of  the  disease  is  the  loss  of 
body  hair  in  advanced  cases,  there  being  at  times 
almost  complete  disappearance  of  hair  from  the 
arms,  legs  axillae,  chest,  abdomen  and  from  the 
pubic  region.  Genital  hypoplasia  is  frequent 
enough  to  be  considered  a fourth  important 
feature  of  the  disease.  A probable  explanation 
of  the  hypogonadism  in  hemochromatosis  is  that 
the  activity  of  the  anterior  lobe  of  the  pituitary 
glands  may  be  depressed  by  deposits  of  hemo- 
siderin in  a manner  comparable  to  that  in  which 
the  activities  of  the  islands  of  Langerhans  is 
depressed. 

Since  the  patient  under  discussion  has  the 
triad  of  skin  pigmentation,  enlargement  of  the 
liver  and  diabetes  mellitus,  I do  not  believe  that 
we  are  justified  in  making  any  other  diagnosis 
than  hemochromatosis  in  spite  of  the  negative 
laboratory  findings.  In  considering  a differen- 
tial diagnosis,  Addison’s  disease  must  be  ruled 
out.  This  I think  we  can  do  by  the  history,  the 
lack  of  hypotension,  the  negative  Wilder  test  and 
the  type  of  pigmentation  present.  Argyria  must 
also  he  considered.  But  here  again  the  history, 
the  course  of  the  disease  and  the  character  of 
the  pigmentation  makes  such  a diagnosis  unlike- 
ly. My  diagnosis,  therefore,  is  hemochromatosis. 


DIFFERENTIAL  DIAGNOSIS 
Dr  Walter  Bauer:  The  lesion  on  the  nose  was 
evidently  a tertiary  lesion  of  syphilis  which 
disappeared  following  the  administration  of 
potassium  iodine.  He  drank  a large  amount  of 
water  and  had  a urinary  frequency  of  12  times 
a day.  This  is  the  first  suggestion  that  the  pa- 
tient had  hyperglycemia  and  glycosuria.  Did 
anyone  ever  feel  the  spleen  in  this  patient? 

Dr.  Tracy  B.  Mallory:  It  is  not  recorded. 

Dr.  Bauer:  Despite  his  difficulty  in  walking, 
unsteadiness,  and  not  knowing  where  his  feet 
were,  the  Romberg  and  Babinski  signs  were  neg- 


ative. Is  anything  said  about  his  eyes?  Did  he 
have  Argyll-Robertson  pupils  or  any  other  neu- 
rologic abnormality? 

Dr.  John  B.  Stanbury:  All  neurologic  find- 
ings were  normal. 

Dr.  Bauer:  Is  the  value  of  126  mg.  in  the  in- 
sulin tolerance  test  higher  than  one  would  ex- 
pect, or  is  it  within  normal  limits? 

Dr.  Stanbury:  It  shows  insulin  sensitivity, 

but  not  insulin  resistance. 

Dr.  Bauer:  It  is  obvious  that  an  attempt  was 
made  to  rule  out  Addison’s  disease  as  well  as  to 
gain  evidence  that  hepatic  impairment  was  pres- 
ent. The  accumulated  information  indicates  that 
he  had  hyperglycemia,  glycosuria  and  hepatic 
impairment.  The  heart  was  13.7  cm.  to  the  left. 
Did  he  have  fairly  marked  ascites? 

Dr.  Stanbury:  Yes. 

Dr.  Bauer:  So  that  the  cardiac  enlargement 
was  thought  to  be  due  to  displacement  ? 

Dr.  Stanbury:  We  thought  he  had  cardiac 
enlargement. 

Dr.  Bauer:  I am  told  that  the  first  EKG 
findings  were  consistent  with  coronary  disease 
and  pericarditis,  hut  might  he  found  in  other 
conditions.  Evidently  they  did  not  persist.  Was 
the  diabetes  reasonably  well  controlled? 

Dr.  Stanbury:  Quite  well  controlled  without 
difficulty. 

Dr.  Bauer:  Can  you  describe  the  slate  colored 
pigmentation  in  more  detail? 

Dr.  Stanbury:  The  striking  feature  in  this 
patient  was  the  pigmentation.  When  he  first 
came  in  he  had  a faint  slate-grav  pigmentation, 
most  marked  in  the  thorax  and  face.  At  the  sec- 
ond admission  two  months  later,  we  thought  that 
the  pigmentation  had  increased,  extending  over 
the  lower  part  of  the  body.  In  addition  the  up- 
per extremities  and  face  had  almost  black  cyano- 
sis. It  was  a very  striking  picture. 

Dr.  Bauer:  This  man  has  evidence  of  obstruc- 
tion of  the  superior  vena  cava,  probably  in  the 
region  of  the  rt  innominate  artery,  without 
associated  symptoms.  The  physicians  in  charge 
must  have  thought  the  patient  had  some  type  of 
infection  because  penicillin  was  administered; 
the  temperature  was  normal,  however. 

The  white  count  was  not  unlike  that  seen  in 
many  patients  with  cirrhosis  of  the  liver,  5000: 
yet  it  later  rose  to  15,000. 

The  superior  mediastinum  was  somewhat  wide. 
I should  like  to  see  the  chest  films. 

Dr.  James  R.  Linglev : I cannot  add  anything 
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to  the  record.  This  film  shows  a high  diaphragm 
which  caused  the  apex  to  be  pushed  out  slightly, 
but  I doubt  that  the  heart  was  enlarged  at  that 
time.  There  are  bands  of  density  at  both  bases, 
perhaps  due  to  partial  atelectasis  of  the  lower 
lobe.  This  film  two  months  later  shows  what  I 
think  is  an  actual  increase  in  the  size  of  the 
heart,  despite  the  high  position  of  the  diaphragm. 

Dr.  Bauer:  It  is  consistent  with  atelectasis? 

Dr.  Lingley : More  so  than  with  effusion,  be- 
cause the  outline  is  preserved.  There  are  in- 
creased density,  atelectasis  at  both  bases  and 
fluid  in  the  rt  costophrenic  angle. 

Dr.  Bauer : What  can  you  say  about  the  medi- 
astinum ? 

Dr.  Lingley : I think  it  is  wide  because  of  the 
position  of  the  diaphragm,  the  great  vessels  being- 
spread  out  over  a greater  area. 

Dr.  Bauer:  I thought  it  fair  to  assume  that 
this  man  had  contracted  syphilis  at  the  age  of 
22  and  that  antisyphilitic  treatment  was  not 
given  until  the  appearance  of  a tertiary  lesion. 
It  also  seems  fair  to  conclude  that  he  had  never 
been  adequately  treated.  It  is  rather  difficult 
to  avoid  diagnosing  central  nervous  system 
syphilis,  probably  tabes  dorsalis,  on  the  basis 
of  the  symptoms  and  the  positive  Hinton  test 
on  the  spinal  fluid.  I suppose  that  the  latter  was 
relatively  inactive  or  a burned  out  process. 

In  addition  this  man  exhibited  obvious  he- 
patic enlargement  and  ascite.  Hepatic  impair- 
ment was  present  as  demonstrated  by  all  tests 
employed.  There  were  also  hyperglycemia  and 
glycosuria.  I prefer  to  explain  these  findings 
on  the  basis  of  hemochromatosis,  despite  the 
negative  skin  biopsy.  One  might  rightly  argue 
that  this  man  had  been  exposed  to  any  number 
of  agents  that  could  have  injured  his  liver.  -He 
developed  jaundice  while  receiving  arsenic. 
Whether  this  was  an  arsenical  hepatitis  or  a 
coincidental  infectious  hepatitis,  one  cannot  de- 
termine. If  infectious  hepatitis,  could  it  have 
been  syringe  transmitted  ? He  also  gave  a his- 
tory of  excessive  alcohol  intake,  which  is  com- 
monly found  in  people  with  cirrhosis  of  the  liv- 
er, and  last  but  not  least  he  had  syphilis,  which 
can  also  cause  liver  damage.  The  description  is 
not  that  of  gumma  of  the  liver.  Between  the 
first  and  second  admissions  he  developed  what 
I should  interpret  as  obstruction  of  the  superior 
vena  cava,  probably  at  the  junction  of  the  rt  in- 
nominate vein,  because  the  findings  were  more 


marked  on  the  right.  This  came  on  without  any 
symptoms,  so  I think  that  it  is  reasonable  to  as- 
sume that  he  did  not  have  a mediastinal  tumor. 
He  probably  had  an  idiopathic  thrombosis  of 
the  superior  vena  cava,  which,  though  rare,  can 
occur.  If  one  entertains  that  diagnostic  possi- 
bility, one  might  ask  whether  this  man  had  an 
ascending  thrombosis  of  the  vena  cava,  which 
first  became  evident  when  impaired  venous  re- 
turn from  the  head,  neck  and  arm  was  noted. 
I should  think  that  this  was  rather  unlikely  in 
view  of  the  fact  that  the  PX  does  not  suggest 
findings  of  the  type  we  expect  to  encounter  in  a 
man  with  a gradually  ascending  thrombosis  of 
the  vena  cava. 

There  is  one  finding  that  I have  not  explained, 
namely  the  cardiac  enlargement.  He  never  ex- 
hibited the  signs  of  aortic  regurgitation.  There 
have  been  a few  cases  of  myocarditis  reported 
as  being  due  to  hemochromatosis,  and  such  an 
explanation  might  apply  in  this  case.  I am  wel I 
aware  that  it  is  exceedingly  rare.  1 say  that 
we  are  dealing  with  a man  who  had  syphilis 
that  was  never  treated  properly.  He  probably 
has  CNS  syphilis  that  was  quiescent  or  burned 
out.  In  addition  he  had  hemochromatosis  and 
obstruction  of  the  vena  cava  superior ; the  exact 
cause  of  the  latter  I do  not  know,  but  I do  not 
believe  it  was  due  to  a mediastinal  tumor.  I 
assume  that  this  man  went  into  coma  of  the  type 
that  is  seen  in  hepatic  insufficiency,  although 
the  record  is  not  clear  on  this  point. 

I have  often  told  Dr.  Mallory  that  these  con- 
ferences would  test  our  diagnostic  acumen  more 
accurately  if  he  handed  one  of  us  the  record 
and  asked  us  to  discuss  it,  instead  of  giving  it 
to  us  several  days  in  advance.  T am  glad  this 
system  was  not  in  effect  today.  Although  I have 
read  it  four  times  I am  not  absolutely  certain 
of  my  interpretation.  For  instance,  I forgot  to 
mention  the  symptoms  referable  to  the  bowel 
and  the  finding  of  the  two  positive  guaiac  tests. 
One  might  argue  that  we  had  overlooked  a malig- 
nant lesion  of  the  bowel  that  metastasized  to  the 
mediastinus.  This  is  possible;  the  clinical  pic- 
ture, however,  is  complicated  enough  and  I pre- 
fer to  limit  my  discussion  to  the  above  possi- 
bilities. 

Dr.  J.  H.  Means : Are  you  interested  in  the 
body  hair? 

Dr.  Bauer:  Yes,  I should  like  to  know  about 
it  and  also  about  the  prostate.  I am  still  dis- 
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turbed  that  the  pigmentation  is  spoken  of  as 
slate  colored  arid  not  brownish,  but  I do  not  be- 
lieve that  one  negative  biopsy  should  scare  us 
out.  Hemochromatosis  is  not  always  demonstrat- 
ed in  the  skin  ; it  can  be  confined  to  viscera.  , 

Dr.  Benjamin  Castleman : Dr.  Aub  saw  the 
patient  and  brought  out  the  idea  that  if  he  had 
cirrhosis  on  a pigmentation  basis  perhaps  he  had 
developed  a hepatoma.  Hepatoma  is  quite  prone 
to  extend  into  and  block  the  vena  cava. 

Dr.  Bauer:  I thought  of  hepatoma  last  night 
but  not  this  morning. 

Dr.  Jones:  This  would  be  an  ideal  case  for 
an  inspiration  biopsy  of  the  liver. 

Dr.  Mallory:  One  was  done. 

Dr.  Bauer:  I am  glad  I did  not  know  about  it. 

Dr.  Mallory:  We  thought  we  should  let  Dr. 
Bauer  have  the  pleasure  of  discussing  the  case 
without  knowing  the  answer.  As  a matter  of 
fact,  when  the  iron  reaction  was  performed  on 
the  biopsy  specimen  the  liver  cells  and  those  of 
the  bile  duct  epithelium  showed  blue  granules  a 
characteristic  picture  of  hemochromatosis. 

CLINICAL  DIAGNOSIS 

Hemochromatosis. 

Dr.  Bauer’s  Diagnosis:  Hemochromatosis.  Ob- 
struction of  superior  vena  cave.  Tertiary  syphi- 
lis. CNS  syphilis,  probably  tabes  dorsalis. 

Anatomical  Diagnoses  : Hemochromatosis  gen- 
eralized, including  liver,  pancreas,  lymph  glands, 
thyroid  and  pituitary  glands  and  heart.  Car- 
diac hypertrophy  with  marked  dilatation.  Mu- 
ral thrombus  of  right  auricle.  Ascites.  Splen- 
ometaly.  Hydrothorax,  Esophageal  varices. 
Thrombosis  of  right  cephalic  vein. 


PATHOLOGICAL  DISCUSSION 

Dr.  Mallory : At  autopsy  we  found  a consid- 
erably enlarged  liver  weighing  2380  gms.  It 
was  dark  chocolate  brown.  The  lymph  nodes  in 
the  hilus  were  equally  dark  brown,  as  were  the 
pancreas  and  heart. 

All  of  them  were  full  of  hemosiderin.  Micro- 
scopically it  was  evident  that  the  thyroid,  ad- 
renal and  pituitary  glands  were  involved.  It  is 
rather  characteristic  of  hemochromatosis  that 
pigment  deposits  are  quite  marked  in  most  of 
the  endocrine  organs.  The  heart  was  dilated  and 
extremely  flabby,  but  showed  no  microscopic 
abnormality  other  than  moderately  severe  iron 
deposits.  At  autopsy  we  did  not  find  a throm- 
bosis of  the  superior  vena  cava  or  any  of  its  large 
ti  ibutaries.  The  right  cephalic  vein  contained 
a recent  jelly-like  dark  red  clot,  which  was  not 
attached  to  the  intima  and  which  extended  dis- 
tally  from  its  termination  in  the  axillary  vein 
for  about  5 cm.  That  seems  to  explain  the  dis- 
tention of  the  veins  in  the  right  arm  but  not 
those  in  the  head  and  neck.  There  was  a throm- 
bus in  the  right  auricular  appendage  but  I doubt 
that  it  was  large  enough  to  have  caused  obstruc- 
tion at  the  orifice  of  the  vena  cava.  Consequent- 
ly we  are  left  without  an  explanation  for  the 
apparent  upper  mediastinal  syndrome. 

Dr.  Jones:  Occasionally  in  any  case  of  cirrho- 
sis, particularly  with  a great  deal  of  fluid,  and 
if  the  patient  is  horizontal  and  the  head  not  ele- 
vated, the  face  is  puffy  and  there  is  marked 
edema,  which  disappears  when  the  patient  is 
elevated  for  12  hours.  This  patient  also  had 
ascites  and  peripheral  edema. 
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REPAIR  - MANUFACTURE 
DEVELOPMENT 

The 

SCOTT  TECHNICAL  INSTRUMENT  CO. 
of  Phoenix  has  the  complete  facilities  for 
the  development,  manufacture,  and  re- 
pair of  all  types  of  scientific  instruments, 
including  optics. 

If  you  have  any  problems  in  this  line 
please  call  on  us  at  any  time. 

333  North  Third  Ave.,  Phoenix,  Arizona 
Phone  3-9003 


Westward  Ho 
Dairy 


'A  Name  to  Remember' 


A Show  Place 

Your  Inspection  Cordially  Invited 
at  all  times. 

Bring  the  Children 


19th  Ave.  and  Glendale  Phone  6-4641 


WAYLAND’S 

TWO  STORES 


Wayland's  Prescription  Pharmacy 
13  E.  Monroe  Street 
Phone  4-4171 

Wayland's  McKinley  Pharmacy 
138  W.  McKinley  Street 
Phone  4-7243 

PHOENIX,  ARIZONA 


FREE  DELIVERY 


No  wonder  drug  - a sure  prescription 
for  security  is  a savings  account, 
strengthened  by  regular  deposits. 
Write  this  prescription  for  yourself  - 
open  a federally  insured  savings  ac- 
count now  and  let  your  investment 
earn  2%  dividends  for  you. 


FIRST  FEDERAL 
® SAFINGSw/,„„ 


30  WEST  ADAMS,  PHOENIX  • 148  E.  SECOND  ST.,  YUMA 
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Slow,  patient  aging 


gives  A-1  Pilsner 

its  smooth,  mellow  flavor 


You're  cordially  invited  to  visit  the  A-1  Pilsner  plant. 
Escorted  tours,  Mondays  through  Fridays,  10  a.m.  to  4 p.m. 

ARIZONA  BREWING  COMPANY,  INC 

12th  S*«  at  Madison  • Phoenix,  Arizona 


Here,  in  row  after  row  of 
glass-lined  storage  tanks,  every 
drop  of  A-1  Pilsner  is  slowly 
and  painstakingly  mellow-aged 
to  the  peak  of  flavor  perfection 
before  it  goes  into  bottle,  can 
or  keg.  Each  tank  pictured 
below  holds  25,000  gallons  of 
satisfying  A-1  Pilsner  Beer — 
enough  to  fill  264,515  bottles. 


Modern  equipment  and 
methods  . . . the  choicest  grains 
and  hops  . . . generations  of 
brewing  skill  . . . slow,  patient 
aging  — each  plays  its  part  to 
make  smooth,  mellow-aged, 
premium  quality  A-1  Pilsner 
one  of  America’s  finest  beers. 

Ask  for  A-1  Pilsner,  and  get  the 
finest  beer  that  money  can  buy. 
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PERSONAL  NOTES 


DR,  AY  ALTMAN  AATALTERS,  head  of  the  Divi- 
sion of  Surgery  of  the  Mayo  Clinic,  spoke  to  the 
Pima  County  Medical  Society  on  “Lesions  of  the 
Biliary  Tract.” 

DR.  TRACY  J.  PUTNAM,  Chief  of  the  Depart- 
ment of  Neurosurgery  at  Cedars  of  Lebanon  Hos- 
pital, Beverly  Hills,  California,  spoke  on  “Opera- 
tive Treatment  of  Paralysis  Agitans  and  Other 
Dyskinesias,”  and  later  lectured  at  the  Veterans 
Hospital  on  “Recent  Developments  in  the  Treat- 
ment of  Neurological  Diseases.” 


The  serious  injury  to  DR.  J.  M.  HESSEIl  of 
Benson  left  the  communities  of  Benson,  St.  David, 
and  Pomarene  without  a physician. 

DR.  FREDERICK  OAKES  offered  to  come  out 
of  retirement,  and  the  State  Board  of  Medical  Ex- 
aminers immediately  granted  him  a temporary 
license  to  practice  there. 

Several  days  later  DR.  JAMES  H.  CONNELLY 
visited  Benson  on  a vacation,  was  told  of  the 
situation  by  local  businessmen,  agreed  to  open 
a practice  and,  in  turn,  was  approved  by  the  ex- 
amining board.  Dr.  Connelly  was  a student  at 
the  University  of  California,  a graduate  of  the 
medical  school  at  St.  Louis  University,  had  an 
interneship  at  Santa  Barbara  and  a residency  at 
San  Luis  Obispo. 

DR.  A.  E.  CRUTHIRDS  of  Phoenix  spoke  on 
the  treatment  of  chemical  and  heat  injuries  to 
the  eyes  at  a meeting  of  ophthalmologists  in 
Los  Angeles.  He  pioneered  the  use  of  a sulfhy- 
dryl  compound  which  is  now  widely  used  with 
great  success  as  a quick-acting  remedy. 


DR.  PAUL  G.  HATTERSLEY  of  San  Francisco 
gave  a lecture  to  a group  of  physicians  and  lab- 
oratory technicians  at  the  University  of  Arizona. 
The  Red  Cross  Regional  Blood  Center  was  the 
host,  the  people  from  laboratories  in  Pima,  Gila, 
Greenlee,  Pinal,  Santa  Cruz,  Cochise,  and  Graham 
counties  attended. 

Dr.  Hattersley  is  director  of  the  Hematology 
Clinic  at  Stanford  University,  and  is  one  of  the 
three  advisory  consultants  for  the  Pacific  Area 
Blood  Program  and  its  eight  regional  centers. 

He  also  spoke  before  the  Pima  County  Medical 
Society  on  “Rh  Factor.” 


The  Council  of  Social  Agencies  in  Tucson  has 
arranged  to  set  up  an  independent  Visiting  Nurse 
Service  in  March  1951.  This  Service  will  begin 
to  function  when  the  Red  Cross  abandons  its 
service.  Funds  will  be  raised  through  the  Com- 
munity Chest  drive. 


The  Arizona  Tuberculosis  and  Health  Associa- 
tion held  its  yearly  meeting  in  Mesa.  Among  the 
speakers  was  DR.  R.  I.  PIERCE  of  the  U.  S.  Pub- 
lic Health  Service,  Washington,  D.  C.,  and  Miss 
Clarissa  Boyd  of  the  National  Tuberculosis  As- 
sociation. 

The  Arizona  group  has  added  Mrs.  Frances 
Woodward,  formerly  a health  educator  in  David- 
son County,  Tennessee,  to  its  northwestern  area 
staff. 


A symposium  of  three  physicians  discussed 
tuberculosis  and  other  health  problems  before 
the  Tucson  League  of  Women  Voters.  The  panel 
consisted  of  DR.  LEWIS  H.  HOAVARD,  city- 
county  Health  Officer,  who  described  the  status 
of  public  and  private  facilities  for  care  of  tuber- 
culosis, and  suggested  the  employment  of  more 
public  health  nurses  to  educate  patients  who 
live  at  home;  DR.  S.  S.  ALTSCHULER,  Medical 
Director  of  the  Veterans  Hospital,  who  urged  the 
use  of  proper  medical  therapy  in  addition  to  cli- 
mate and  diet;  and  DR.  FRANCIS  J.  BEAN,  Su- 
perintendent of  the  Pima  County  General  Hos- 
pital, who  urged  that  people  improve  the  hos- 
pital facilities  by  becoming  familiar  with  the 
needs. 


DR.  JAMES  R.  SICKLER  addressed  the  School 
Health  Council  of  Tucson  on  the  proposed  fed- 
eral legislation  in  providing  health  service  for 
children.  The  Council  subsequently  opposed  the 
bill,  and  oppose  federal  supervision  of  federal  aid. 


DR.  EDITH  LORD,  director  of  mental  health 
in  the  Arizona  Health  Department,  conducted  a 
mental  health  conference  in  Tucson  for  three 
days.  She  was  joined  in  the  courses  and  panels 
by  several  laymen  and  DR.  ROBERT  HEWITT,  a 
psychiatrist. 


DR.  A\T.  D.  SPINNING  will  become  medical  di- 
rector of  the  Presbyterian  Mission  at  Ganado 
when  DR.  C.  G.  SALSBURY  retires  in  the  early 
summer.  The  superintendency  will  be  taken 
over  by  Mr.  Joseph  Poncel,  head  of  the  Tucson 
Indian  Training  School  for  the  past  six  years. 


The  University  of  Arizona  is  making  a survey 
of  nutrition  on  the  Papago  Indian  Reservation. 
DR.  GEORGE  M.  DE  YOUNG  will  head  a team 
of  local,  state,  and  federal  workers.  Dr.  A.  R. 
Kemmerer,  head  of  the  University  Experiment 
Station  Nutrition  Department,  has  assigned  Dr. 
M.  G.  Vavich  to  direct  the  project.  Complete  ex- 
aminations of  250  youths  will  be  followed  by  a 
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Laboratory  and  X-Ray 


Diagnostic  Procedures  of  All  Types 
Clinical  Laboratory  Tests 
Basal  Metabolism 
Electrocardiography 

RADIUM  and  X-RAY 
THERAPY 

at 

Pathological  Laboratory 

507  Professional  Building 
Telephone  3-4105 

or 

Medical  Center  X-Ray  Laboratory 

1313  North  Second  Street 
Telephone  8-3484 

PHOENIX,  ARIZONA 

★ 


W.  Warner  Watkins,  M.  D.  R.  Lee  Foster,  M.  D. 

John  W.  Kennedy,  M.  U. 

Diplomates  of  American  Board  of  Radiology 
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thorough  dietary  history.  The  Papagos  have  been 
a tribe  with  constant  habits  and  diet  for  more 
than  100  years. 


The  American  Journal  of  Nursing  for  March 
1950,  contains  an  article  “Aseptic  Technic  in  the 
Care  of  Tuberculous  Patients,”  by  DR.  W .H. 
OATWAY,  JR.,  of  Tucson  and  Los  Angeles.  The 
article  was  prepared  by  request  after  publica- 
tion of  a similar  report  in  ARIZONA  MEDICINE 
for  May  1949. 


DR.  AUDRY  URRY,  Phoenix,  addressed  the 
March  Staff  Meeting  of  Good  Samaritan  Hospital 
on  “The  Selection  of  Anesthetic  Agents  in  Cardiac 
Patients.”  DR,  WALLACE  REED,  Phoenix,  spoke 
on  “Emergencies  in  Anesthesis.” 


CLARENCE  FEHLING,  Phoenix  Attorney,  dis- 
cussed the  subject  of  “Malpractice”  at  the  March 
27th  Good  Samaritan  meeting. 


MR.  JAMES  O.  KELLEY,  Executive  Secretary 
of  the  Milwaukee,  Wisconsin  Medical  Society, 
spoke  to  the  St.  Joseph’s  March  10th  Staff  meet- 
ing on  “Medical  Relations.”  DR.  J.  COFFEY 
gave  a paper  on  “Antibiotics  in  Pediatrics  with 
Special  Reference  to  Communicable  Disease.” 


DR.  LEE  EHRLICH,  Phoenix,  presented  a case 
of  sodium  depletion  with  uremia  in  a patient 
with  severe  hypertensive  heart  disease,  with 
previous  coronary  occlusion,  at  the  March  St. 
Monica’s  Staff  Meeting.  Surgical  aspects  of  the 
concomitant  acute  cholecystitis  in  this  patient 
were  discussed  by  DR,  W.  H.  CLEVELAND, 
Phoenix. 


A provocative  discussion  at  the  St.  Monica’s 
March  Staff  Meeting  followed  DR.  H.  A.  SIE- 
GAL’S  presenting  of  “A  Death  in  a Cardiac  Pa- 
tient Undergoing  Caesarian  Section.” 


DOCTOR  ARCHIE  E.  CRUTHIRDS  gave  an 
Instruction  Course  at  the  Research  Study  Club 
in  Los  Angeles  in  January.  This  is  a Study  Group 
of  400  or  500  E.  E.  N.  T.  Doctors  from  all  over 
the  United  States  who  gather  each  year  to  famil- 
iarize themselves  with  new  procedures. 

Doctor  Cruthirds  will  also  give  an  Instruction 
Course  in  San  Francisco  in  May,  at  the  Paci- 
fic Coast  Oto-Ophthalmological  Society  Meeting 
there. 


DR.  MARCY  L.  SUSSMAN  contributed  a sec- 
tion on  Angiocardiography  to  the  recently  pub- 
lished Volume  II  of  MEDICAL  PHYSICS. 
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ortable 

Electrosurgical  Unit 

. . . a MODERN  LOW-COST  SUR- 
GICAL UNIT  for  all  minor  and 
various  major  surgery. 

The  Birtcher  BLENDTOME  is  a surpris- 
ingly practical  unit  for  office  surgery. 
With  this  lightweight  unit,  you  have  all 
the  electrosurgical  procedures  of  major 
units  — electro  excision,  desiccation,  ful- 
guration  and  coagulation.  While  not 
meant  to  be  compared  to  a large  hos- 
pital unit,  the  BLENDTOME  has  been 
successfully  used  in  many  TUR  cases. 
Such  facility  indicates  the  brilliant  per- 
formance of  the  BLENDTOME. 

ALL  4 BASIC  SURGICAL  CURRENTS 

1.  Tube  Generated  Cutting  Current. 

2.  Spark-Gap  Generated  Coagulation  Current. 

3.  A controlled  mixed  blend  of  both  above 
currents  on  selection. 

4.  Mono-polar  Oudin  Desiccation-Fulguration 
Current. 


Never  before  has  a surgical  unit  of 
such  performance  been  offered  at 
the  low  price  of  the  Blendtome. 

Write  "Blendtome  Folder”  on  your 
prescription  blank  or  clip  your  letter 
head  to  this  advertisement.  Reprint  of 
electrosurgical  technic  mailed  free  on 
request.  Please  indicate  your  specialty. 


THE  BIRTCHER  CORPORATION 

5087  Huntington  Drive  Los  Angeles  32,  Calif. 


BLENDTOME  DEALERS 
Waitt-Randolph  Equipment  Co. 
Phoenix 
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HARRY  B.  GUDGEL,  M.  1).;  1876-1949 


Harry  Baldwin  (In d gel,  son  of  Dr.  John  F.  and  Cynthianna  Baldwin  Gudgel, 
was  born  in  Hazleton,  Indiana,  October  7,  1876.  He  attended  grammar  school 
and  high  school  in  Hazleton  and  the  Normal  School  for  teachers  at  Danville,  Indi- 
ana, after  which  he  taught  school  for  three  years  in  Hazleton.  In  1899  he  entered 
the  Medical  College  of  Indiana  at  Indianapolis.  Later  he  attended  the  Louisville 
(Kentucky)  Medical  College,  and  in  1904  he  graduated  from  the  College  of 
Physicians  and  Surgeons  of  Chicago.  Following  graduation  he  practiced  medi- 
cine in  Hazleton  for  twelve  years.  He  then  practiced  in  Princeton,  Indiana  un- 
til the  outbreak  of  World  War  I. 

After  his  war  service  which  included  overseas  duty,  he  came  to  Phoenix,  where 
he  endeared  himself  to  his  patients,  friends,  and  colleagues  with  those  qualities 
which  earned  for  him  the  approbation  of  a “gentleman  and  scholar.” 

At  various  times  he  was  active  in  Boy  Scout  work  and  in  the  Kiwanis  Club. 
For  many  years  he  headed  the  Medical  Staff  of  the  Salt  River  Valley  Water 
Users  Association.  Always  he  conducted  his  practice  for  the  best  interests  of 
his  patients. 

A member  of  tin*  Maricopa  County  Medical  Society,  the  Arizona  Medical 
Association,  and  the  American  Medical  Association,  Dr.  Gudgel  is  missed  by  all 
who  had  the  good  fortune  to  know  him. 
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TOPICS  OF  CURRENT  MEDICAL  INTEREST 


RX,  DX,  AND  DRS. 

By  Guillermo  Osier,  M.  D. 


Organized  medicine,  at  the  state  level,  can  be- 
come fairly  unconscious  of  some  of  its  official 
workings.  . . . Perhaps  a complaint  is  permissable 
now  and  then — even  necessary.  . . . When  a per- 
son is  obviously  qualified  to  practice  medicine, 
and  (usually  after  considerable  travail)  becomes 
eligibel  to  practice,  there  seems  to  be  little  profit 
or  logic  in  the  delaying,  niggling,  picayune  things 
which  sometimes  defer  the  actual  granting  of  a 
license.  ...  A famous  and  outspoken  hostess  used 
to  say  to  departing  guests  “If  you’re  going  to 
leave,  leave;  if  you’re  going  to  stay,  stay;  but  for 
goodness  sakes,  don’t  OOZE  out!”  The  Board  of 
Examiners  could  be  urged,  in  a similar  vein,  to 
let  the  eligibles  in,  but  definitely. 


The  flood  of  articles  on  diagnosis  of  carcinoma 
by  examination  of  various  secretions  and  ex- 
udates has  been  very  valuable.  ...  A name  for 
this  general  procedure  has  been  coined  by  its 
originator  ,Dr.  George  N.  Papanicolaou  of  Cornell 
University — “EXFOLIATIVE  CYTOLOGY.” 


ANTIBIOTIC  NOTES  — Chloramphenicol 
(Chloromycetin)  is  effective  in  treatment  of 
WHOOPING-COUGH.  Fever  usually  is  gone  by 
the  second  day,  cough  paroxysms  by  the  third  to 
sixth  day.  . . . The  drug  may  be  given  by  mouth 
or  rectum.  The  total  rectal  dose  varies  between 
1.5  and  4.5  grams,  depending  on  body  weight. 

Payne,  in  Bolivia,  has  shown  that  it  is  soluble 
in  propylene  glycol,  and  may  be  given  intrave- 
nously in  that  vehicle.  This  solubility  informa- 
tion has  allowed  treatment  of  a case  of  TYPHOID 
with  intestinal  perforation  which  recently  oc- 
curred in  Los  Angeles.  . . . Such  a complication 
is  often  fatal,  since  oral  medication  must  be  dis- 
continued. The  case  recovered  after  chloram- 
phenicol was  continued  I.V. 

Chloromycetin  has  also  been  reported  by  Chit- 
tenden of  Detroit  to  be  very  effective  in  BACIL- 
LARY URINARY  TRACT  INFECTIONS  where 
other  drugs  had  failed,  even  in  the  presence  of 
calculi  and  obstructive  prostates.  Penicillin 
and/or  a sulfonamide  may,  be  needed  to  clear 
concommitant  coccal  organisms. 

Recent  reports  confirm  the  specific  effective- 
ness of  aureomycin  for  HERPES  ZOSTER.  . . . 
Finland  and  colleagues  of  Boston  have  shown  that 
when  1 gram  was  given  by  mouth  four  times 
a day,  for  two  to  four  days,  in  the  first  two  weeks 
after  the  eruption,  the  lesions  healed  and  post- 
herpetic pain  was  prevented.  ...  (If  the  patient 


has  little  pain  and  is  in  ' good  shape,  this  ex- 
pensive and  sometimes  nauseating  therapy  can 
be  omitted).  . . It  is  of  no  value  for  herpes  of 
the  lips. 

i 

Civilian  physicians  are  being  sought,  as  of 
March  1950,  for  the  PANAMA  CANAL  ZONE.  . . 
A large  number  of  army  medical  officers  are  be- 
ing withdrawn,  and  a deficiency  will  exist.  . . . 
Starting  salaries,  $6,750  to  $9,500;  transportation 
for  physician  and  family  is  provided;  and  in- 
formation may  be  had  from  B.  F.  Burdick,  Chief 
of  Office,  Panama  Canal,  Washington  25,  D.  C. 


There  has  been  no  confirmation  so  far  of  the 
claim  by  Rothbard,  of  Montefiore  Hospital  in 
New  York,  that  the  DUBOS-MIDDLEBROOK 
TEST  is  92  per  cent  accurate  in  distinguishing 
active  from  inactive  tuberculosis.  . . . His  series 
included  1,200  cases  of  various  diseases  of  the 
chest.  . . . The  test  involves  serum  from  the  pa- 
tient in  half  a dozen  dilutions,  red  blood  cells 
from  sheep  sensitized  with  old  tuberculin,  heat, 
and  an  overnight  waiting  period.  . . . Agglutina- 
tion of  the  RBC  occurs  in  active  tuberculosis. 


NOTES  ON  THE  CALIFORNIA  TUBERCU- 
LOSIS AND  HEALTH  MEETING,  SAN  DIEGO— 
A good  meeting,  perhaps  as  good  as  the  nation- 
als. . . . John  Steele  of  Milwaukee  reported  that 
a careful  PARAFFIN  PLOMBAGE  is  a safe  and 
effective  operation  for  some  cases  of  apical  tu- 
berculosis, and  an  extra-pleural  operation  with 
LUCITE  SPHERES  need  not  be  as  hazardous 
as  has  been  said.  ...  A.  C.  Daniels  of  San  Fran- 
cisco finds  CAVERNOSTOMY  helpful,  but  it  is 
probably  supplanted  by  resection.  ...  So  is 
the  MONALDI,  said  J.  H.  Cope  of  Oakland.  So 
is  OPEN  PNEUMONOLYSIS,  said  Jane  Skillen 
of  Olive  View.  . . . DECORTICATION  will  find 
its  place,  reported  Joseph  Weinberg,  Van  Nuys.  . 
PULMONARY  RESECTION  is  sometimes  neces- 
sary and  effective  for  COCCIDIOIDOMYCOSIS. 
Bert  Cotton  of  Los  Angeles  found  in  his  31  resec- 
tions (the  largest  series  ever  reported).  . . Pul- 
monary RESECTION  FOR  TUBERCULOSIS 
has  definite  indications,  can  now  be  done  with 
considerable  safety.  The  most  frequent  complica- 
tions and  deaths  occurred  in  the  group  to  which 
streptomycin  could  not  be  given,  said  Joseph 
Robinson  of  Los  Angeles.  . . . LOBECTOMY  can 
be  accompanied  by  a “plastic”  (partial  thoraco- 
plasty) operation,  with  scant  extra  risk,  said 
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Paul  Sampson  of  Oakland,  who  had  only  one 
death  in  30  eases.  . . . C.  R.  Smith  of  Los  Angeles 
has  found  95  per  cent  of  MINIMAL  LESIONS 
to  have  positive  bronchial  secretions  when  re- 
peated sputum  and  gastrics  are  possible.  The 
laboratory  is  the  best  guide  for  evaluating  the 
results  of  rest,  drug,  or  collapse-surgical  ther- 
apy. . . . Upper  lobe  as  well  as  lower  lobe,  BRON- 
CHIECTASIS may  accompany  and  follow  tuber- 
culous lesions,  and  be  shown  by  bronchograms, 
proved  David  Salkin  of  San  Fernando.  . . STREP- 
TOMYCIN is  still  the  standard  of  comparison, 
and  is  always  paired  with  a PAS  drug;  sulfone 
drugs  may  have  an  occasional  adjunct  value;  TB-1 
is  toxic,  and  has  yet  to  prove  itself;  neomycin 
and  terramycin  are  still  experimental,  said  Cor- 
win Hinshaw  of  San  Francisco.  . . . The  inefficien- 
cies, hazards,  and  late  complications  of  PNEU- 
MOTHORAX make  it  a procedure  which  is  used 
less  and  less  in  the  midwest;  a Milwaukee  sana- 
torium of  600  beds  now  has  TWO  cases  taking 
pneumothorax,  said  John  Steele,  and  of  one  series 
in  which  67  cases  were  attempted,  only  23  now 
have  an  ambulatory  apparent  arrest  (of  which 
about  half  may  reach  a successful  re-expansion). 
. . . John  Skavlem  of  Cincinnati  almost  agreed 
with  the  reduced  indications.  . . . Dr.  Steele  be- 
lieves that  the  simple  Warring  PULMONARY 
FUNCTION  TESTS  are  adequate  for  most  cases, 
and  bronchospirometry  is  only  occasionally  nec- 
essary. . . . Everyone  agreed  that  the  AMOUNT 
OF  TUBERCULOSIS  seen  at  operation  and  in 
resected  lungs  has  been  most  impressive  and 
discouraging,  and  speaks  for  greater  care,  larger 
operations,  more  intensive  study  by  x-ray. 


The  relationship  between  RHEUMATIC  FE- 
VER and  streptococcus  infection  seems  to  have 
been  clarified  a bit.  . . . Dr.  Charles  Rammelkamp 
of  Wyoming  noted  that  antibodies  develop  about 
three  weeks  after  a strep  infection,  and  that  about 
3%  of  the  cases  have  attacks  of  rheumatic  fever 
at  that  same  time.  . . . He  used  penicillin  to  clear 
away  the  streptococci;  antibodies  were  prevented 
from  forming;  and  rheumatic  fever  rarely  oc- 
curred. 


The  Elizabeth  Blackwell  Citations  for  1950  have 
been  awarded  by  the  New  York  Infirmary  to 
FIVE  WOMEN  DOCTORS  for  distinguished 
achievement  in  the  teaching  or  practice  of  medi- 
cine. . . . Some  of  the  Arizona  women  physicians 
have  worked  with  those  on  the  list,  which  in- 
cludes Dr.  Ruth  Bakwin  of  N.  Y.  U.,  Dr.  Leona 
Baumgartner  of  the  U.  S.  Children’s  Bureau,  Dr. 
Elsie  L’Esperance  of  Cornell,  Dr.  Elaine  Rolli 
of  the  N.  Y.  U.  - Bellevue  Medical  Center,  and  Dr. 
Barbara  Stimson  of  Poughkeepsie. 


Five  years  ago  it  would  have  been  hard  to  be- 
lieve that  a patient  with  edema  could  have  a 
SALT  DEFICIENCY,  and  yet  profit  by  the  use 
of  saline.  . . . Now  it  is  not  unusual  to  see  a car- 


diac case,  with  hydrostatic  causes  for  edema,  in 
which  urine  tests  show  an  absence  of  sodium  fol- 
lowing a salt-free  diet.  . . . The  improvement  when 
a gram  of  sodium  chloride  is  given  each  day  may 
be  abrupt  and  notable. 


A dignified  mid-western  University  has  made 
it  a practice  to  award  medals  to  its  alumni  when 
they  reach  the  fiftieth  anniversary  of  gradua- 
tion. . . . Such  an  award  was  recently  made  to  a 
physician  in  California,  and  duly  noted  in  the 
press — after  which  several  clippings  were  quick- 
ly sent  by  his  local  colleagues  to  their  acquaint- 
ances in  the  mid-west.  Plus  insulting  remarks 
and  raucus  laughter,  since  the  medal  recipient 
had  been  widely  known  to  “interfere  with  preg- 
nancy,” etc.,  etc.  . . . The  comments  seemed  pret- 
ty one-sided  until  the  reply  arrived  from  a Chi- 
cago professor,  which  said  “I  am  sorry  that  such 
a mistake  should  he  made.  Fifty  years,  however, 
is  long  enough  for  even  a physician  to  become 
dishonest!” 


HORMONE  HINTS — Hormone  therapy  of  the 
gout  has  reached  back  for  the  help  of  a previous 
remedy.  . . . Wolfson,  et  al.,  of  Chicago  have  found 
that  ACTH  will  arrest  GOUTY  ARTHRITIS,  but 
that  a glycocorticoid  deficiency  which  occurs  on 
its  withdrawal  may  allow  a new  attack  to  occur. 
Colchicine  given  with,  or  shortly  after,  the  ACTH 
has  prevented  even  minor  recurrences. 

The  ACTH  effect  on  ASTHMA,  HAY  FEVER, 
and  LOEFFLER’S  SYNDROME  has  been  con- 
firmed by  Harris  of  Los  Angeles.  Clearance  has 
usually  been  very  rapid,  but  relapses  may  occur 
and  side-effects  of  the  drug  can  be  embarrassing. 

Dr.  John  R.  Mote,  medical  director  of  Armour 
& Co.  (and  once  of  Arizona),  tells  of  the  use  of 
ACTH  in  INFECTIONS.  The  differences  in  ad- 
renal gland  function  may  be  a cause  of  differ- 
ences in  susceptibility  to  viruses  and  bacteria. 

Along  the  same  line  a research  project  at  St. 
Luke’s  Hospital  in  Chicago.  The  effect  of  CORTI- 
SONE is  being  studied  on  infections  such  as 
pneumonia,  on  infections  of  the  liver,  and  on  ob- 
scure liver  lesions  of  uncertain  etiology. 


The  SURGICAL  TREATMENT  OF  ASTHMA 
has  taken  a few  more  early  steps.  Most  of  the 
few  reports  have  included  a small  number  of 
cases,  an  unsatisfactory  selection  of  cases,  or  a 
high  operative  mortality.  . . . Rienhoff  and  Gay’s 
results  were  half  good  and  half  bad  in  1942; 
Carr  and  Chandler  reported  a good  small  series 
in  1948;  and  now  Brian  Blades,  professor  of  sur- 
gery at  George  Washington,  tells  of  26  cases  with 
only  one  operative  death,  3 deaths  in  the  ensuing 
18  months,  and  19  very  satisfactory  results  . . . 
The  cases  were  not  in  very  good  health  before 
surgery.  Eighty  per  cent  had  sevei’e  emphysema, 
and  50  per  cent  had  cor  pulmonale.  . . . The  pres- 
ent operation  includes  destruction  of  the  pul- 
monary plexus,  division  of  all  visible  branches 
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from  the  vagus  to  the  hilum,  stripping  of  the 
sheaths  from  the  great  vessels  to  the  lung,  and 
section  of  the  pulmonary  ligament.  Three  of  the 
26  were  operated  on  bilaterally.  The  26  were 
chosen  from  290  cases  of  asthma. 


Most  physicians  have  experiences  which  are 
odd  or  bizarre,  though  usually  unpublished.  . . . 
Few  ever  have  the  peculiar  setting  which  Joseph 
Halton,  M.  D.,  has  had  in  Sarasota,  Florida.  Years 
ago  he  expanded  his  practice  to  include  the  PER- 
SONNEL OF  RINGLING  BROTHERS  CIRCUS— 
and  then  to  some  of  the  ANIMALS!  . . . Giving 
paregoric  to  Gargantua,  doing  autopsies  on  gi- 
raffes and  orangutans,  opening  an  abscess  on  an 
elephant  (with  a sinus  four  feet  long),  x-raying 
a black  panthers’  chest,  and  similar  chores  are 
among  his  memoires  (recently  reported  in  the 
Medical  Annals  of  Washington,  D.  C.,  and  the 
Journal  of  the  Florida  Medical  Association). 


Hospitalization  is  a headache.  . . . The  scarcity 
of  beds  and  the  cost  per  day  are  the  chief  causes. 
Aging  of  the  population,  chronic  illnesses,  nos- 
talgia, etcetera,  are  contributing  causes.  . . . The 
HOME  CARE  PLAN,  named  and  used  in  New 
York  City,  is  being  tided  elsewhere.  It  goes  a step 
farther  than  Red  Cross  Nursing  calls,  etc.  . . . The 
cost  per  day  at  the  Montefiore  Hospital  in  1948 
was  $13.00  per  bed;  in  their  home  care  plan  it 
was  $2.50.  The  patient  gets  medical  and  nursing 
visits  by  the  hospital  staff,  and  the  family  gets 
instruction  on  care,  diet,  and  any  simple  ther- 
apy. . . . The  plan  can  not  take  the  place  of  hos- 
pitalization in  many  cases,  but  it  may  fill  a gap. 


NOTES  ON  BCG  VACCINATION  — Dr.  E.  J. 
“Pat”  O’Brien,  famous  chest  surgeon  from  De- 
troit and  president  of  the  American  Association 
for  Thoracic  Surgery,  has  recently  taken  a trip 
around  the  world  to  survey  the  tuberculosis  prob- 
lem. . . . One  of  his  conclusions  is  that  the  dis- 
ease has  barely  been  touched  in  many  places. 
Another,  and  more  amazing  one,  is  that  surgery 
and  other  therapy  are  attacks  at  the  wrong  end 
of  the  problem,  and  he  is  going  to  give  his  presi- 
dential address  on  the  need  for  a tremendous 
vaccination  program — world-wide,  but  certainly 
in  the  U.  S.  where  it  can  be  had.  ...  In  reply  to 
this  paradoxical  attitude,  Dr.  Robert  Bloch  of 
Chicago  (a  recent  convert  to  vaccination)  said, 
“Here  we  have  a powerful  evangelist  for  BCG, 
and  he  turns  out  to  be  a surgeon!  I am  moved 
to  tears!” 

A new  reason  for  wide  use  of  anti-tuberculosis 
vaccination  is  the  very  fact  that  infection  is  be- 
coming more  rare  and  more  people  are  unpro- 
tected; the  lessening  “natural”  infections  must  be 
replaced  by  an  artificial  one. 

There  are  three  sources  of  vaccine  in  the  U.  S. — 
the  Research  Foundation  in  Chicago  (Dr.  Sol  Ros- 
enthal), the  Phipps  Institute  in  Philadelphia  (Dr. 
Aronson),  and  the  New  York  State  Laboratory 


at  Albany  (Dr.  Konrad  Birkhaug).  . . . The  man- 
ufacture of  the  vaccine  has  reached  the  point 
where  the  National  Institute  of  Health  is  about 
to  approve  and  license  the  Research  Foundation 
laboratory — a step  which  means  that  it  can  be 
supplied  for  interstate  commerce,  rather  than 
pure  research.  . . . They  have  a vaccine  nearly 
ready  which  will  keep  for  at  least  6 months.  . . . 
The  laboratory  precautions  are  so  complete  that 
a visitor  must  have  a negative  chest  x-ray  before 
being  allowed  in  the  lab.  area.  . . . Air-condition- 
ing is  separate  and  complete.  The  vaccine  is 
made  anaerobically,  and  routine  testing  has 
shown  that  no  batch  has  been  contaminated  in 
the  entire  13  years  of  operation. 

Dr.  Rosenthal  reports  that  the  Research  Foun- 
dation now  supplies  121  institutions  in  the  U.  S.; 
19  medical  schools;  numerous  places  outside  of 
the  United  States;  all  of  the  vaccine  used  by  the 
USPHS  in  the  Columbus,  Georgia  project,  etc. 


It  is  hard  to  estimate  the  value  of  a medical 
report.  If  people  need  it  and  want  it,  the  news 
gets  around  in  a hurry,  and  the  data  are  quickly 
applied.  . . . The  value  of  a report  on  a medical 
subject  in  a non-medical  magazine  is  equally  ob- 
scure. If  the  effect  depends  on  quality,  it  would 
seem  that  an  article  on  “THE  JAUNDICE 
PLAQUE”  by  Steven  Spencer  in  the  Saturday 
Evening  Post  of  March  25tli,  should  do  a lot  of 
good.  . . . The  story  of  infectious  hepatitis  is  clear 
and  exciting,  and  medicine  should  profit.  . . The 
author  lias  written  another  readable  one  on  sur- 
gery for  lung  cancer  in  a recent  issue. 


A most  amazing  correlation  of  services  is  seen 
on  the  children’s  orthopedic  service  at  the  Uni- 
versity of  Chicago.  . . . Eskimos  from  Alaska  and 
Indians  from  Arizona  are  sent  to  Chicago  for 
treatment  of  bone  and  joint  infection.  . . . The 
Navajo  Indians,  originally  in  the  federal  hos- 
pitals of  the  Indian  Service,  are  sent  with  the 
help  of  the  Episcopal  Church  Mission.  The  Eski- 
mos, who  are  cared  for  by  the  federal  Alaskan 
Native  Service,  are  transferred  by  plane  by  the 
Red  Cross.  ...  At  the  U.  of  C.  they  are  cared  for 
by  the  orthopods,  but  seen  in  consultation  by  the 
chest  service.  . . . The  incidence  of  tuberculosis 
among  Eskimos  is  appalling.  In  some  villages  it 
nears  100%,  among  adults,  and  it  is  impossible  to 
find  foster  homes  for  the  returned  children. 


ARIZONA  MEDICAL  HISTORY  — A Tucson 
physician  was  called  to  attend  a childbirth  in 
Brewery  Gulch  about  50  years  ago.  . . . What  with 
the  long  tr’p  to  the  Bisbee  area  and  other  delays, 
he  arrived  too  late  and  the  child  too  soon.  The 
chief  post-partum  complication  was  the  situation 
of  the  child,  which  had  been  precipitately  born 
into  a crockery  pot.  . . . The  physician  swears 
that  the  rebirth  resembled  the  hatching  of  a 
chick — the  pot  had  to  be  chipped  away  from  the 
healthy  infant. 
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* Doctor  does  not  guarantee 
payment. 


AN  ETHICAL 
FINANCIAL  SERVICE 
FOR  YOUR  PATIENTS- 
FOUNDED  1936 


PA S A D E N A , CALIFORNIA 


MEDICAL  STAFF 

CHARLES  W.  THOMPSON,  M.D.,  F.A.C.P.,  Director 
CLIFTON  H.  BRIGGS,  M.D.,  F.A.C.S.,  Associate  Director 
ETHEL  FANSON,  M.D.  CARLOS  F.  SACASA,  M.D. 

DOUGLAS  R.  DODGE,  M.D.  HERBERT  A.  DUNCAN,  M D. 
KENNETH  P.  NASH,  M.D. 
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THE  ARIZONA  TUBERCULOSIS  AND 
HEALTH  ASSOCIATION 

On  Saturday,  April  1,  1950,  I attended  the 
Annual  Meeting  of  the  Arizona  Tuberculosis  and 
Health  Association  held  at  Maricopa  Inn,  Mesa. 

The  Morning-  Session  was  presided  over  by 
Fred  G.  Holmes,  M.  D.  Mrs.  Christina  Pruitt 
of  Mesa,  Vice  President  of  the  Maricopa  South- 
side  Tuberculosis  and  Health  Association,  deliv- 
ered the  address  of  welcome  with  response  by 
E.  D.  Herreras  of  Tucson,  1st  Vice  President  of 
the  Association.  Approximately  seventy-five 
were  in  attendance,  representing  every  County 
in  the  State,  including  representation  and  a dele- 
gation of  Navajo  Indians.  This  session  was  de- 
voted primarily  to  the  presentation  of  reports 
on  the  year’s  activities  and  accomplishments  of 
its  various  county  groups.  Arizona  has  a tuber- 
culosis death  rate  of  more  than  three  times  the 
United  States  average  and  from  the  content  of 
the  reports  submitted,  the  acute  need  for  more 
adequate  facilities  with  which  to  cope  with  the 
problem,  both  from  the  medical  care  and  facili- 
ties and,  rehabilitation  and  welfare  aspects,  is 
indicated.  Helen  E.  Watkins,  Executive  Secre- 
tary of  the  Association,  submitted  its  annual  re- 
port. Failure  of  the  Legislature  to  appropriate 
$500,000.00  for  more  beds  at  the  State  Tubercu- 
losis Sanatorium  and  shortage  in  the  collection 
of  only  $59,658.00 — 1949  Christmas  Seal  Sale 
with  a goal  of  $75,000.00,  were  the  two  major 
disappointments.  W.  Warner  Watkins,  M.  D., 
former  President,  now  Treasurer,  submitted  the 
financial  report  for  the  fiscal  year,  April  1,  1949 
to  April  1,  1950,  setting  forth  total  receipts  of 
$64,065.07,  total  disbursements  of  $37,841.73 
with  a balance  of  $6,309.65,  after  providing 
$3,000.00  as  a gift  to  Greater  Phoenix  Associa- 
tion and  appropriating  $16,913.69  for  use  in  the 
1950-51  program.  A budget  for  the  fiscal  year 
1950-51  appropriating  $30,800.00  for  estimated 
disbursements  was  presented  and  approved. 

The  Luncheon  Sessior  was  presided  over  by 
Paul  Dawson  of  Yuma  2nd  Vice  President  of 
the  Association.  L.  K.  Swasey,  M.  D.,  Phoenix 
Medical  Chief,  State  T.B.  Hospital,  spoke  on 
“What  to  do  with  a new  case  of  Tuberculosis.’’ 
Mrs.  Olga  Welch  of  Phoenix,  Supervisor  of  Home 
Service,  Maricopa  County  Red  Cross,  spoke  on 
“Cost  of  cai-e  of  the  Family.”  R.  I.  Pierce,  M. 
D.,  Washington,  D.  C.,  Division  T.B.  Control, 


United  States  Public  Health  Service,  spoke  on 
“Total  cost  to  the  Taxpayer.”  Using  statistics, 
he  pointed  out  that  failure  to  detect  and  treat  a 
“positive”  active  case  involving  an  expenditure 
of  approximately  $5,000.00  over  a two-year 
period  might  involve  an  expenditure  of  $45,- 
000.00  through  spread  of  the  disease.  Broda  O. 
Barnes,  M.  D.,  of  Kingman,  spoke  on  “Occupa- 
tional Therapy  in  early  Tuberculosis.” 

The  Afternoon  Session  was  presided  over  by 
E.  D.  Herreras  of  Tucson,  1st  Vice  President  of 
the  Association  and  President  of  the  Pima  Coun- 
ty chapter.  Howell  Randolph,  M.  D.  of  Phoenix, 
President-elect  of  the  Arizona  Chapter,  Ameri- 
can Trudeau  Society,  spoke  on  “Chemotherapy 
in  Tuberculosis.”  Joseph  J.  Saia,  M.  D.  of  Ft. 
Defiance,  Director  T.B.  Sanatorium,  Navajo 
Medical  Center,  spoke  on  ‘ ‘ Tuberculosis  and 
Our  Navajo  Indians.”  He  reported  some  alarm- 
ing statistics  on  the  prevalence  of  T.B.  among 
the  Navajos.  Mrs.  John  H.  Thomas,  Tucson, 
Pima  County  chapter,  reported  on  the  success  of 
“Providing  a Visible  Case  Register  for  the 
County  Health  Department.”  Broda  O.  Barnes, 
M.  D.,  Kingman,  “Education  and  the  Patch 
Test,  ’ ’ suggesting  the  latter  be  undertaken 
among  school  children  during  the  Christmas  Seal 
Sale.  Lloyd  French,  Mesa,  Supt.  Southside  Dis- 
trict Hospital,  spoke  on  “Case  Finding — X-ray 
for  all  Hospital  Admission.”  Paul  Dawson, 
Yuma,  President  Yuma  chapter,  spoke  on  “Pa- 
tient Service  Entertainment”  and  the  success 
of  their  efforts  last  year.  Mrs.  Ben  Orcutt, 
Phoenix,  Director  Regional  V.  A.  Social  Serv- 
ice, spoke  on  “Cooperation  with  Social  Service 
of  Veterans’  Administration. 

A Business  Meeting  of  the  Board  of  Directors 
followed,  which  I attended.  E.  D.  Herreras  of 
Tucson  was  elected  President.  A bequeath  which 
may  approximate  $14,000.00  was  reported  with 
grateful  appreciation. 

The  Dinner  Meeting  was  held  in  a local  school, 
George  V.  Christie  of  Phoenix,  President  of 
Greater  Phoenix  Tuberculosis  and  Health  As- 
sociation, presiding.  Following  dinner  and  a 
musical  program,  Miss  Clarissa  E.  Boyd  of  New 
York  City,  Associate  on  Program  Development 
of  the  National  Tuberculosis  Association,  spoke 
on  “Building  a Program  for  Your  Tuberculosis 
Association.” 

In  conclusion,  I was  impressed  of  the  need 
for  more  and  more  public  education  in  the  pro- 
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THANKS 

FOR  YOUR  WONDERFUL 
WELCOME!! 

WAITT  RANDOLPH  EQUIPMENT  CO. 

Manufacturers  of  "Cardiotachometer" 

The  Electronic  Heart  Sound  Amplifier 

Repair  and  Sales  on  all  Nationally  Known  Brands  of 
Electro-Medical  and  X-ray  Equipment 

539  E.  McDowell  Road  Phoenix,  Arizona 

Telephone  2-561 9 Emergency  5-1221 


DIAGNOSTIC  LABORATORY 

JOHN  FOSTER,  M.  D.,  Radiologist  MAURICE  ROSENTHAL,  M.  D..  Pathologist 

DIAGNOSTIC  X-RAY 
X-RAY  & RADIUM  THERAPY 

CLINICAL  PATHOLOGY 
E.  K.  G.  B.  M.  R. 

Phones  8-1601  - 8-1602 

Medical  Arts  Building,  543  E.  McDowell  Road  Phoenix,  Arizona 


"$eeds  for  Security'' 

DON  A.  SEEDS,  C.  L.  U. 

Life  Insurance  Counselor 

WEST  COAST  LIFE  INSURANCE  CO. 

623  Security  Bldg. 

Phoenix,  Arizona  Phone  3-1957 


DIATHERMY  • ELECTROENCEPHALOGRAPH 
ELECTRONIC  EQUIPMENT 
SERVICE 

Intercommunication  * Music  Systems  • Wire  Recorders  * Radio  * Television 

Sales  and  Service 


PRESCRIPTION 

Complete  line  of 

Hospital  Beds,  Crutches,  Trusses  and 
Surgical  Garments 

KELLY'S  PRESCRIPTION  SHOP 

45  East  Broadway  Phone  3-4701 

TUCSON 

D.  F.  Scheigert  L.  J.  McKenna 


RADIO  ELECTRONICS  DEVELOPMENT  CO. 

1009  N.  Third  Ave.  Phone  3-6767 


Phoenix,  Arizona 
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gram  of  attack  to  Find  - Treat  - Rehabilitate 
persons,  essential  to  the  control  of  Tuberculosis 
and,  in  recognition  that  Arizona,  due  to  its  favor- 
able climate,  continues  to  be  a haven  of  retreat 
for  many  from  all  sections  of  the  Country,  seek- 
ing arrestment  and  cure  of  the  disease,  of  the 
glaring  inadequacy  of  facilities  available  for 
the  care  and  treatment  of  tuberculosis. 

Respectfully  submitted, 

ROBERT  CARPENTER 
Executive  Secretary. 


THE  NATIONAL  EDUCATIONAL 
CAMPAIGN 

April  -I,  1950 

To : State  Medical  Societies 

The  1950  endorsement  drive  of  the  National 
Education  Campaign,  reflecting  the  rapidly 
broadened  front  of  public  support  for  medicine ’s 
cause,  continues  to  gain  momentum ! 

As  of  March  15,  a total  of  4,181  National, 
State  and  local  organizations  had  taken  a stand 
in  opposition  to  Compulsory  Health  Insurance 
and  in  favor  of  Voluntary  Health  Insurance. 
This  marks  a gain  of  1,420  new  resolutions  in  the 
6-week  period  since  January  31. 

Enclosed  is  a supplemental  tabulation  by 
States,  showing  the  numbers  of  organizations  on 
record  as  of  January  31  and  March  15,  1950, 
and  giving  the  increases  between  those  two  dates. 
It  is  significant  to  note  that  most  of  the  sizeable 
gains  have  been  chalked  up  in  States  which  have 
undertaken  the  new  program  of  field  work  with 
the  assistance  of  representatives  from  the  Na- 
tional Campaign  Headquarters. 

The  4,181  National,  State  and  local  groups, 
classified  according  to  type  of  organization,  line 


up  as  follows : 

Medical  and  Allied 1033 

Insurance  — . 117 

Farm  239 

Veteran  385 

Religious  56 

Women’s  ....1768 

Civic  Clubs  321 

Other  Groups  262 


Let’s  maintain  and  accelerate  the  endorsement 
drive.  Let’s  make  every  U.  S.  Senator  and  Rep- 
resentative aware  that  the  people  “back  home’ 
do  not  want  compulsion  in  the  field  of  health 
insurance  and  medical  care. 

Sincerely, 

WHITAKER  & BAXTER. 


ROCKLIN'S 

PROFESSIONAL  PHARMACY 

Where  Pharmacy  Is  a Profession 

39  East  Monroe  Street 
6 Doors  East  of  Professional  Bldg. 
Phone  3-3470 
PHOENIX,  ARIZONA 


24  Hour  Rx  Service 

NICHOLLS'  SOUTHERN  AVENUE 
PHARMACY 

8-1852  4-0094 

Night  Phone  2-9871 
South  Phoenix 


INDIAN  SCHOOL  PHARMACY 

9 a.  m.  to  10  p.  m. 

7 days 

GEORGE  BATCHELDER 

Third  St.  and  Indian  School  Road 
Phone  5-2484 
Phoenix,  Arizona 


THE  PRESCRIPTION  SHOP 

A Professional  Pharmacy 

RALPH  YONTZ,  R.  PH. 

1 05  W.  Boston  St.  Chandler,  Arizona 

Phone  5541 


CROWN  DRUG,  INC. 

1838  Grant  Avenue 
1802  E.  Indian  School  Rd. 
312  West  McDowell  Rd. 
Phoenix 

Also  at  Chandler,  Arizona 


GUY  FISHER 

Business  Properties  - Ranches  - Estates 

Phone  3-064G  125  West  Monroe 

Phoenix,  Arizona 
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LOS  ANGELES  ANATOMICAL  INSTITUTE 

(Graduate  Medical  School) 
offers 

SUMMER  REFRESHER  COURSES  DURING 


JUNE  — JULY  — AUGUST  — 1950 


FOR  THE  GENERAL 
SURGEON 

Courses  in  Surgical  Anatomy 
(Dissection),  Surgical  Pathol- 
ogy, Neoplasms  of  Head  and 
Neck,  Anatomy  Female  Pelvis. 


FOR  THE  GENERAL 
PRACTITIONER 

Clinical  Physiology,  Peripheral 
Vascular  Diseases,  Pathology, 
Neoplastic  Diseases,  Psycho- 
somatic Medicine. 


For  Information  Address 

REGISTRAR 


4154  So.  Vermont  Ave.,  Los  Angeles  37,  California 


CLIFFORD  A.  LOKEN,  Ph,  T. 

“ Equalized  Foot  and  Body  Balance” 

311  East  McDowell  Rd.  Phone  3-6956 
Phoenix,  Arizona 


E.  S.  MILLER  LABORATORIES, 
INC. 

Manufacturers  of 

CHEMICALS  and  PHARMACEUTICALS 

DAN  J.  LEDWIDGE 

Arizona  Representative 

412:1  Xo.  17th  St.  Telephone  5-5891 

Phoenix,  Arizona 


Culver  s Rest  Home 

GLENDALE 

Reasonable  Beautiful  Acreage  Accredited 

No  Tuberculars  or  Open  Carcinoma 
Cases  Accepted 

120  W.  B Street  Phone  549 


It  is  important  to  all  members  of  the 
Association  to  patronize  the  advertisers 
who  use  space  in  our  Journal.  They  pay 
the  bills  and  make  it  possible  for  a bigger 
and  better  journal. 


JULIUS  CITRON,  D.  S.  C., 

F.  P.  R.  S. 

DISORDERS  OF  THE  FOOT 

517  West  McDowell  Road 
Hours  9-5  Phone  2-9312 

Phoenix,  Arizona 


LU.  CRECE  B.  DOWELL,  M.  S. 

Medical  Laboratories 
31/2  East  Fifth  Street,  Tempe,  Arizona 


South  Side  District  Hospital  Laboratories 
21  South  Hibbert,  Mesa,  Arizona 


TELEX  HEARING  CENTER  by 


PAUL  E.  LAU,  State  Mgr. 

PHONE  8-5612 

311  HEARD  BLDG.  PHOENIX,  ARIZONA 


DOCTORS  DIRECTORY  ESTABLISHED 
1920 
3-4189 

Emergency  calls  given  special  attention.  We  will 
locate  your  doctor  before  or  after  office  hours. 

BERTHA  CASE,  R.  N.,  Director 
ADA  JOY  CASE 

1493  East  Roosevelt 
Phoenix,  Arizona 
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Both  Arizona  Blue  Cross  and  Arizona  Blue 
Shield  showed  steady  enrollment  gains  during 
the  first  quarter  of  1950,  it  is  announced  by  L. 
Donald  Lau,  Executive  Director. 

Blue  Cross  enrollment  at  the  end  of  March  was 
112,667,  a net  gain  of  2,835  for  the  three-month 
period.  There  were  40,374  Blue  Cross  contracts 
in  force  at  the  end  of  March,  with  an  average  of 
2.79  participants  per  contract. 

The  net  enrollment  in  Blue  Shield  at  the  end 
of  March  was  55,675,  as  compared  with  53,198  at 
the  end  of  1949  — a gain  of  2,467  for  the  quar- 
ter. Blue  Shield  had  an  average  of  2.95  partici- 
pants on  18,011  contracts. 


Dr.  Paul  R.  Hawley,  Chief  Executive  Officer 
of  the  National  Blue  Cross  and  Blue  Shield  Com- 
missions, resigned  effective  March  1 to  become 
Director  of  the  American  College  of  Surgeons. 
He  retained  the  presidency  of  Blue  Cross’  Health 
Service,  Inc.,  organized  last  November  to  offer 
uniform  benefits  to  employees  of  large  industrial 
and  business  groups  operating  in  the  areas  of 
several  of  the  ninety  Blue  Cross  Plans.  In  his 
new  position  Dr.  Hawley  succeeded  Dr.  Malcolm 
T.  MacEachern,  who,  as  Director  Emeritus,  will 
devote  a major  part  of  his  time  to  supervision 
of  the  College’s  hospital  standardization  pro- 
gram. 


now  covered  by  some  voluntary  plan  for  the  pre- 
payment of  hospital  care,  and  it  concludes  that 
if  this  can  be  done  at  a time  when  the  plans  are 
still  relatively  new,  the  government  has  a weak 
case  in  arguing  that  compulsion  is  the  only  an- 
swer. Incidentally,  the  ninety  Blue  Cross  Plans, 
with  a total  enrollment  of  more  than  35,000,000 
now  cover  more  than  a fifth  of  the  country’s 
population. 

The  Hospital  Service  Association  of  Toledo, 
Ohio,  reports  that  insurance  statisticians  com- 
piled the  following  information  after  a study  of 
10,000  workers : Seven  payments  for  accidental 
death  and  dismemberment  occur ; 77  for  life  in- 
surance; 1,700  for  accidents  and  sickness;  and 
2,500  for  hospital  service  benefits  for  the  work- 
er and  his  family.  This  is  evidence,  the  Associa- 
tion says,  that  Blue  Cross  is  offering  precisely 
the  service  most  needed  by  the  worker. 


The  Blue  Cross  Commission  reports  that  more 
than  327  million  dollars  were  paid  to  hospitals 
by  the  voluntary,  non-profit  Blue  Cross  Plans 
for  the  care  of  4,512,329  members  during  1949. 
Last  year’s  payments  exceeded  the  1948  totals 
by  almost  $57,000,000,  and  represented  the  larg- 
est percentage  of  income  that  has  been  paid 
during  any  previous  12-month  period. 


Here’s  a quote  from  British  Health  Minister 
Bevan,  as  reported  in  the  Chicago  Daily  News: 
Speaking  to  a college  audience,  Bevan  said : 
“Now  that  we  have  got  the  national  health  serv- 
ice based  on  free  prescriptions,  I shudder  to  think 
of  the  ceaseless  cascade  of  medicine  which  is 
pouring  down  British  throats  at  the  present  time. 
I wish  I could  believe  that  its  efficacy  was 
equal  to  the  credulity  with  which  it  is  being 
swallowed.  ” 


Insurance  Economics  Surveys  reports  that 
more  than  a third  of  the  nation’s  population  is 


Total  income  for  all  Blue  Cross  Plans  in  1949 
was  $338,193,814  and  the  payments  to  hospitals 
represented  84.6  per  cent  of  that  amount,  the 
Commission  reported. 


“Blue  Cross  is  the  best  buy  available  for  hos- 
pital service  benefits,”  it  was  reported  by  Harry 
Becker,  director  of  the  social  security  depart- 
ment of  the  International  PAW-CKO  after  a 
study  of  seventeen  insurance  plans  in  which 
the  level  of  benefits  most  nearly  approached  full 
payment  of  hospital  costs.  ‘ ‘ This  decision  was 
made  on  a dollar-and-cents  basis  and  not  on  the 
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basis  of  any  ideological  consideration*  or  any 
social  considerations,”  Becker  said. 


A recent  report  of  the  United  States  Bureau 
of  Labor  Statistics  shows  that  bills  for  medical 
and  hospital  care  were  30  per  cent  lower  in  1948 
than  the  general  consumer  price  index.  While 
other  tilings  increased  171.2  per  cent  over  the 
1985-39  price  index,  doctor  and  hospital  bills 
increased  only  141  per  cent. 


Blue  Shield  now  covers  more  than  14,000,000 
persons,  it  is  reported  by  the  Blue  Shield  Com- 
mission. This  represents  a national  growth  of 
5,300,000  since  the  end  of  1948.  Nation-wide, 
more  than  $100,000,000  in  benefits  were  received 
by  Blue  Shield  subscribers  last  year. 


(Book  (Review* 


PRIMER  OF  ALLERGY.  By  Warren  T.  Vaughn,  M.S..  M.D., 
Richmond,  Va.  With  illustrations  by  John  P.  Tillery;  Third 
edition  revised  by  J.  Harvey  Black,  M.  D.,  Dallas,  Texas.  Pp. 
167  with  index.  Price  $3.50.  The  C.  V.  Mosby  Company,  St. 
Louis,  1950. 

Here  is  a book  that  is  more  than  its  title  would 
indicate.  It  is  more  than  a primer  for  it  is  a 
fairly  comprehensive  presentation  of  the  essen- 
tial concepts  of  our  present  day  knowledge  of 
allergy,  and  in  language  that  the  patient  can 
understand ! For  the  specialist  there  may  be 
nothing  new  here,  but  I suspect  that  even  the 
seasoned  allergist  may  glean  numerous  sugges- 
tions for  instructing  and  managing  his  patients. 
The  physician  who  treats  only  a few  allergic 
patients  or  none,  as  well  as  the  patient,  will 
probably  add  to  their  education  by  reading  this 
book.  This  education  will  be  sugar-coated,  as 
the  style  of  writing  is  delightful  and  easy  to 
read.  The  cartoon  illustrations  are  pointed  an  4 
amusing.  The  author  in  his  preface  “hopes  (it) 
will  be  adjudged  a reasonably  good  bedtime 
story,”  and  it  is. 

On  the  title  page  the  book  is  described  as  “a 
guidebook  for  those  who  must  find  their  way 
through  the  mazes  of  this  strange  and  tantaliz- 
ing state.”  Therein  lies  the  suggestion  for  its 
greatest  usefulness.  If  I were  an  allergist  1 
think  I would  supply  this  book  or  prescribe  it 
for  every  patient  at  his  first  visit.  I think  it 
would  save  hours  of  explanation  for  the  multi- 


tude of  symptoms  which  plague  the  allergic 
patient,  and  1 think  the  patient  would  be  much 
more  cooperative  and  responsive  to  treatment 
for  having  read  it. 

You  may  rightfully  conclude  that  I enjoyed 
reading  this  book.  I think  most  physicians  with 
any  interest  in  allergy  would  do  likewise. 
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SPENCER  SUPPORT  SHOP 

W 

B.  & Maude  Keen,  Dealers 

Phone  3-4623 

TOG  N.  First  Street 

Phoenix,  Arizona 
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when  an  Orthopedic 

MATTRESS  IS  INDICATED 

Restful,  healthful  body  adjustment  is 
supplied  by  the  Spring  Air  Back  Supporter 
Mattress,  with  its  high  density  construction 
of  lightly  compressed  coils  of  extra  large 
diameter.  Made  of  conventional,  time-proven 
materials,  to  a new  design  which 
provides  positive  back  support  without 
interfering  with  circulation.  See  it 
at  your  favorite  furniture  store  . . . 
recommend  it  with  confidence. 


Manufactured  in  Phoenix  by 
SOUTHWEST  MATTRESS  CO. 
1710  EAST  WASHINGTON  ST. 
PHOENIX,  ARIZONA 


ARIZONA  GOAT 
DAIRY 

"It's  A Good  Food" 

Carl  G.  Wilson,  M.  D.,  of  Palo  Alto,  Calif., 
states : “I  am  irrevocably  convinced  that 
goat’s  milk  is  the  best  substitute  for  hu- 
man milk  for  infant  feeding,  not  only  be- 
cause of  its  close  similarity  chemically  and 
physically,  but  also  the  readiness  with 
which  the  infant’s  digestive  organs  receive 
and  digest  goat’s  milk.”  * 

Health  Department  License 
Grade  A Pasteurized 

1551  E.  Bethany  Home  Road 
Phoenix,  Arizona 

Phone  5-4988 
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WOMAN'S  .AUXILIARY 


PIMA  COUNTY  MEDICAL  AUXILIARY 
NEWS 

The  officers  of  Pima  County  Medical  Auxili- 
ary decided  to  dispense  with  the  regular  April 
meeting  and  have  a “Get  Acquainted”  Bridge 
and  Canasta  Party — which  they  did  at  The 
Lodge-on-the-Desert,  April  11th. 

A very  short  'business  meeting  was  held  under 
the  trees  in  the  beautiful  patio. 

Dr.  Francis  J.  Bean,  Superintendent  of  Pima 
County  Hospital,  told  of  the  need  of  a Woman’s 
Auxiliary  to  the  Pima  County  Hospital.  He 
stressed  the  fact  that  personal  services  were 
needed  rather  than  financial  aid;  and  explained 
the  change  in  public  relations  when  lay-people 
were  allowed  to  be  on  the  “inside”  of  the  run- 
ning of  a hospital.  (No  action  was  taken  by 
the  Auxiliary.) 

Mrs.  Darwin  Neubauer,  Chairman  of  the 
Philanthropic  committee,  announced  that  cribs, 
mattresses,  chests,  etc.,  had  been  purchased  for 
the  Arizona  Children’s  Home  and  various  need- 
ed items  for  the  Square  and  Compass  Crippled 
Children’s  Clinic. 

Delightful  refreshments  were  served,  after 
which  Bridge  and  Canasta  were  in  order. 

Hostesses  for  the  afternoon  were : Mrs.  Don- 
ald Schell,  Chairman;  Mmes.  J.  H.  Woodard, 
R.  A.  Wilson,  W.  P.  Steen,  A.  Harry  Neffson, 


FARNEY  & MARTS  REALTY 

54  South  MacDonald,  Mesa,  Arizona 
Phone  5424 

Homes  - Ranches  - Businesses 
Investment  Property  - Property  Management 
FHA  Loans  - Insurance 


CATERING  ICE  CREAM  CO. 

QUALITY  ICE  CREAM  WITH 
CHOICE  OF  MANY  FLAVORS 

ROY  SWANBERG 

PHONE  5-9278 
4407  North  Seventh  Street 
Phoenix,  Arizona 


L.  Lindberg,  Id.  E.  Kosanke,  IT.  G.  Atha,  C.  H. 
Kuhlman,  J.  A.  Omer,  W.  G.  Shultz  and  C. 
N.  Sarlin. 


HEALTH  DAY  IN  MIAMI-GLOBE 

Hats  off  to  Gila  County  Medical  Auxiliary! 
On  April  7,  at  the  Cobre  V alley  Country  Club, 
the  twelve  members  of  this  auxiliary,  spear- 
headed by  their  capable  president,  Mrs.  Cyril 
Cron,  sponsored  a Health  Day  Program. 

The  Country  Club  was  beautifully  decorated 
with  mountain  laurel,  purple  iris,  and  Easter 
lilies.  At  2 P.  M.  Dr.  A.  James  Fillmore  of 
Mesa  addressed  a large  group  of  women  from 
the  Miami-Globe  area.  Following  his  talk  Mrs. 
Cron  brought  forth  a huge  container  decorated 
in  an  Easter  motif.  This  was  well  filled  with 
hundreds  of  tickets  for  a prize  of  a wing  chair. 
The  number  of  tickets  sold  by  the  members  of 
this  auxiliary  during  the  past  six  weeks  attests 
to  their  resourcefulness  and  energetic  activity. 
The  money  they  collected  will  be  used  for  fur- 
nishings in  their  new7  Gila  County  Hospital. 

Refreshments  wrere  served  this  large  group  of 
women  and  a very  pleasant  social  afternoon 
wras  had  by  all.  A group  of  auxiliary  members 
from  Phoenix  and  Tucson  motored  up  for  the 
program,  and  were  inspired  by  the  work  of  this 
small  but  active  auxiliary. 
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NEUROLOGY  and  PSYCHIATRY 


EDWARD  BLANK,  M.  D. 

CHARLES  W.  SULT,  Jr.,  M.  D. 

PSYCHIATRY  and  NEUROLOGY 

RICHARD  E.  H.  DUISBERG,  M.  D. 

Diplomates  of  the  American  Board 

733  West  McDowell  Road 

Phoenix 

NEUROLOGY,  PSYCHIATRY  AND 
ELECTROENCEPHALOGRAPHY  i 

Hours  by  Appointment 

419  Professional  Building  Phoenix,  Arizona 

OTTO  L.  BENDHEIM,  M.  D. 

MILTON  H.  ERICKSON,  M.  D. 

NEUROLOGY  and  PSYCHIATRY 

PSYCHOTHERAPY  AND  PSYCHIATRY 

Certified  by  American  Board  of 

1515  North  Ninth  Street 

Psychiatry  and  Neura'ogy 

PHOENIX,  ARIZONA 

Certified  by  American  Board  of 
Psychiatry  and  Neurology 

32  West  Cypress  Street  Phone  2-4254 

Phoenix,  Arizona 

HOSPITAL  NEUROLOGICAL  SURGERY 


WALTER  V.  EDWARDS,  Jr.,  M.  D. 


Lawrence  Memorial  Hospital 


JOHN  RAYMOND  GREEN,  M.  D. 

Certified  by  the  American  Board 
of  Neurological  Surgery 


Cottonwood,  Arizona 


1010  Professional  Building 
Telephone  8-3756 
PHOENIX,  ARIZONA 


UROLOGY 


MERRIWETHER  L.  DAY,  M.  D. 

F.  A.  C.  S. 

Diplomate  of  The  American 
Board  of  Urology 

LADDIE  L.  STOLFA,  M.  D. 

i Lois  Grunow  Memorial  Clinic 

926  East  McDowell  Road 

Tel.  4-3674  Phoenix 

W.  G.  SHULTZ,  M.D.,  F.  A.  C.  S. 

Diplomate  of  The  American 
Board  of  Urology 

1010  N.  Country  Club  Road 
Telephone  5-2609  Tucson,  Arizona 

PAUL  L.  SINGER,  M.  D.,  F.  A.  C.  S. 

Certified  American  Board  of 
UROLOGY 

39  West  Adams  Street  Phone  3-1739 

PHOENIX,  ARIZONA 

DONALD  B.  LEWIS,  M.  D. 

UROLOGY 

1 23  So.  Stone  Ave.  Phone  4500 

Tucson,  Arizona 
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UROLOGY—  (Cont'd.) 


james  h.  McDonald,  m.  d. 

ROBERT  H.  CUMMINGS,  M.  D. 

UROLOGY 

Diplomate  of  the 
American  Board  of  Urology 

711  Professional  Building  Te'ephone  8-0969 

808  Professional  Building 

Phoenix,  Arizona 

15  East  Monroe  Phone  4-3577 

Phoenix,  Arizona 

INTERNAL  MEDICINE 


ROBERT  S.  FLINN,  M.  D. 

INTERNAL  MEDICINE 

CARDIOLOGY  and  ELECTROCARDIOGRAPHY 

1118  Professional  Building 
Phone  4-1078 
Phoenix,  Arizona 


DANIEL  H.  GOODMAN,  M.  D. 

INTERNAL  MEDICINE  CARDIOLOGY 

ELECTRO  CARDIOGRAPHY 

607  Heard  Bldg.  Phone  4-7204 

Phoenix,  Arizona 


JESSE  D.  HAMER,  M.  D. 

1 

F.  A.  C.  P. 

INTERNAL  MEDICINE 

CARDIOLOGY 

Suite  910 

Phoenix 

1 5 E.  Monroe  St. 

Arizona 

KENT  H.  THAYER,  M.  D. 

INTERNAL  MEDICINE 
Diplomate  of  the  American  Board 
of  Internal  Medicine 

ROBERT  H.  STEVENS,  M.  D. 

INTERNAL  MEDICINE 
ALLERGY 

1313  North  Second  Street 
Phone  3-8907 
Phoenix,  Arizona 


FRANK  J.  MILLOY,  M.  D. 

JOSEPH  BANK,  M.  D. 

Diplomate  of 

F.  A.  C.  P. 

American  Board  of  Internal  Medicine 

INTERNAL  MEDICINE 
611  Professional  Building 

American  Board  of  Gastroenterology 

JOHN  W.  FINDLEY,  Jr.,  M.  D. 

GASTROENTEROLOGY,  GASTROSCOPY 

Phone  4-2171 
Phoenix,  Arizona 

800  North  First  Avenue  Phone:  4-7245 

PHOENIX,  ARIZONA 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

HAROLD  F.  STOLZ,  M.  D. 

M.  S.  in  Medicine 

Diplomate,  American  Board  of  Internal  Medicine 

INTERNAL  MEDICINE  AND 

ARIZONA  MEDICINE 

DISEASES  OF  THE  HEART 

401  Heard  Bldg. 
PHOENIX,  ARIZONA 

Telephone  2-1262  614  N.  Fourth  Avenue 

Tucson,  Arizona 
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INTERNAL  MEDICINE—  (Cont'd.) 


W.  PAUL  HOLBROOK,  M.D.,  F.A.C.P. 

DONALD  F.  HILL,  M.D.,  F.A.C.P. 
CHARLES  A.  L.  STEPHENS,  Jr.,  M.D. 
LEO  J.  KENT,  M.  D. 

Tucson,  Arizona  Phone  5-151  1 

PHYSICAL  MEDICINE  ALLERGY 

M.  E.  FULK,  M.  D. 

GLENDALE  CLINIC  HOSPITAL 
Clinic  Open  Daily:  9 a.m.  to  6 p.m. 

Sundays  and  Holidays  by  Appointment 

245  East  A Avenue  Phone  240 

Glendale,  Arizona 


E.  A.  GATTERDAM,  M.  D. 

ALLERGY 

15  E.  Monroe  St.,  Professional  Bldg. 
Office  Hours:  11  A.  M to  5 P.  M. 
Phoenix,  Arizona 


ROBERT  E.  RIDER,  M.  D. 

INTERNAL  MEDICINE 
ELECTROCARDIOGRAPHY 

Del  Sol  Hotel  Bldg.  Phone  26 

Yuma,  Arizona 


CHEST  DISEASES  AND  SURGERY 


HENRY  J.  STANFORD,  M.  D. 

THORACIC  SURGERY 

Diplomate  American  Board  of  Surgery  and 
The  Board  of  Thoracic  Surgery 

2530  E.  Broadway  Phone  5-1531 

Tucson,  Arizona 


PROCTOLOGY 


WALLACE  M.  MEYER,  M.  D. 

PROCTOLOGY 

903  Professional  Bldg. 

Phone  2-2822  - 3-4189 
Phoenix,  Arizona 


GEORGE  D.  BOONE,  M.D.,  F.A.C.S. 

DISEASES  AND  SURGERY  OF  THE  CHEST 

601  East  Sixth  Street  Telephone  4-1561 

TUCSON,  ARIZONA 

CLINIC 

MESA  MEDICAL  CENTER 

MARK  H.  WALL,  M.  D. 
FRANKLIN  B.  LANEBACK,  M.  D. 

J.  EDWIN  KEPPEL,  M.  D. 

206  East  Main  St. 

Mesa,  Arizona 

Office  Phone  4350 


BUTLER  CLINIC 
D.  E.  NELSON,  M.  D. 
F.  W.  BUTLER,  M.  D. 

501-505  Fifth  Avenue 
SAFFORD,  ARIZONA 


SUN  VALLEY  CLINIC 

34  North  Macdonald 


MESA,  ARIZONA 
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ORTHOPEDIC  SURGERY 


GEORGE  L.  DIXON,  M.  D. 

GEO.  A.  WILLIAMSON,  M.D.,  F.A.C.S. 

ORTHOPAEDIC  SURGERY 

LEO  L.  TUVESON,  M.  D. 

Diplomate  of  the  American  Board 

of  Orthopaedic  Surgery 

ORTHOPAEDIC  SURGERY 

744  N.  Country  Club  Road  Telephone  5-1533 

800  North  First  Ave.  Telephone  2-2375 

TUCSON,  ARIZONA 

PHOENIX,  ARIZONA 

ROBERT  E.  HASTINGS,  M.D.,  F.A.C.S. 

JAMES  LYTTON-SMITH,  M.  D. 

ALFRED  0.  HELDOBLER,  M.  D. 

RONALD  S.  HAINES,  M.  D. 

JOHN  H.  RICKER,  M.  D. 

Diplomates  American  Board  of  Orthopaedic 
Surgery 

STANFORD  F.  HARTMAN,  M.  D. 

Section  on 

ORTHOPAEDIC  SURGERY 
1811  East  Speedway 

ORTHOPEDIC  SURGERY 
Lois  Grunow  Memorial  Clinic 

926  East  McDowell  Road 

TUCSON,  ARIZONA 

Phoenix,  Arizona 

PHYSICIANS  and  SURGEONS 


GEORGE  B.  IRVINE,  M.  D. 

D.  T.  MOATS,  M.  D. 

W.  G.  PAYNE,  M.  D. 

PHYSICIAN  AND  SURGEON 

PHYSICIANS  AND  SURGEONS 

Office  Phone  2-6672  Home  Phone  5-8849 

8 West  Fifth  Street  Phone  526 

312-316  W.  McDowell  Road 

Tempe,  Arizona 

Phoenix,  Arizona 

ANESTHESIOLOGY 


THIS  SPACE  FOR  SALE 

LOUISE  BEWERSDORF,  M.  D. 

FOR  INFORMATION  AND  RATES 

F.  A.  C.  A. 

write  to 

ANESTHESIOLOGY 

ARIZONA  MEDICINE 

208  West  Glenrosa 

401  Heard  Bldg. 

Phone  5-4471  - 8-2392 

PHOENIX,  ARIZONA 

Phoenix,  Arizona 

DERMATOLOGY 


HARRY  A.  CUMMING,  M.  D. 

DERMATOLOGY 

Diplomate  of  American  Board 
of  Dermatology  and  Syphilology 

Phone  8-4883 

1313  North  Second  Street  Phoenix,  Arizona 


KENNETH  C.  BAKER,  M.  D. 

DERMATOLOGY 


Telephone  3-0602  729  N.  Fourth  Ave. 

Tucson,  Arizona 
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DERMATOLOGY 


GEORGE  K.  ROGERS,  M.  D. 

THIS  SPACE  FOR  SALE 

DERMATOLOGY 

FOR  INFORMATION  AND  RATES 

Diplomate  of  American  Board  of 

write  to 

Dermatology  and  Syphilology 

ARIZONA  MEDICINE 

Phone  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 

401  Heard  Bldg. 
PHOENIX,  ARIZONA 

OBSTETRICS  and  GYNECOLOGY 


HENRY  A.  SIEGAL,  M.  D. 

1109  Professional  Bldg. 

Diplomate  of  American  Board  of  Obstetr  cs 
and  Gynecology 

Office  Phone  2-8131 
Directory  - 3-4189 
Phoenix,  Arizona 


HARRY  J. 

FELCH,  M.  D. 

Physician 

and  Surgeon 

Residence 

Office 

325  W.  Granada 
Phoenix,  Arizona 
Residence  3-1  151 

703  Professional  Bldg. 
1 5 E.  Monroe  Street 
Office  3-1151 

PATHOLOGICAL  LABORATORIES 


G.  O.  HARTMAN,  M.  D. 

PATHOLOGICAL  LABORATORY 
20  E.  Ochoa  St.  Phone:  3-4861 

TUCSON,  ARIZONA 


PATHOLOGICAL 

LABORATORY 

507  Professional  Building 

Telephone  3-4105 

W.  WARNER  WATKINS  AND 

ASSOCIATES 

1313  North  Second  Street 

Telephone  8-3484 

Phoenix, 

Arizona 

EYE,  EAR,  NOSE  and  THROAT 


DUNCAN  G.  GRAHAM,  M.  D. 

EYE,  EAR,  NOSE  and  THROAT 
Certified  by  American  Board  of  Otolaryngology 

1 1 4 West  Pepper  Street 
Mesa,  Arizona 

JOHN  S.  MIKELL,  M.  D. 

1811  East  Speedway 
Tucson,  Arizona 

EAR,  NOSE  AND  THROAT 
BRONCHOSCOPY 

BERNARD  L.  MELTON,  M.  D. 

F.  A.  C.  S.,  F.  1.  C.  S. 

PERRY  W.  BAILEY,  M.  D. 

EYE,  EAR,  NOSE  AND  THROAT 

Certified  by  American  Board  of  Ophtha'mology 

EYE,  EAR,  NOSE  AND  THROAT 

Certified  by  American  Board  of  Otolaryngology 

JOHN  J.  McLOONE,  M.  D. 

Telephones:  Office  8-0661;  Residence  2-6233 

EYE,  EAR,  NOSE  AND  THROAT 

BRONCHOSCOPY  AND  ESOPHAGOSCOPY 

Office:  39  W.  Adams,  1 17  Winters  Bldg., 

605  Professional  Bldg.  Phone  3-8209 

PHOENIX,  ARIZONA 

PHOENIX,  ARIZONA 
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ARCHIE  E.  CRUTHIRDS,  M.  D., 

F.  A.  C.  S.,  F.  I.  C.  S. 

EYE,  EAR,  NOSE  AND  THROAT 
Certified  by  American  Board  of  Otolaryngology 
American  Academy  of  Ophthalmology  and 
Otolaryngology 

1011  Professional  Bldg.  Phone  3-5121 

Phoenix,  Arizona 


H.  FIELDING  WILKINSON,  M.  D. 

Organic  Diseases  and  Psychogenic  Disorders  of 
Eye,  Ear,  Nose  and  Throat 

Refractions  (Fitting  of  Glasses) 

39  West  McDowell  Road  Phone  8-3167 

Phoenix,  Arizona 


SURGERY 


L.  MANOIL,  M.  D. 

SURGERY  AND  GYNECOLOGY 

34  W.  Lynwood  Phone  3-3092 

Phoenix,  Arizona 

LOWELL  C.  WORMLEY,  M.  D. 

SURGERY  AND  UROLOGY 
1202  East  Washington 
Office  Phone  3-2273 
Phoenix,  Arizona 

ALFRED  D.  LEVICK,  M.  D. 

DELBERT  L.  SECRIST.  M.  D., 

PROCTOLOGY 

F.  A.  C.  S. 

1 1 37  West  McDowell  Road 

1 23  South  Stone  Avenue 

Phones  8-2194  - 3-4189 

Tucson,  Arizona 

Phoenix,  Arizona 

Office  Phone  2-3371  Home  Phone  5-9433 

H.  D.  KETCHERSIDE,  M.  D. 

SURGERY  and  UROLOGY 

DONALD  A.  POLSON,  M.  D. 

GENERAL  SURGERY 

Certified  by  the  American  Board  of  Surgery 
800  North  First  Avenue 
Phone  4-7245 
Phoenix,  Arizona 


W.  R.  MANNING,  M.  D„  F.  A.  C.  S. 

SURGERY 

Diplomate  American  Board  of  Surgery 

620  North  Country  Club  Road  Phone  5-2687 
Tucson,  Arizona 


LOUIS  P.  LUTFY,  M.  D. 

SURGERY  and  GYNECOLOGY 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

301  West  McDowell  Rd.  Phone  3-4200 

ARIZONA  MEDICINE 

Phoenix,  Arizona 

401  Heard  Bldg. 
PHOENIX,  ARIZONA 
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GENERAL  MEDICINE 

GENERAL  PRACTICE 

SAMUEL  R.  JOSEPH,  M.  D. 

RAYMOND  1.  McGSLVRA,  M.  D. 

PHYSICIAN  AND  SURGEON 

GENERAL  PRACTICE 

Office  Phone  5-9645  Res.  Phone  5-2365 

307  E.  Indian  School  Road 

Directory  Phone  3-4189 

Office  Phone  5-0750 

71  1 West  Thomas  Road 

Office  Hours:  10-12  and  2-5  By  Appointment 

Phoenix,  Arizona 

Phoenix,  Arizona 

J.  REICHERT,  M.  D. 

PAUL  S.  ARMOUR,  M.  D. 

General  Practice 

Office  Phone  4-0293 

CARDIO  VASCULAR  DISEASES 

If  No  Answer,  Call  3-4189 

ELECTROCARDIOGRAPHY 

543  East  McDowell  - Medical  Arts  Building 

303  West  McDowell  Rd.  Office  Phone  4-7028 

Phoenix,  Arizona 

Phoenix,  Arizona 

RADIOLOGY 


GOSS  - DUFFY  LABORATORY 

PATHOLOGICAL  LABORATORY 

507  Professional  Building  Telephone  3-4105 

X-RAY  AND  CLINICAL  DIAGNOSIS 

MEDICAL  CENTER  X-RAY 
LABORATORY 

316  West  McDowell  Road 

1313  North  Second  Street  Telephone  8-3484 

W.  Warner  Watkins,  M.D.  R.  Lee  Foster,  M.D. 

John  W.  Kennedy,  M.  D. 

Phoenix,  Arizona 

Diplomates  of  American  Board  of  Radiology  \ 

Phoenix,  Arizona 

DRS.  HAYDEN,  PRESENT,  WELSH 
AND  HILEMAN 

MARCY  L.  SUSSMAN,  M.  D., 

Diplomates  of 

American  Board  of  Radiology 

F.  A.  C.  R. 

Diplomate  of  American  Board  of  Radiology 

DIAGNOSTIC  ROENTGENOLOGY 

801  North  Second  Ave. 

I 23  East  Ochoa 

Telephone  8-  1 027 
Phoenix,  Arizona 

Tucson 

CHILDREN'S  DISEASES  SPEECH  PATHOLOGY 


WILLIAM  F.  SCHOFFMAN,  M.  D. 

ROBERT  N.  PLUMMER,  Ph.  D. 

CECILIA  H.  SHEMBAB,  M.  D. 

SPEECH  PATHOLOGY 

JAMES  L.  COFFEY,  M.  D. 

including 

Lip  Reading  and  Speech  for  the  Deaf 

DOCTORS  BUILDING 

Professional  Member 

316  West  McDowell  Road  Telephone  4-7287 

Phoenix,  Arizona 

American  Speech  and  Hearing  Association 

Medical  Arts  Bldg.  Phone  3-2051 

Phoenix,  Arizona 

THE  ORTHOPEDIC  CLINIC 

For  the  Treatment  of  Fractures,  Diseases  and  Surgery  of 
the  Bones  and  Joints 

ORTHOPEDIC  SURGERY 

W.  A.  BISHOP,  Jr.,  M.  D.,  F.  A.  C.  S.  ALVIN  L SWENSON,  M.  D. 

Diplomates  of  the  American  Board  of  Orthopedic  Surgery 

ARTHRITIS 

DeWITT  W.  ENGLUND,  M.  D 

1313  North  Second  Street  Phone  8-1586 

Phoenix,  Arizona 


PATHOLOGY  — ■ 

This  is  to  announce  that  tissues  for  diagnosis  are  accepted  by  the  follow- 
ing physicians  who  practice  in  Arizona,  are  not  exclusively  governmentally 
employed,  and  are  qualified  as  pathologic  anatomists: 


J.  D.  BARGER,  M.  D. 

Maricopa  County  Hospital 
3435  W.  Apache 
Phoenix,  Arizona 

RALPH  H.  FULLER,  M.  D. 

St.  Mary's  Hospital 
Tucson,  Arizona 

GEORGE  O.  HARTMAN,  M.  D. 

20  East  Ochoa  Street 
Tucson,  Arizona 


LOUIS  HIRSCH,  M.  D. 

Tucson  Medical  Center 
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This  prescription  abbreviation  for  "a  sufficient  quantity” 
provides  us,  we  believe,  with  an  opportunity  to  point  out  how 
the  widespread  availability  ol  Lilly  products  works  to 
your  advantage. 

Any  pharmacy  to  which  your  prescription  may  go  is 
conveniently  near  one  of  the  many  wholesale  distributors 
carrying  a complete  assortment  of  Lilly  preparations.  A Lilly 
specification,  therefore,  is  a demand  which  can  be  readily  executed 
without  disappointment.  Your  chosen  course  of  treatment 
may  thus  be  faithfully  followed  without  delay. 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 
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BENADRYL 

This  is  the  season  when  bleary-eyed, 
sneezing  patients  turn  to  you  for  the  rapid, 
sustained  relief  of  their  hay  fever 
symptoms  which  BENADRYL  provides. 

I Today,  for  your  convenience  and  ease  of  administration, 

BENADRYL  Hydrochloride 
(diphenhydramine  hydrochloride, 
Parke-Davis)  is  available  in  a 
wider  variety  of  forms  than  ever 
before,  including  Kapseals®, 

Capsules,  Elixir  and  Steri-Vials®. 


PARKE,  DAVIS  & COMPANY 
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Whenever  the  need  for  dietary  supple- 
mentation arises — as  in  anorexia,  per- 
verted food  habits,  duringand  following 
illness,  and  in  gastrointestinal  disease 
— the  regular  use  of  Ovaltine  in  milk 
can  be  of  signal  value.  Taken  daily,  this 
well-rounded  multiple  dietary  supple- 
ment gives  virtual  assurance  of  nutri- 
tional adequacy. 

As  indicated  in  the  table,  Ovaltine 
in  milk  provides  virtually  all  essential 

THE  WANDER  COMPANY,  360  N. 


nutrients  in  balanced , generous 
amounts.  Its  protein  is  biologically 
complete.  It  supplies  not  only  B com- 
plex vitamins,  but  also  vitamins  A and 
D as  well  as  ascorbic  acid  and  essential 
minerals. 

The  delightful  taste  and  easy  digest- 
ibility of  this  food  beverage  is  relished 
by  patients,  hence  the  recommended 
three  glassfuls  daily  are  taken  without 
resistance. 

MICHIGAN  AVE.,  CHICAGO  1,  ILL. 


Three  servings  of  Ovaltine,  each  made  of 
Vi  o z.  of  Ovaltine  and  8 oz.  of  whole  milk,*  provide : 

VITAMIN  A 3000  I.U. 

VITAMIN  Bi 1.16  mg. 

RIBOFLAVIN 2.0  mg. 

NIACIN 6.8  mg. 

VITAMIN  C 30.0  mg. 

VITAMIN  D 417  I.U. 

CALORIES 676 


PROTEIN 32  Gm. 

FAT 32  Gm. 

CARBOHYDRATE 65  Gm. 

CALCIUM 1.12  Gm. 

PHOSPHORUS 0.94  Gm. 

IRON 12  mg. 

COPPER 0.5  mg. 


*Based  on  overage  reported  values  for  milk. 

Two  kinds,  Plain  and  CFiocolate  Flavored.  Serving  for 
serving,  they  are  virtually  identical  in  nutritional  content. 
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Alake  Our 
Doctors’  Lounge 
Your  Club 

You’ll  find  it  on  the  main  floor  . . . designed 
for  your  comfort.  Drop  in.  Rest . . . read  . . . 
smoke  ...  or  just  chat. 

If  you  like,  have  your  mail  addressed  c/o 
Philip  Morris  Doctors*  Lounge,  Civic  Audi- 
torium. San  Francisco. 

Ask  at  the  Lounge  for  any  service  that 
yon  fancy.  We  can't  promise  to  deliver,  but 
we  certainly  promise  to  try. 


Philip  Morris 

«V  CO.,  LTD.,  INC.,  IOU  PARK  AYE.,  NEW  YORK 


lie  sure  to  visit  the  Philip  Morris  Exhibit  . . . Space  H-2  and  l-l 


whether  the  sneeze 

is  seasonal  or  perennial 

Trimeton®  offers  more  patients  greater  symptomatic  relief.  In 
severe  hay  fever  Trimeton  was  found  to  be  the  most  effective 
antihistamine  among  six  drugs  tested,  affording  relief  to  75  per 
cent  of  patients.1  In  mild  hay  fever,  benefit  is  obtained  by  90  per 
cent  of  patients. 

In  perennial  allergic  rhinitis,  “Trimeton  ...  is  distinctly  supe- 
rior . . . and  . . . was  strikingly  effective.  . . . The  figure  of  85  per 
cent  satisfactorily  treated  patients  is  impressive.”2 


TRIMETON* 


(brand  of  proplienpyridamine) 


Trimeton,  a potent,  well  tolerated  antihistamine  is  also  indicated  for 
symptomatic  control  of  urticaria,  angioedema,  atopic  eczema  and  derma- 
titis, antibiotic  sensitivity  reactions  and  some  cases  of  asthma. 

Trimeton  is  available  in  25  mg.  scored  tablets.  Bottles  of  100  and  1000. 

Bibliography : 1.  Loveless.  M.  H.,  and  Dworin,  M. : J.  Ain. 
M.  Women’s  A.  4:105.  1949.  2.  Schiller,  I.  W.,  and  Lowell, 
F.  C.:  New  England  J.  Med.  240: 215,  1949. 


CORPORATION  • BLOOMFIELD,  N.  J. 


RIMETON 
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Reduced  mortality  and  morbidity  have  led 
the  American  Heart  Association  study  group 
to  recommend  the  use  of  anticoagulants  as 
part  of  basic  therapy  “in  all  cases  of  coronary 
thrombosis  with  myocardial  infarction.”1 


thrombosis 


""ESS 


: 


1JHUHH 


Long-acting  Depo# -Heparin  preparations 
meet  the  clinical  requirements  for  prompt 
and  readily  controlled  anticoagulant  effects 
in  the  treatment  of  coronary  heart  disease. 
Depo-Heparin  Sodium,  with  or  without  vaso- 
constrictors, provides  the  natural  anticoagu- 
lant in  a gelatin  and  dextrose  vehicle  to 
produce  anticoagulant  effects  for  hours  or 
longer  with  a single  injection. 


Methods  of  extraction,  purification  and  assay 
have  been  so  perfected  by  recent  investigations 
of  Upjohn  research  workers  that  Depo-Hepa- 
rin is  now  available  in  full  clinical  supply. 

1.  Wright,  el  al:  Am.  Heart  J.  36, 801  (Dec.)  1948. 


Upjohn 


Medicine 


* Trademark,  Reg.  U.  S.  Pat.  Off. 


Protiuceti  irith  care  ...  iPesiyned  for  hettiili 


>E  UPJOHN  COMPANY.  KALAMAZOO  99.  MICHIGAN 


Vol.  7,  Xo.  6 


Arizona  Medicine 


r 'Stick-to-it-iveness 
is 

fine— 


for 
everyone 
else  - . . 


" but  take  me— I just  can't  stick  to  my  diet. 

I can't  resist  desserts.  Oh,  dear,  this  diet  is  getting  me  down!" 


If  she  thinks  it's  getting  her  down  what's  it  doing  to  physicians  who  have 
to  listen  to  such  explanations  every  day?  This  is  especially  true  for  the  doc- 
tor who  hasn't  prescribed  Efroxine  Hydrochloride. 

Efroxine  makes  it  easier  for  most  patients  to  reduce  by  depressing  the  appetite 
and  elevating  the  mood.  Efroxine  offers  a number  of  advantages  over  other 
sympathomimetic  amines. 

...It  has  a more  rapid  and  longer-lasting  effect  with  smaller  dosage. 

...It  has  little  pressor  effect  in  the  recommended  dosage  range.  This  advan- 
tage is  particularly  valuable  in  the  treatment  of  obesity. 


...  It  is  more  likely  to  produce  cerebral  stimulation  with  relatively  few  side 
effects. 


Efroxine  Hydrochloride  Tablets  and  Elixir 

Mallbie  Brand  of  Meihamphetomine  Hydrochloride 


Maltbie  Laboratories,  Inc.  Newark  1,  New  Jersey 


in 
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PURODIGIN  is  available  in  three  strengths:  Tablets  of  0.1  mg., 
0.15  mg.,  and  0.2  mg.  This  facilitates  closer  adjustment  of  main- 
tenance dosage  to  the  patient’s  requirements  . . . minimizes  need 
to  “stagger”  larger  and  smaller  doses  or  to  prescribe  irregular 
intervals  between  doses. 

For  reliable,  efficient  cardiotherapy,  specify  PURODIGIN— 
pure  crystalline  digitoxin,  Wyeth. 


WYETH  INCORPORATED  • PHILADELPHIA  3,  PA 


Tol.  7,  No.  6 
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Resistant 

Bacterial  Infectio7is 

AUR  EOMVC  IN 


Aureomycin  is  now  widely  used  for  the  treat- 
ment of  infections  that  have  proven  resistant  to 
other  chemotherapeutic  agents,  or  combinations 
of  such  agents.  Aureomycin  does  not  commonly 
provoke  resistance  in  bacteria,  and  its  ability  to 
penetrate  cell  membranes  and  diffuse  through 
the  body  fluids  assures  the  presence  of  the 
therapeutic  material  everywhere  it  is  needed. 

HYDROCHLORIDE  IEDERIE 


Aureomycin  has  been  found  effective  for  the 
control  of  the  following  infections:  African  tick- 
bite  fever,  acute  amebiasis,  bacterial  and  virus- 
like infections  of  the  eye,  bacteroides  septicemia, 
boutonneuse  fever,  acute  brucellosis,  gonorrhea 
resistant  to  penicillin,  Gram-positive  infections 
(including  those  caused  by  streptococci,  staph- 
ylococci, and  pneumococci),  Gram-negative 
infections  (including  those  caused  by  the  coli- 
aerogenes  group),  granuloma  inguinale,  H.  in- 
fluenzae infections,  lymphogranuloma  venereum, 
peritonitis,  primary  atypical  pneumonia,  psit- 
tacosis (parrot  fever),  Q_  fever,  rickettsialpox, 
Rocky  Mountain  spotted  fever,  subacute  bac- 
terial endocarditis  resistant  to  penicillin,  tula- 
remia and  typhus. 


LEDERLE  LABORATORIES  DIVISION 
American  Gjanamid  company 

30  Rockefeller  Plaza,  New  York  20,  New  York 


Capsules:  Bottles  of  25,  50  mg.  each  capsule.  Bottles  of  16,  250  mg.  each  capsule. 
Ophthalmic:  Vials  of  25  mg.  with  dropper;  solution  prepared  by  adding  5 cc.  of  distilled  water. 


Milibis,  trademark 


parative  in  vitro  studies  have  shown  that  Milibis,  the  new 
amebacide,  is  one  of  the  most  powerful  of  all  drugs  commonly 
used  against  Endamoeba  histolytica.  In  clinical  tests  Milibis 
has  given  excellent  results  in  over  1000  cases.  In  those 
that  could  be  followed  parasitologically  for  prolonged 
periods,  negative  stools  were  obtained  consistently  in  82.6 
per  cent  after  one  to  four  courses  of  Milibis  treatment. 
There  were  virtually  no  side  effects.  Average  dose  for 
adults:  2 tablets  three  times  daily  for  seven  days.  If  the 
stools  remain  positive  the  course  should  be  repeated. 

Supplied  in  tablets  of  0.25  Gm.,  bottles  of  50. 


Bismuth  Glycolylarsanilate 
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When 

She's 

Tempted 

by  Forbidden  Foods 


So  she  weakens — she  goes  on  an  ice  cream  bender. 
Will  she  return  to  the  prescribed  course  of  calorie-counting,  or  will  this 
be  the  turning  point  when  many  physicians  prescribe  Desoxyn 
Hydrochloride?  There’s  good  reason  for  prescribing  Desoxyn — a little 
goes  a long  way.  Small  daily  doses  decrease  the  craving  for  food, 
increase  the  energy  output  and  impart  a feeling  of  well-being 
which  encourages  dietary  adherence. 

Smaller  dosage  is  possible  because  weight  for  weight  Desoxyn  is  more 
potent  than  other  sympathomimetic  amines.  One  2.5-mg.  tablet 
before  breakfast  and  another  about  an  hour  before  lunch  is  usually 
sufficient.  A third  tablet  may  be  taken  in  midafternoon  if  necessary, 
and  if  it  does  not  cause  insomnia.  Investigators  have  shown,  too, 
that  Desoxyn  has  a faster  action,  longer  effect  and  relatively  few 
side-effects.  With  judicious  use  Desoxyn  is  safe,  simple  and  effective. 
Why  not  give  it  a trial?  On  it  may  lean  the  continued 
cooperation  of  a sweet-famished  obese  patient. 


TABLETS 

2.5  mg.  and  5 mg. 


ELIXIR 

20  mg.  per  fUiidcunce 
(2.5  mg.  per  Huidrochm) 


AMPOULES 

20  mg.  per  cc. 


d&Crott 


PRESCRIBE 


DESOXYN 


Hydrochloride 

( Methamphetamine  Hydrochloride,  Abbott) 
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It  could  happen  to  you;  that  "now-what-have-I-done”  feeling  that  raced  through  the  GE 
salesman’s  mind  as  the  Lynchburg,  Virginia,  officer  curbed  him  with  screaming  siren. 


But  read  the  story  behind  it.  An  emergency  service  call  came  in  from 
Lynchburg  to  the  Richmond  office.  The  GE  salesman  in  that  area  was  enroute  to 
take  care  of  a previous  call  which  took  him  through  Lynchburg.  GE  immediately 
phoned  the  Chief  of  Police  in  Lynchburg  and  enlisted  his  cooperation  in  stopping 
the  salesman  as  he  entered  town.  Needless  to  add,  emergency  service  was  soon 
effected  and  a Lynchburg  hospital’s  X-ray  equipment  was  back  in  service  in  minutes! 


This  story  is  typical  of  the  hundreds  of  documented  GE  service  reports  in  our 
files.  A service  which  proudly  lends  a new,  broader  conception  to  the  guarantee 
that  stands  back  of  every  GE  installation. 


GENERAL  $p  ELECTRIC 
X-RAY  CORPORATION 


Phoenix 


333  North  Sixth  Avenue 
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do  rest  ro 

ESTROGENIC  SUBSTANCES 

(WATER -IN  SOLUBLE) 

the  name  which  signifies 

• CONTROL 

• UNIFORMITY 

• MANUFACTURING 
EXCELLENCE 


T) 


COUNCIL  ACCEPTED 


or  sei| 


THE  SMITH-DORSEY  COMPANY  • LINCOLN,  NEBRASKA 

Branches  at  Los  Angeles  and  Dallas 
MANUFACTURERS  OF  FINE  PHARMACEUTICALS  SINCE  1908 


Estrogenic  Substances 
in  Persic  Oil 


#221,  1 cc. 

#226,  1 cc. 

#22 7,  10  cc. 
#228,  1 cc. 

#229,  10  cc. 


. 5,000  Units 
.10,000  Units 
.10,000  Units 
.20,000  Units 
.20,000  Units 


Estrogenic  Substances 
Aqueous  Suspension 
#270,  10  cc.  . .50,000  Units 


#247,  10  cc. 
#252,  1 cc. 

#272,  1 cc. 
#267,  10  cc. 


.20,000  Units 
.20,000  Units 
.10,000  Units 
.10,000  Units 


LIVERMORE  SANITARIUM 


• The  Hydropathic  Department 
devoted  to  the  treatment  of  gen- 
eral diseases,  excluding  surgical 
and  acute  infectious  cases.  Special 
attention  given  functional  and  or- 
ganic nervous  diseases.  A well 
equipped  clinical  laboratory  and 
modern  X-ray  Department  are  in 
use  for  diagnosis. 


• The  Cottage  Department  (for 
mental  patients)  has  its  own  fa- 
cilities for  hydropathic  and  other 
treatments.  It  consists  of  small 
cottages  with  homelike  surround- 
ings, permitting  the  segregation  of 
patients  in  accordance  with  the 
type  of  psychosis.  Also  bungalows 
for  individual  patients,  offering 
the  highest  class  of  accommoda- 
tions with  privacy  and  comfort. 


GENERAL  FEATURES 

1.  Climatic  advantages  not  excelled  in  United  States.  Beautiful  grounds  and  attractive  surrounding  country. 

2.  Indoor  and  outdoor  gymnastics  under  the  charge  of  an  athletic  director.  An  excellent  Occupational  Department. 

3.  A resident  medical  staff.  A large  and  well-trained  nursing  staff  so  that  each  patient  is  given  careful  individual  attention. 

Information  and  circulars  upon  request.  CITY  OFFICES: 

Address:  O.  B.  JENSEN,  M.D. 

Superintendent  and  Medical  Director  SAN  FRANCISCO  OAKLAND 

Livermore,  California  450  Sutter  Street  1624  Franklin  Street 

Telephone  313  GArfield  1-5040  GLencourt  1-5988 
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WHEN  OBESITY  IS  A PROBLEM 


Clinicians  have  long  noted 
that  the  forward  bulk  of  the 
heavy  abdomen  with  its  fat- 
laden wall  moves  the  center 
of  gravity  forward.  As  the 
patient  tries  to  balance  the 
load,  the  lumbar  and  cervical 
curves  of  the  spine  are  in- 
creased, the  head  is  carried 
forward  and  the  shoulders 
become  rounded.  Often  there 
is  associated  visceroptosis. 
Camp  Supports  have  a long 
history  among  clinicians  for 
their  efficacy  in  supporting 
the  pendulous  abdomen.  The 
highly  specialized  designs  and 
the  unique  Camp  system  of 
controlled  adjustment  help 
steady  the  pelvis  and  hold  the 
viscera  upward  and  backward. 
There  is  no  constriction  of 
the  abdomen,  and  effective 
support  is  given  to  the  spine. 
Physicians  may  rely  on 
the  Camp-trained  fitter  for 
precise  execution  of  all  in- 
structions. 

If  you  do  not  have  a copy  of 
the  Camp  “Reference  Book 
for  Physicians  and  Surgeons’  ’ , 
it  will  be  sent  on  request. 


S,  H.  CAMP  and  COMPANY 

JACKSON,  MICHIGAN 

World's  Largest  Manufacturers 
of  Scientific  Supports 

Offices  in  New  York  • Chicago 
Windsor,  Ontario  • London,  England 


' THIS  EMBLEM  is  displayed  only  by  reliable  merchants 
in  your  community.  Camp  Scientific  Supports  are  never 
sold  by  door-to-door  canvassers.  Prices  are  based  on 
intrinsic  value.  Regular  technical  and  ethical  training  of 
Camp  fitters  insures  precise  and  conscientious  attention 
^to  your  recommendations. 
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"In  general,  symptomatic  improvement 
[of  menopausal  symptoms]  was  striking  within 

7 to  14  days  after  treatment... ’’with 
"Premarin.” 

Gray,  L.:  J.  Clin.  Endocrinol.  3:92  (Feb.)  1943. 

Many  clinicians  have  found  that  “Premarin”  therapy  usually  brings  about 
prompt  relief  of  distressing  menopausal  symptoms.  Furthermore,  sympto- 
matic improvement  is  followed  by  a gratifying  sense  of  well-being  in  a 
majority  of  cases.  This  is  the  “plus”  in  “Premarin”  therapy  which  tends 
to  quickly  restore  the  patient’s  normal  mental  outlook. 

Four  potencies  of  “Premarin”  permit  flexibility  of  dosage:  2.5  mg., 

1.25  mg.,  0.625  mg.,  and  0.3  mg.  tablets;  also  in  liquid  form,  0.625  mg. 
in  each  4 cc.  (1  teaspoonful). 

While  sodium  estrone  sulfate  is  the  principal  estrogen  in  “Premarin” 
other  equine  estrogens... estradiol,  equilin,  equilenin,  hippulin...are 
probably  also  present  in  varying  amounts  as  water-soluble  conjugates. 


Estrogenic  Substances  ( water-soluble)  also  known  as 
Conjugated  Estrogens  ( equine) 

Ayerst,  McKenna  & Harrison  Limited 
22  East  40th  Street,  New  York  16,  N.  Y. 


Schieffelin  BENZESTROL 
Elixir  — 15  mg.  per  fluid  ounce  — 
pint  bottles. 


CHOICE  OF  DOSAGE  ROUTES 
VARIED  POTENCIES 

Clinical  observations  confirm  the 
value  of  Schieffelin  BENZESTROL 
in  securing  estrogenic  therapy 
benefits  while  reducing  the  like- 
lihood of  untoward  side-effects. 


Schieffelin  8 Co. 

Pharmaceutical  and  Research  Laboratories 
20  Cooper  Square  • New  York  3,  N.Y 


Samples  and  literature  on  request. 


Oral:  Schieffelin  BENZESTROL 
tablets  — 0.5,  1.0  mg.  1 00's  — 1 000's. 
2.0,  5.0  mg.  50’s- 1 00's  - 1 000’s. 


Local:  Schieffelin  BENZESTROL 
Vaginal  Tablets  — 0.5  mg.  — 100's. 


Intramuscular  Schieffelin  BENZESTROL 
Solution  — 5.0  mg.  per  cc.  — 1 0 cc.  vials. 
Aqueous  suspension— 1 cc.  amps. 


Doctor . . . 

Here  are  two  great  Spot  Tests  that  simplify  urinalysis 


GALATEST 

The  simplest,  fastest  urine 
sugar  test  known. 

ACETONE  TEST 

DENCO 

For  the  rapid  detection  of  Acetone 

A LITTLE  POWDER 

m/m 

in  urine  or  in  blood  plasma. 

A LITTLE  URINE  ^ M COLOR  REACTION  IMMEDIATELY 


Galatest  and  Acetone  Test  (Denco)  . . . Spot  Tests  that  re- 
quire no  special  laboratory  equipment,  liquid  reagents,  or 
external  sources  of  heat.  One  or  two  drops  of  the  specimen  to 
be  tested  are  dropped  upon  a little  of  the  powder  and  a color 
reaction  occurs  immediately  if  acetone  or  reducing  sugar 
is  present.  False  positive  reactions  do  not  occur.  Because  of 
the  simple  technique  required,  error  resulting  from  faulty 
procedure  is  eliminated.  Both  tests  are  ideally  suited  for  of- 
fice use,  laboratory,  bedside,  and  “mass-testing.”  Millions 
of  individual  tests  for  urine  sugar  were  carried  out  in  Armed 
Forces  induction  and  separation  centers,  and  in  Diabetes 
Detection  Drives. 

The  speed,  accuracy  and  economy  of  Galatest  and  Acetone 
Test  (Denco)  have  been  well  established.  Diabetics  are 
easily  taught  the  simple  technique.  Acetone  Test  (Denco) 
may  also  be  used  for  the  detection  of  blood  plasma  acetone. 

Write  for  descriptive  literature. 

THE  DENVER  CHEMICAL  MFG.  CO.,  Inc. 

163  Varick  Street,  New  York  13,  N.  Y. 
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CHOLECYSTITIS 

W.  D.  GATCH,  M.  D. 
Indianapolis,  Indiana 


/CHOLECYSTITIS,  in  my  opinion,  is  nearly 
^ always  due  to  chemical  action,  sometimes  by 
activated  pancreatic  juice,  but  more  often  by 
strong’  solutions  of  bile  salts.  In  this  paper  the 
evidence  supporting  this  belief  and  that  against 
the  prevalent  one  that  infection  is  the  chief  or 
only  cause,  along  with  the  application  of  these 
conceptions  to  practice,  are  considered. 

The  Relation  of  Infection  to  Cholecystitis 

1.  In  about  two-thirds  of  all  cases  of  cholecys- 
titis the  bile  is  sterile.  An  immense  number  of 
experiments  has  failed  to  show  that  infection 
causes  cholecystitis.  These  experiments  have 
been  inconclusive  and  contradictory. 

2.  Abdominal  wounds  made  in  the  treatment 
of  acute  cholecystitis  hardly  ever  become  infect- 
ed. 

3.  Acute  cholecystitis  is  very  rare  in  child- 
hood, although  infection  is  then  more  common 
than  in  adult  life. 

4.  The  microscopic  appearance  of  the  acutely 
inflamed  gallbladder  could  not  be  produced  by 
infection. 

Injuries  to  the  Gallbladder  by  Chemical 
Agents 

Clairmont  and  Von  Haberer  in  1911  reported 
on  what  they  called  nonperforative  biliary  peri- 
tonitis. At  autopsy  on  patients  dead  of  this  dis- 
ease a great  quantity  of  bile  containing  pancre- 
atic enzyme  is  found  in  the  peritoneal  cavity. 
The  walls  of  the  bile  ducts  and  of  the  gallbladder 
are  of  tissue  paper  thinness,  but  are  nowhere 
perforated.  A number  of  experimenters  have 
produced  this  disease  by  the  injection  of  pan- 
creatic juice  into  the  bile  passages.  Only  one 
proven  case  of  it  has  come  to  my  attention.  In 
a previous  paper  the  following  statements  were 
made  about  it.  There  is  positive  proof  that  pan- 

Read  before  the  Fifty  Eighty  Annual  yteeting'.  Arizona  Medi- 
cal Association.  Tucson,  Arizona  May  9,  19^9. 


creatic  juice  can  cause  acute  cholecystitis  in  man, 
but  proof  is  lacking  that  it  is  the  common,  or 
even  a frequent  cause.  The  demonstration  of 
the  presence  of  amylase  in  high  titer  or  of  lipase 
in  the  contents  of  the  gallbladder  or  in  the  peri- 
toneal fluid  is  the  only  conclusive  proof  that  a 
given  case  of  cholecystitis  is  due  to  the  action 
of  pancreatic  juice.  We  have  been  unable  to 
find  a report  of  any  series  of  cases  in  which  tests 
for  these  ferments  have  been  made,  except  one 
by  Popper. 

Popper  examined  for  amylase  219  specimens 
of  bile  obtained  at  operation.  Nineteen  of  these 
were  from  patients  having  pancreatitis  or  peri- 
tonitis due  to  bile.  These  contained  amylase. 
He  found  amylase  in  high  titer  in  10  per  cent 
of  the  remaining  200  specimens,  but  could  find 
no  reason  to  think  that  the  gallbladders  from 
which  amylase  had  been  obtained  had  been  in- 
jured by  pancreatic  juice.  Thus  the  evidence  at 
present  available  indicates  that  pancreatic  juice 
is  not  a common  cause  of  cholecystitis. 

Mann  in  1921  produced  gangrene  of  the  gall- 
bladder by  the  intravenous  injection  of  Dakin’s 
solution.  He  showed  that  the  blood  carries  this 
to  the  gallbladder. 

Arousohn  and  Andrews  in  1938  reported  the 
experimental  production  of  cholecystitis  by  the 
introduction  into  the  gallbladder  of  concentrat- 
ed solutions  of  bile  salts.  These  are  the  only 
escharotic  constituents  of  the  bile.  That  they 
can  cause  cholecystitis  in  man  has  not  been 
proved,  but  the  results  of  the  following  experi- 
ments and  other  evidence  make  one  believe  that 
they  are  its  usual  cause. 

These  experiments  were  perfomed  four  years 
ago  by  me  with  the  assistance  of  Drs.  K.  G. 
Wakim  and  J.  S.  Battersby. 

1.  The  experiment  reported  by  others  of  in- 
jecting a 5 per  cent  solution  of  bile  salts  into 
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the  gallbladder  through  a catheter  passed  into 
it  by  way  of  the  cystic  duct  was  reported. 
This  method  of  introduction  was  used  to 
avoid  any  mechanical  injury  to  the  gallblad- 
der wall.  The  gallbladder  immediately  after  the 
injection  became  edematous.  Numerous  spots  of 
remorrhage  then  appeared.  These  rapidly  coal- 
esced till  they  covered  the  entire  gallbladder, 
which  was  then  dark  red  in  color.  Sections  of 
it  showed  edema,  tissue  damage  and  interstitial 
hemorrhage.  In  no  one  of  four  experiments  did 
we  observe  edema  or  other  sign  of  injury  to  the 
common  bile  duct. 

Aronsohn  and  Andrews  attempted  to  produce 
cholecystitis  by  injecting  solutions  of  bile  salts 
into  systemic  veins.  In  half  of  their  experiments 
they  observed  some  damage  to  the  gallbladder, 
but,  because  of  the  great  toxicity  of  bile  salts  so 
given,  their  experiments  were  not  conclusive. 
The  idea  occurred  to  me  that  this  toxic  action 
could  be  avoided  by  injecting  the  bile  salts  into 
a radicle  of  the  portal  vein.  The  experiment  was 
done  as  follows:  A laparotomy  was  performed 
with  exposure  of  the  gallbladder.  An  injection 
of  1 Ot  ol5  c.c.  of  a 5 per  cent  solution  of  bile 
salts  was  made  into  an  omental  vein.  We  ob- 
served after  this  injection  effects  on  the  gall- 
bladder identical  with  those  observed  after  in- 
jection of  bile  salts  directly  into  its  lumen. 

Four  dogs  were  allowed  to  recover.  They 
showed  no  ill  effects.  Their  gallbladders,  exam- 
ined microscopically  a week  after  the  experi- 
ment, were  almost  entirely  normal.  The  extrava- 
sated  blcod  was  gone,  no  necrosis  was  present. 
Some  edema  and  a few  fibro-blasts  were  the  sole 
remaining  results  of  injury.  No  injury  to  the 
liver  or  bile  ducts  was  evident. 

Bile  salts  reaching  the  liver  by  way  of  the 
portal  vei  nare  evidently  so  rapidly  secreted 
that  little  or  none  of  them  reach  the  systemic 
circulation.  It  was  easily  proved  that  they 
reached  the  gallbladder  in  the  bile.  It  seems 
certain  that  their  concentration  in  the  gallblad- 
der is  increased  to  the  dangerous  level  by  ab- 
sorption of  water  from  the  bile  by  the  gallblad- 
der wall. 

Activated  pancreatic  juice  causes  necrosis  of 
the  bile  ducts  and  gallbladder.  Concentrated 
solutions  of  bile  salts  damage  the  gallbladder 
but  not  the  ducts. 

Clinical  Applications 

The  foregoing  facts  show,  1 believe,  that  infec- 
tion can  not  be  the  cause  of  most  cases  of  chole- 


cystitis. By  this  it  is  not  meant  that  infection  of 
the  gallbladder  does  not  sometimes  occur.  It  does 
occur,  but  only  as  a late  event  and  in  a gall- 
bladder wall  damaged  by  chemical  action.  Ex- 
actly as  the  chemical  peritonitis  due  to  perfora- 
tion of  an  ulcer  may  change  in  8 to  12  hours  to 
a bacterial  peritonitis,  so  can  a chemical  inflam- 
mation of  the  gallbladder  change  to  a bacterial 
inflammation.  Clinical  experience  shows,  how- 
ever, that  this  is  a rather  rare  occurrence.  That 
pancreatic  juice  can  produce  necrosis  of  the  gall- 
bladder in  man  has  been  proved.  That  bile  salts 
can  produce  similar  results  in  man  seems  prac- 
tically certain.  That  the  extraordinary  ability 
of  the  gallbladder  to  absorb  water  from  the  bile 
exposes  it,  under  certain  conditions  to  the  escha- 
rotic  action  of  concentrated  bile  salts  seems  prob- 
able. Note  that  in  those  experiments  in  which 
bile  salts  were  injected  into  the  portal  venous 
system  no  change  in  the  liver  was  observed, 
though  intense  inflammation  of  the  gallbladder 
was  seen.  This  probably  indicates  that  the  bile 
salts  reach  the  liver  in  a concentration  too  low 
to  damage  it  and  pass  into  the  bile  in  this  con- 
centration and  that  water  is  absorbed  from  this 
bile  by  the  gallbladder  till  the  concentration  of 
bile  salts  becomes  great  enough  to  enable  them 
to  damage  the  gallbladder  wall. 

Sometimes  acute  inflammation  or  great  thick- 
ening of  human  gallbladders  which  contain  no 
stones  is  seen.  Human  cholecystitis,  however, 
nearly  always  occurs  in  gallbladders  which 
contain  stones.  Cole  has  shown  that  partial  ob- 
struction of  the  cystic  duct  is  a chief  factor  in 
the  production  of  cholecystitis.  This  explains  the 
relation  of  gall  stones  to  the  disease.  No  one 
can  reasonably  doubt  that  repeated  chemical 
inflammation  of  the  gallbladder  can  thicken  its 
wall. 

Care  must  be  exercised  about  applying  the 
results  of  experiments  on  animals  to  the  treat- 
ment of  disease  in  man.  Since,  however,  experi- 
mentally produced  cholecystitis  and  cholecystitis 
in  man  are  identical  in  every  particular,  it  seems 
certain  that  they  have  the  same  cause  and  run 
the  same  course.  Valid  conclusions  from  these 
experiments  can  be  reached  on  the  treatment  of 
cholecystitis  in  man,  and  clinical  experience  has 
verified  these  conclusions.  The  following  in- 
stances show  this: 

Evaluatio  no  fa  normal  cholecyst  ogram  ob- 
tained after  one  or  more  attacks  of  cholecys- 
titis 
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1.  Many  patients  give  a history  of  repeated 
and  typical  attacks  of  gallbladder  colic,  but 
have  normal  cholecystograms.  After  eliminating 
as  well  as  possible  all  causes  of  trouble  except 
cholecystitis  I have  operated  upon  a consider- 
able number  of  these  patients.  In  nearly  every 
case  abnormalities  were  found — gallstones,  peri- 
cholecytic  adhesions,  thickening  of  the  gallblad- 
der wall — sufficient  to  account  for  the  patient’s 
symptoms.  It  is  assumed  that  these  patients  have 
had  repeated  attacks  of  chemical  cholecystitis, 
each  followed  by  prompt  and  almost,  but  not 
quite,  complete  recovery. 

From  this  experience  it  is  concluded  that  a 
report  of  normal  findings  by  x-ray  examination 
of  the  gallbladder  does  not  forbid  its  examina- 
tion by  laparotomy,  provided,  that, 

a The  patient  gives  a history  of  several  en- 
tirely typical  attacks  of  gallbladder  colic,  or  of 
troublesome  reflex  indigestion,  and, 

b All  other  probable  causes  of  the  symptoms 
can  be  excluded. 

The  Significance  of  Bacteria  in  the  Gall- 
bladder 

The  liver  has  been  called  the  cesspool  of  the 
body.  One  of  its  chief  functions  is  the  removal 
from  the  blood  stream  of  bacteria  and  other  par- 
ticulate matter  by  the  phgocytic  action  of  its 
Kupfer  cells.  Sterile  bits  of  liver  can  hardly 
ever  be  obtained  from  adult  humans.  It  is  no 
wonder,  therefore,  that  bacteria  are  found  in  the 
bile,  gallbladder  wall  or  lymph  glands  along  the 
cystic  duct  in  a certain  number  of  cases.  Abun- 
dant evidence  which  we  have  already  given 
shows  that  these  bacteria  are  comparatively 
harmless.  The  gallbladder  should  no  longer  be 
regarded  as  a focus  of  infection.  The  bacteria 
present  within  its  lumen  or  wall  are  ordinarily 
of  no  more  significance  than  bacteria  present  in 
the  mouth.  They  can,  however,  infect  a gallblad- 
der severely  damaged  by  chemical  action. 

The  fear  of  infection  by  the  surgeon  is  a chief 
hazard  of  operations  on  the  gallbladder  and  bile 
ducts.  The  relation  of  the  cystic  duct  to  the 
hepatic  duct  is  extremely  variable.  It  may  even 
pass  behind  the  hepatic  duct.  The  relations  of 
these  ducts  when  they  are  surrounded  by  thick 
and  edematous  scar  tissue  are  difficult  to  deter- 
mine even  at  autopsy.  The  surgeon  who  attempts 
to  remove  the  gallbladder  when  these  conditions 
exist  without  opening  it  and  exploring*  the  cystic 
duct  from  within  may  injure  the  hepatic  duct 
or  encounter  dangerous  hemorrhage.  These  trou- 


bles can  easily  be  avoided,  by  opening  the  gall- 
bladder, removing  its  contents,  splitting  it  from 
top  to  bottom,  probing  the  cystic  duct,  and  using 
the  gallbladder  as  a handle  to  obtain  good  ex- 
posure of  the  deep  ducts.  In  some  cases  it  can 
be  safely  and  readily  removed  by  cutting  it 
across  at.  the  ampulla  and  dissecting  this  and  the 
cystic  duct  from  above  downwards.  By  this 
means  a clear  view  of  the  cystic  artery  and 
ducts  can  be  obtained.  This  operation  is  as  safe 
as  cholecystectomy  from  above  downwards  and 
much  less  bloody  and  tedious. 

Early  or  late  operation  for  acute  cholecystitis 

Acute  cholecystitis  does  not  often  require  im- 
mediate operation.  This  belief  is  founded, 

1.  On  clinical  experience. 

2.  On  the  demonstration  that  infection  is  a 
late  and  only  occasional  event  in  cholecys- 
titis. 

3.  On  the  demonstration  that,  cholecystitis 
is  caused  by  chemical  action. 

4.  On  the  demonstration  that  the  gallblad- 
der can  in  most  cases  rapidly  and  almost 
completely  recover  from  the  effects  of 
chemical  action. 

It  seems  safe  in  all  cases  to  observe  the  course 
of  the  illness  for  a few  hours.  Early  operation 
should  me  done  if  this  course  becomes  steadily 
worse. 

It  is  entirely  safe  in  nearly  all  cases  to  open 
the  gallbladder,  remove  its  contents  split  it  from 
top  to  botto  mand  then  enucleate  its  mucous 
membrane.  The  edema  of  the  gallbladder  wall 
usually  makes  this  surprisingly  easy.  It  is  not 
wise  in  the  presence  of  acute  inflammation  to 
attempt  isolation  of  the  cystic  duct.  Under 
these  conditions,  this  had  best  be  tied  at  its 
origin  with  a ligature  passed  around  it  on  a 
needle. 

To  attempt  a definitive  operation  with  explora- 
tion of  the  bile  ducts  in  the  presence  of  gangrene 
of  the  gallbladder  is  foolish.  This,  in  the  few 
cases  in  which  it  will  be  necessary,  can  be  safe- 
ly done  at  a second  operation.  If  at  the  first  op- 
eration omentum  is  interposed  between  the  un- 
der surface  of  the  liver  and  the  contiguous  vis- 
cera, exposure  of  the  common  duct  can  be  easily 
and  safely  accomplished. 

Finally,  any  operation  on  the  gallbladder  or 
bile  ducts  should  be  done  through  an  incision 
which  does  not  cut  the  aponeurosis  of  the  Trans- 
versus  abdominis  muscle  at  a right  angle  to  the 
course  of  its  fibers. 
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NEWER  METHODS  OF  TREATING  TUBERCULOSIS 

H.  CORWIN  HINSIIAW,  M.  D.* 

San  Francisco 


' | tREATMENT  of  active  tuberculosis  may  at 
first  seem  to  be  of  less  concern  to  the  physi- 
cian in  general  practice  than  is  the  diagnosis 
of  tuberculosis.  But  he  is  interested  in  the  prob- 
lems of  therapy,  li is  advice  is  frequently  sought, 
and  he  may  be  required  to  supply  interim  care 
to  patients  unable  to  obtain  immediate  sana- 
torium treatment.  Furthermore,  his  is  the  task 
of  prolonged  aftercare  during  convalescence, 
and  he  sees  the  patient  during  the  many  years 
following  treatment,  ever  alert  to  possible  re- 
currence. 

All  of  ns  wish  t hat  tuberculosis,  even  in  its 
active  phases,  could  be  treated  without  the  many 
months  of  invalidism,  with  all  that  it  costs  fi- 
nancially and  emotionally.  None  of  ns  will  be 
satisfied  until  a satisfactory  ambulatory  treat- 
ment has  been  devised ; hut  this  has  not  been 
achieved  and  there  are  serious  obstacles  in  the 
path  of  such  progress. 

Superficially  it  might  seem  that  more  ef- 
fective treatments  now  known  should  decrease 
the  need  for  facilities  in  sanatoriums  and  tuber- 
culosis hospitals  Actually  the  effect  seems  to 
be  in  an  opposite  direction!  Every  one  of  us 
with  a large  tuberculosis  service  has  patients 
occupying  beds  for  months  or  years  after  they 
would  have  been  dead  but  for  new  drugs  and 
new  operations.  Every  thoracic  surgeon  oper- 
ates on  scores  of  patients  who  could  never  have 
been  brought  to  surgery  before  the  day  of 
streptomycin.  Every  sanatorium  administrator 
is  harassed  by  the  rising  costs  of  care  and  in- 
creasing demands  for  care  now  that  his  institu- 
tion has  more  to  offer.  The  sanatorium,  once 
an  institution  for  domiciliary  care  and  fresh  air 
treatment,  has  now  become  a marvelously  com- 
plex medical  and  surgical  hospital  with  a huge 
staff  embracing  all  the  specialties. 

Progress  has  been  made  in  the  field  of  collapse 
therapy.  Pneumothorax  has  long  been  the  stand- 
ard collapse  therapy  procedure  whenever  it  could 
be  accomplished.  We  formerly  thought  of  it  as 
a safe  and  effective  treatment  which  could  be 
abandoned  without  serious  consequences  when 
its  purpose  had  been  served.  Recently  many  of 
us  have  come  to  realize  that  pneumoperitoneum 
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offers  some  real  advantages  over  pneumothorax 
under  some  conditions:  when  less  selective  col- 
lapse is  required,  when  the  disease  is  too  acute 
or  too  extensive  for  pneumothorax  treatment  or 
when  conservation  of  pulmonary  function  is  of 
great  importance.  Prolonged  pneumothorax 
treatment  very  frequently  produces  a greatly 
handicapped  lung  by  reason  of  the  inelastic  pleu- 
ral envelope  which  develops  and  which  restricts 
pulmonary  expansion.  This  rigidity  may  be  an 
advantage  by  enforcing  permanent  rest  upon  the 
diseased  lung;  but  it  may  also  reduce  pulmonary 
function  so  greatly  as  to  lead  to  serious  conse- 
quences, especially  if  the  opposite  lung  becomes 
involved  later.  The  immediate  and  remote  pleu- 
ral complications  of  pneumothorax  are  viewed 
with  greater  concern  now  than  formerly.  And 
the  therapeutic  efficacy  of  pneumoperitoneum 
is  rated  much  higher  today  than  it  was  even  a 
few  years  ago. 

The  actual  removal  of  diseased  pulmonary  seg- 
ments and  lobes  is  now  the  treatment  of  choice 
in  some  circumstances  when  such  radical  proce- 
dures would  never  have  been  considered  a few 
years  ago.  This  development  is  an  outgrowth 
of  several  factors:  (1)  the  improvement  in  surgi- 
cal techniques;  (2)  the  training  of  many  skilled 
thoracic  surgeons,  especially  during  and  since 
the  recent  war;  (3)  the  use  of  penicillin  for  pre- 
venting pyogenic  infectious  complications  of 
surgery;  and  (4)  the  use  of  the  streptomycin 
drugs  in  preventing  tuberculous  complications 
following  operation.  Whenever  all  or  most  of 
the.  active  tuberculous  focus  can  be  amputated 
surgically,  without  excessive  risk,  resection  must 
be  considered,  unless  a simpler  procedure  is  like- 
ly to  suffice. 

I want  to  mention  here  as  well  as  elsewhere 
that  the  premature  or  injudicious  use  of  strepto- 
mycin drugs,  carried  to  the  point  of  producing 
resistant  bacilli,  may  thwart  radical  surgical 
treatment.  Too  many  patients  arrive  in  sana- 
toriums these  days  with  resistant  bacilli,  pro- 
duced by  early  treatment  which  should  have 
been  delayed  to  coincide  with  surgery. 

Perhaps  the  greatest  progress  has  been  in  the 
field  of  antibacterial  therapy.  There  are  three 
groups  of  drugs  now  available  commercially  and 
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recognized  as  having  a retarding  effect  upon 
the  growth  of  the  tubercle  bacillus  in  the  human 
body.  These  are  (1)  the  sulfone  drugs  (promi- 
zole,  promin,  diasone)  (2)  the  streptomycin 
drugs  (streptomycin  and  dihydrostreptomycin) 
and  finally  (3)  para-aminosalicylic  acid. 

In  addition,  a fourth  group  is  now  under  ex- 
tensive clinical  trial  in  this  country  and  in  Eu- 
rope, the  thiosemicarbasone  drugs,  exemplified 
by  “Tibione,”  (called  Tbl-698  in  the  literature). 
This  latter  drug  has  been  used  most  extensively 
on  several  thousand  cases  in  Germany  during  the 
past  two  years  and  its  present  status  is  summar- 
ized conveniently  in  the  current  issue  (January, 
1950)  of  THE  AMERICAN  REVIEW  OF  TU- 
BERCULOSIS in  a series  of  articles. 

There  is  confusion,  with  so  many  available 
drugs  and  more  to  come,  and  we  do  not  know 
which  drug  or  combination  of  drugs  is  prefer- 
able nor  is  there  complete  unanimity  on  ques- 
tions of  dosage  and  duration  of  treatment.  But 
some  general  principles  seem  to  apply  to  them 
all.  Some  of  these  general  principles  can  be 
enumerated  as  follows : 

1.  None  of  the  drugs  will  make  new  lung 
tissue  grow  where  lung  tissue  has  been  destroyed. 
And  tuberculosis  is  a destructive  disease,  espe- 
cially in  the  lung.  The  void  created  by  destroyed 
pulmonary  tissue  very  frequently  presents  a me- 
chanical handicap  to  healing  which  can  only  be 
overcome  by  collapse  or  surgical  excision  of  the 
focus  of  infection.  I believe  that  we  are  learn- 
ing, slowly  but  steadily,  how  better  to  combine 
drug  therapy  with  collapse  therapy  and  with 
surgical  excision.  These  are,  of  course,  combined 
with  bed  rest,  optimum  nutrition  and  other  ad- 
vantages of  institutional  care. 

2.  Those  forms  of  pulmonary  tuberculosis 
most  responsive  to  antibacterial  drug  therapy 
are  the  early  but  extensive  and  acute  potentially 
progressive  forms  of  the  disease.  Tuberculous 
pneumonia,  for  example,  if  treated  early  and 
adequately  with  a powerful  drug  like  dihydro- 
streptomycin may  be  resolved  before  destruc- 
tive changes  have  ensued.  We  often  speak  of  re- 
versible pulmonary  tuberculosis  as  “exudative” 
tuberculosis  where  the  predominant  process  is  an 
infiltration  with  inflammatory  cells,  but  before 
necrosis  (caseation)  has  destroyed  the  funda- 
mental architecture  of  the  lung. 

3.  Antituberculosis  drugs  seem  to  be  most 
effective  in  treatment  of  the  superficial  ulcerat- 


ing mucosal  lesions  which  occur  along  the  spu- 
tum pathway.  Some  of  these  are  exceedingly 
important:  (a)  Ulcerating  tracheobronchial  tu- 
berculosis, a serious  complication  of  pulmonary 
tuberculosis,  has  been  studied  only  in  recent 
years,  since  bronchoscopy  has  become  recognized 
as  an  important  diagnostic  procedure  in  pul- 
monary tuberculosis.  Such  ulcers  often  heal  very 
rapidly  when  antibacterial  drugs  are  admin- 
istered before  fibrous  bronchial  structures  have 
formed.  (2)  Tuberculous  laryngitis,  one  of  the 
most  dreaded  and  painful  complications  of  se- 
vere pulmonary  tuberculosis,  frequently  responds 
dramatically  to  drug  therapy.  In  the  early  days 
of  the  streptomycin  studies,  we  all  noted  this 
remarkable  phenomenon  and  I believe  that  this 
had  much  to  do  with  the  prompt  acceptance  of 
streptomycin  as  an  effective  agent.  When  Dr. 
McDermott  and  1 recently  surveyed  the  results 
obtained  by  German  investigators  with  Tibione 
(Tbl-698)  we  were  so  impressed  with  the  fre- 
quent, almost  uniformly  excellent  results  report- 
ed by  the  Germans  when  Tibione  was  used  for 
treatment  of  tuberculous  laryngitis.  Within  a 
few  days  the  pain  subsided,  narcotics  could  be 
abandoned,  patients  could  swallow  freely,  tem- 
perature declined  and  the  road  to  recovery  be- 
gan to  appear  in  view,  (c)  Tuberculous  enter- 
itis with  all  its  misery,  cramping,  diarrhea,  and 
wasting  is  frequently  relieved  by  antibacterial 
drugs.  This  has  been  observed  for  streptomy- 
cin, for  P.  A.  S.  especially,  and  again  the  German 
physicians  we  visited  recently  seemed  most  en- 
thusiastic about  the  prompt  relief  and  prolonged 
benefit  obtained  when  Tibione  was  used  in  treat- 
ment of  tuberculous  enteritis. 

4.  Miliary  tuberculosis,  acute  hematogenous 
generalized  miliary  tuberculosis,  formerly  so 
frequently  fatal,  especially  in  children,  is  ap- 
parently curable  in  a substantial  majority  of 
cases.  The  more  powerful  drugs  are  required, 
namely  the  streptomycin  drugs,  preferably  in 
combination  with  one  or  more  auxiliary  anti- 
bacterial drugs.  Here  the  sulfone  drugs,  espe- 
cially promizole,  have  developed  a good  reputa- 
tion as  a companion  drug  to  dihydrostreptomy- 
cin. 

5.  Tuberculous  meningitis,  the  most  dreaded 
and  most  uniformly  fatal  of  tuberculous  infec- 
tions, remains  a formidable  disease.  A majority, 
perhaps  80  per  cent,  die  but  this  is  far  better 
than  the  former  figure  of  99+  per  cent.  Here 
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we  must  use  all  we  can  muster  in  the  way  of 
therapy.  Recently  I have  favored  not  only  maxi- 
mal tolerated  doses  of  dihydrostreptomycin  (in- 
tramuscular and  intrathecal)  and  maximal  doses 
of  P.  A.  S.,  but  have  added  for  good  measure 
Tibione  or  a sulfone.  We  cannot  prove  as  yet 
that  three  drugs  are  better  than  two,  but  with 
such  a grave  disease  as  this  to  combat,  it  seems 
justifiable  to  push  drug  therapy  to  the  limit. 
Certainly  there  is  no  other  approach  to  tuber- 
culous meningitis  therapy  and  we  fervently  hope 
that  better  drugs  will  come  or  that  we  can  better 
learn  to  use  the  several  drugs  we  have.  I know 
of  no  more  satisfying  experience  that  can  come 
in  the  life  of  a physician  than  to  see  a healthy 
normal  youngster  who  was  once  afflicted  with 
this  dread  disease  and  who  apparently  is  now 
cured. 

6.  Other  forms  of  extrapulmonary  tubercu- 
losis  deserve  less  emphasis  when  discussing  anti- 
bacterial drug  therapy.  It  is  sufficient  to  say 
that  surgical  types  of  renal  and  orthopedic  tu- 
berculosis remain  surgical,  but  surgery  is  often 
safer  and  more  effective  when  carried  out  under 
the  protection  of  a drug  such  as  dihydrostrepto- 
mycin. Draining  tuberculous  sinuses  are  usually 
prevented  or.  if  present,  may  be  healed  to  pave 
the  way  for  safer  operative  intervention. 

The  streptomycin  drugs  deserve  special  men- 
tion because  they  are  the  most  powerful  anti- 
bacteria  agents  known  in  tuberculosis.  Of  the 
two,  most  of  us  have  come  to  prefer  dihydro- 
streptomycin over  the  older  form  (streptomy- 
cin) on  the  basis  of  lower  toxicity  with  wider 
safety  margin,  especially  lower  neurotoxicity 
for  the  vestibular  branch  of  the  eighth  cranial 
nerve.  As  to  efficacy,  I believe  that  it  is  not 
possible  to  detect  any  significant  difference  ex- 
perimentally or  clinically  between  streptomycin 
and  dihydrostreptomycin  although  there  are 
opinions  to  the  contrary. 

The  great  disadvantage  of  the  streptomycin 
drugs  lies  in  the  fact  that  after  a few  months  of 
treatment,  bacilli  frequently  appear  which  are 
utterly  resistant  to  the  therapeutic  action  of  the 
drugs.  When  all  or  most  of  the  bacilli  are  re- 
sistant., further  treatment  with  the  drug  is  use- 
less, and  this  accounts  for  many  failures.  There- 
fore we  like  to  reserve  streptomycin  for  those 
lesions  which  are  likely  to  become  stabilized 
within  a few  months,  during  which  time  all 
therapeutic  forces  will  be  brought  to  bear  simul- 


taneously upon  the  disease  process.  Often  we 
choose  to  defer  treatment  with  streptomycin 
drugs  to  reserve  such  therapy  for  some  possible 
crisis  later,  such  as  in  support  of  a drastic  surgi- 
cal procedure.  In  the  meantime,  other  thera- 
peutic procedures  may  prove  to  be  sufficient. 

One  of  the  very  real  advances  of  the  past 
year  or  two  has  been  the  discovery  that,  in 
human  tuberculosis,  two  or  more  drugs  may  be 
used  simultaneously  with  apparent  additive  ther- 
apeutic effect ; what  may  be  even  more  im- 
portant, this  combination  delays  the  rate  of 
development  of  resistance  to  the  powerful  strept- 
omycin drugs  and  prolongs  their  action  for 
months.  We  begin  to  wonder  if  streptomycin  or 
dihydrostreptomycin  should  ever  be  used  with- 
out a supplementary  agent.  The  best  tested  sup- 
plementary drug  is  P.  A.  S.  (para-aminosalicylic 
acid),  but  P.  A.  S.  is  a rather  difficult  drug  to 
use  at  times,  and  we  hope  that  one  of  the  others, 
a sulfone  or  perhaps  Tibione,  may  accomplish 
a similar  purpose.  Studies  are  not  yet  com- 
pleted to  determine  if  this  may  be  the  case. 

The  development  of  ever  increasing  numbers 
of  so-called  “miracle  drugs”  sometimes  puts  the 
physician  in  a defensive  position.  The  patient 
learns  about  some  new  substance  over  the  radio, 
in  the  newspaper  or  in  a magazine.  He  may  not 
read  it  well  and  remembers  only  that  it  is  a 
new  “cure.”  Perhaps  he  learns  about  it  before 
the  physician  does,  and  asks  embarrassing  ques- 
tions which  the  doctor  cannot  answer  directly. 
This  has  happened  to  me  and  it  may  have  hap- 
pened to  you. 

The  best  stock  answer  1 can  devise  is  to  tell 
him  that  it  is  not  fair  to  pass  judgment  on  a 
new  treatment  on  the  basis  of  any  popular  re- 
port. We,  as  physicians,  must  withhold  our 
opinions  until  the  scientific  evidence  has  been 
displayed,  until  the  actual  data  have  been  pub- 
lished in  medical  journals.  Until  something  bet- 
ter of  proven  worth  comes  along,  we  shall  treat 
our  patients  with  the  best  we  possess. 

There  is  no  good  and  easy  treatment  for  tu- 
berculosis. All  methods  are  difficult,  expensive, 
slow,  and  disheartening.  The  advent  of  new 
drugs,  new  methods  of  collapse,  and  new  opera- 
tions has  complicated  the  treatment  problem 
and  has  not  simplified  treatment.  There  are  new 
ways  of  helping  patients  and  there  are  new 
ways  of  harming  patients.  None  of  the  old 
methods  have  been  discarded  but  are  used  with 
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the  newer  methods,  and  we  all  find  it  the  more 
difficult  to  decide  which  methods  to  use,  when 
to  use  them  and  when  to  defer  their  use  to  a 
more  strategic  time.  And  we  all  make  mistakes. 

All  forms  of  treatment  are  radical  in  tuber- 
culosis. Bed  rest  for  a year  is  surely  radical, 
but  it  may  save  a life.  The  decision  to  treat 


tuberculosis,  or  to  delay  treatment,  imposes  a 
grave  responsibility  upon  the  physician,  wheth- 
er that  treatment  be  bed  rest,  collapse  therapy, 
surgical  excision,  or  treatment  with  an  anti- 
tuberculosis drug. 

490  Post  Street. 

San  Francisco,  2. 

California. 


A PSYCHOLOGICAL  APPROACH  TO  THE  NAUSEA  AND 
VOMITING  OF  PREGNANCY 

A Preliminary  Report 

LLOYD  F.  SMITH,  M.  1). 

Monrovia,  California 


"NTAUSEA  and  vomiting  occur  so  commonly 

^ in  pregnancy  that  some  medical  authorities 
believe  their  presence  is  normal.  This  symptom 
complex  varies  from  a mild  nuisance  to  a grave 
complication,  lasts  for  a few  days  up  to  nine 
months,  may  be  present  in  one  and  absent  in  the 
next  pregnancy,  is  not  uncommon  when  the 
foetus  is  wholly  imaginary. 

In  most  pregnancies  no  definite  physical  cause 
has  been  demonstrated  for  this  common  syn- 
drome. This  paper  specifically  excludes  nausea 
and  vomiting  during  pregnancy  due  to  mechani- 
cal factors  (as  pyloric  stenosis),  inflammatory 
diseases  (as  appendicitis),  tumors  (as  gastric 
carcinoma  )and  so  on.  These  seldom  occur,  but 
when  present  can  usually  be  diagnosed.  We  are 
concerned  only  with  the  symptom  complex  of 
nausea  and  vomiting  attributed  to  the  pregnancy 
itself. 

The  truth  of  the  psychoanalytic  explanation 
of  nausea  and  vomiting  of  pregnancy  is  as- 
sumed. Those  who  wish  further  evidence  are 
referred  to  the  many  authorities  in  this  field. 
A good  argument  would  seem  to  be  the  results 
obtained  when  the  psychoanalytic  concepts  are 
applied  routinely  in  everyday  practise.  The 
following  methods  have  been  used  for  over  five 
years  with  results  that  appear  consistently  good. 
The  growing  number  of  obstetricians  who  are 
convinced  that  the  symptom  complex  is  psycho- 
logical in  origin  may  find  suggestions  here. 

About  ten  years  ago  the  psychoanalytic  ex- 
planation of  nausea  and  vomiting  of  pregnancy 
first  came  to  my  attention.  After  deciding  that 
it  has  advantages  over  the  usual  explanations 

Presented  at  the  regular  meeting  of  the  staff  of  St.  Luke 
Hospital,  Altadena,  February  21,  1946. 


encountered  up  to  that  time,  it  happened  that 
the  examiner  in  the  National  Boards  quiz  on 
obstetrics  asked  as  his  first  question  the  cause 
and  treatment  of  nausea  and  vomiting  in  preg- 
nancy. The  next  half  hour  heard  much  about 
the  cause,  but  nothing  about  treatment.  This 
paper  attempts  to  answer  the  second  half  of 
that  examination  question. 

The  ideas  on  how  to  bring  this  theory  down 
to  the  treatment  of  patients  came  quite  casually, 
by  serendipity.  More  than  five  years  ago  a 
woman  early  in  her  third  pregnancy  remarked 
that  it  was  odd  that  the  medical  profession  knew 
nothing  about  the  nausea  and  vomiting  of  preg- 
nancy. In  her  previous  pregnancies  she  stated 
that  she  had  vomited  practically  the  whole  nine 
months.  Multitudinous  remedies  had  been  tried, 
uniformly  without  resulting  in  cure  or  even  im- 
provement. With  delivery  she  made  a quick 
recovery  each  time  and  the  puerperium  was 
without  incident.  The  only  important  problem 
in  her  pregnancies  had  been  the  one  symptom 
of  vomiting. 

She  was  told  that  nausea  and  vomiting  had 
been  found  in  pregnant  women  from  the  earliest 
medical  records,  that  the  symptom  complex 
seemed  on  the  increase  of  recent  years,  that  it 
was  probably  more  marked  “the  higher  the  level 
of  civilization”,  that  many  doctors  believed  that 
the  syndrome  was  definitely  emotional  in  origin, 
but  that  we  simply  did  not  know  how  to  apply 
our  information  routinely.  Psychiatric  special- 
ists had  been  able  to  help  limited  numbers  of 
patients,  but  most  doctors  still  depended  on 
various  hypodermic  injections,  sedation,  reas- 
surance and  most  of  all — time. 

This  patient  had  a college  founded  interest 
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in  psychology  and  insisted  on  further  details. 
The  general  psychoanalytic  outline  was  present- 
ed and  discussed  at  some  length.  A week  later 
she  was  seen  again  and  further  inquiries  and 
objections  to  the  theory  presented.  Meanwhile 
the  nausea  and  vomiting  had  diminished.  By  the 
following  week  both  had  stopped  and  did  not 
recur.  This  seemed  like  mere  coincidence,  but 
rather  remarkable  in  view  of  her  history.  With 
a good  deal  of  misgiving,  selected  patients  were 
cautiously  exposed  to  the  same  ideas.  Within 
a year  enough  patients  had  been  tried  on  this 
plan  to  give  promise  of  success.  Since  that  time 
the  only  treatment  used  for  the  nausea  and  vom- 
iting of  pregnancy  has  been  the  following. 

The  treatment  outlined  here  has  two  methods, 
one  or  other  cf  which  lias  been  adequate  to  treat 
all  cases  of  nausea  and  vomiting  met  with  dur- 
ing the  past  five,  years.  Suggestions  will  be 
made  of  further  approaches  which  should  be 
tried,  but  unfortunately  no  cases  that  were  not 
stopped  by  the  above  method  have  come  up  in 
our  limited  obstetrical  practise. 

METHOD  1. 

In  conversation  with  the  patient,  lasting  about 
half  an  hour,  the  psychoanalytic  principles  of 
"ausea  and  vomiting  in  pregnancy  are  reviewed. 
The  following  is  the  routine  method  of  presenta- 
tion. 

“Nausea  and  vomiting  of  pregnancy  are  no 
longer  complete  mysteries,  nor  are  they  neces- 
sary evils  accompanying  pregnancy.  Today  we 
believe  that  nausea  and  vomiting  have  nothing 
to  do  with  the  physical  fact  of  being  pregnant. 
They  are  caused  by  emotional  reactions.  To  un- 
derstand how  emotions  can  make  any  one  nau- 
seated and  vomit,  it  will  help  to  state  a few  facts 
about  the  human  mind. 

“We  say  that  every  one  has  two  minds.  This 
is  a somewhat  arbitrary  division,  but  no  modern 
psychiatrist  will  deny  that  there  is  a conscious 
and  a subconscious  mind.  How  is  the  conscious 
mind  known  ? The  conscious  mind  is  the  mind 
which  directs  conversation,  the  exchange  of 
ideas,  memory  of  past  events.  The  conscious 
mind  is  aware  of  the  sensations  of  heat,  cold, 
pain  and  most  important  is  the  mind  by  which 
personal  identity  is  recognized.  In  order  to  say 
“I  am  nauseated  and  vomit”,  the  conscious 
mind  must  act. 

“Howr  is  the  subconscious  mind  proven?  Most 
easily  from  dreams.  During  sleep  the  conscious 


mind  is  at  rest.  Yet  some  part  of  the  mind  is 
active,  at  times  producing  images  called  dreams. 
Dreams  can  make  the  individual  toss  in  bed, 
moan  or  cry  out.  This  mind  which  is  active  dur- 
ing sleep  is  the  subconscious  mind.  The  foolish 
prejudices,  unreasoned  likes  and  dislikes,  desires 
to  think,  say  and  do  things  which  the  conscious 
mind  says  are  childish,  silly,  at  variance  with  the 
moral  sense,  are  all  activities  attributed  to  the 
subconscious  mind.  There  are  five  character- 
istics of  the  subconscious  mind  that  need  empha- 
sis. First  it  is  well  to  repeat  that  the  subcon- 
scious mind  is  subconscious,  mysterious,  hidden, 
until  recently  unexplored.  Next  it  is  infantile, 
childish  in  its  behavior,  largely  formed  in  the 
first  five  years  of  life.  Thirdly  it  is  not  rational, 
its  actions  cannot  always  be  justified  before  the 
reasoning  power  of  the  conscious  mind.  Again 
it  is  not  moral,  not  true  to  the  ethical  code  ac- 
cording to  which  the  adidt  tries  to  live.  Lastly 
the"  subconscious  mind  dominates  the  emotional 
life  to  the  extent  that  love,  hate,  fear,  guilt  are 
usually  beyond  direct,  conscious  analysis  as  well 
as  outside  conscious  control.  Therefore  if  nausea 
and  vomiting  are  due  to  emotional  factors,  it 
follows  that  the  cause  of  these  symptoms  is  basi- 
cally subconscious,  infantile,  non-rational,  non- 
moral,  not  controlled  by  reason. 

‘ ‘ How  does  the  subconscious  mind  react  to 
pregnancy?  What  does  a child  think  of  preg- 
nancy? Recently  a child  of  five  noted  his  moth- 
er's enlarging,  pregnant  abdomen  for  the  first 
time.  He  called  a younger  child  to  see  it,  crying, 
'Look.  Mommy  ate  too  much.  Her  tummy  is 
big.’  To  him  enlargement  of  the  abdomen  is 
always  associated  with  eating  a big  meal,  because 
it  is  the  only  cause  that  lies  within  his  individual 
experience.  This  is  a perfectly  natural,  normal, 
childish  belief.  Early  in  life  all  children  learn 
that  babies  also  make  a mother’s  abdomen  en- 
large. Hence  eating  food  and  pregnancy  are 
soon  associated  and  identified  in  the  childish 
mind.  This  is  infantile,  non-rational,  non-moral 
thinking,  but  so  is  the  subconscious  mind 
throughout  life. 

“If  the  emotional  reaction  to  pregnancy  is 
dominated  by  the  subconscious  mind,  how  is 
nausea  and  vomiting  explained?  Vomiting  is 
simply  the  opposite  of  eating  and  drinking,  re- 
turning to  the  outside  something  that  has  passed 
through  the  mouth  into  the  stomach.  Since  the 
childish  mind  associates  and  identifies  preg- 
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nancy  and  eating-,  and  since  food  can  be  gotten 
rid  of  by  vomiting,  it  follows  that  tbe  subcon- 
scious mind  is  trying  to  get  rid  of  the  pregnancy 
by  its  nausea  and  vomiting.  In  other  words,  when 
a pregnant  woman  vomits,  her  subconscious 
mind  is  trying  to  bring  about  an  abortion. 

The  patient  is  given  a paper  on  which  the 
above  is  summarized  as  follows : 

There  is  a conscious  and  a subconscious  mind 
The  subconscious  mind  is  subconscious 
” infantile 
” non-rational 
” non-moral 
dominates  the  emotion- 
al life 

identifies  eating  and 
pregnancy 

produces  nausea  and 
vomiting  of  preg- 
nancy in  desire  for 
an  abortion. 

She  is  asked  to  slowly,  thoughtfully,  quietly  re- 
view this  for  fifteen  minutes  every  day  and 
return  in  one  week. 

In  this  work  it  has  been  noted  that  over  half 
of  all  cases  of  nausea  and  vomiting  improved 
within  the  first  week.  With  these  patients  it  is 
merely  necessary  to  review  the  subject  matter 
again,  answer  questions  that  arise  and  continue 
the  daily  exercise  until  the  nausea  and  vomiting 
stop  completely. 

CASE  1.  K.  E.  Age  27. 

She  had  two  pregnancies,  eight  and  four  years 
previously.  In  her  first  pregnancy  the  nausea 
and  vomiting  had  been  severe  for  about  six 
months,  but  tended  to  subside  in  the  last  tri- 
mester. In  the  second  pregnancy  the  same  syn- 
drome had  persisted  throughout  the  whole  nine 
months.  She  believed  that  her  physician  told 
her  that  a further  pregnancy  would  certainly 
be  fatal.  First  seen  at  six  weeks  of  pregnancy, 
her  nausea  and  vomiting  was  severe,  that  is  it 
followed  every  meal.  No  treatment  was  given 
for  one  week,  during  which  vomiting  took  place 
during  meals  and  through  the  night.  She  Avas 
given  the  preceding  outline.  Within  a week  she 
had  recovered  except  for  one  or  two  periods  of 
nausea  a day,  and  by  the  second  Aveek  complete 
remission  of  symptoms  was  obtained.  One  month 
later  she  had  excessive  salivation  and  a tendency 
towards  nausea,  possibly  due  to  a sister-in-law’s 
story  of  the  patient’s  husband  (an  unfounded 
accusation  of  extra-marital  adventures).  After 
simple  discussion  tbe  salivation  and  nausea 
quickly  improved  and  the  pregnancy  was  with- 
out  further  incident.  This  case  is  about  a typical 


response  and  is  found  so  uniformly  that  further 
examples  need  not  be  given. 

CASE  2.  G.  V.,  age  20 

Her  first  pregnancy,  before  marriage,  ended 
in  induced  abortion.  She  presented  herself  dur- 
ing her  second,  pregnancy  at  four  months  gesta- 
tion. She  had  had  slight  nausea  but  no  vomiting 
and  the  remaining  five  months  were  without  in- 
cident. A year  and  a half  after  delivery  she 
began  to  have  episodes  of  asthma.  Investigation 
revealed  extra-marital  relations  by  the  husband 
with  intense  emotional  upset.  After  this  there 
was  a remission  until  she  moATed  in  with  her  own 
family  during  the  housing  shortage.  Asthma 
promptly  developed  in  both  mother  and  child. 
Fainting  spells  occurred  and  the  red  cell  count 
fell  to  2,400,000,  the  hemoglobin  to  50%.  Im- 
proved diet,  liver  and  iron  Avere  suggested  and 
again  symptoms  subsided.  In  the  second  month 
of  the  third  pregnancy  asthma  and  anemia  re- 
turned. At  four  months  status  asthmaticus  de- 
veloped. In  the  hospital  she  improved  prompt- 
ly on  the  usual  treatment  and  Avas  sent  home. 
It  Avas  insisted  that  she  move  to  a house  of  her 
oaa'ii,  away  from  all  friends  and  relatives.  Asth- 
ma ceased  completely  in  both  mother  and  child 
as  soon  as  they  took  possession  of  their  own 
home,  where  the  mother  was  not  beset  by  her 
family  and  the  child  had  a yard  to  play  and  run 
freely.  However,  shortly  the  asthma  was  re- 
placed by  nausea  and  vomiting  which  promptly 
became  almost  continuous,  no  food  being  re- 
tained. Improvement  on  the  usual  treatment 
was  rapid,  and  in  three  weeks  even  nausea  had 
ceased.  Pregnancy  Avas  Avithout  further  incident. 
This  case  illustrates  a more  complicated  type 
Avith  tAvo  different  emotional  syndromes  ( vomit- 
ing and  asthma)  being  almost  interchangeable. 

CASE  3,  G.  F.,  24 

This  Avoman  Avas  seen  at  about  five  A\Teeks 
along  in  her  pregnancy.  She  is  the  Avife  of  a 
Clergyman,  who  had  young  children  by  a pre- 
vious marriage.  Previous  medical  history  nega- 
tive except  for  spinal  fusion  at  thirteen  and  ap- 
pendectomy at  fifteen.  Nausea  and  vomiting 
began  at  ten  Aveeks.  This  was  the  first  attempt 
to  explain  to  any  of  the  clergy  t he  principles  of 
nausea  and  vomiting.  Reception  of  the  theory 
Avas  good.  She  improved  within  tAvo  Aveeks  but 
three  months  later  had  severe  heartburn  fol- 
lowed Avithin  a Aveek  by  an  episode  of  dramati- 
cally intense  nausea  and  vomiting.  This  Avas  co- 
incident with  overhearing  a conversation  based 
on  a disparaging  comparison  with  the  first  Avife. 
No  further  nausea  or  vomiting  was  present 
throughout  the  rest  of  the  pregnancy,  although 
heartburn,  insomnia,  weakness,  excessive  gain 
in  weight,  aerophagia  and  so  on  Avere  recurring- 
symptoms  in  about  that  order  of  importance. 
These  were  believed  to  be  mostly  due  to  emo- 
tional strains  and  treated  accordingly.  This 
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patient  showed  the  type  of  case  which  develops 
a multitude  of  symptoms  after  the  subsiding'  of 
the  original  syndrome,  but  it  seemed  that  they 
were  the  less  of  the  two  evils. 

If  the  nausea  and  vomiting  persist,  it  will  be 
important  to  enquire  specifically  just  how  the 
daily  meditation  is  being  done.  Questioning  will 
usually  elicit  the  information  that  it  is  not  done 
at  all,  or  is  being  done  carelessly.  Another  week 
can  be  tried  at  home  with  these  women,  or  better, 
they  can  be  brought  to  the  office  daily  where 
the  doctor  or  nurse  can  review  the  subject  with 
them  for  the  allotted  time.  If  several  patients 
are  being  treated,  all  can  be  seen  together.  What 
this  loses  in  individual  contact  is  helped  by  the 
group  psychology. 

CASE  4.  II.  A.,  Age  27 

This  woman  was  seen  shortly  after  her  first 
missed  period.  Five  years  previously  the  one 
former  pregnancy  was  dominated  by  nine  months 
of  nausea  and  vomiting.  She  was  said  to 
have  gained  less  than  ten  pounds  during  that 
time.  The  patient  demanded  abortion,  terri- 
fied mostly  by  fear  of  nausea  and  vomit- 
ing. The  syndrome  began  suddenly  at  six 
weeks  and  persisted  two  weeks.  A vacation  away 
from  all  of  her  family  found  the  nausea  stopped, 
to  return  promptly  when  she  got  home.  The 
usual  treatment  was  given.  In  a week  she  was 
unimproved,  but  admitted  she  had  not  done  the 
exercises.  She  stayed  away  from  the  office  a 
month,  during  which  time  nausea  and  vomiting 
continued  from  three  to  ten  times  daily,  loss  of 
five  pounds  of  weight,  weakness  and  vague  ab- 
dominal distress.  For  two  more  weeks  the  exer- 
cises were  tried  at  home,  at  the  end  of  which 
time  it  was  obvious  that  she  neither  had  tried 
to  perform  her  meditation  nor  felt  inclined  to  do 
so.  Upon  insisting  that  she  report  to  the  office 
daily  to  review  the  exercise  with  the  nurse,  the 
nausea  and  vomiting  ceased  within  a week,  her 
weight  increased  eight  pounds  in  three  weeks 
and  she  was  comfortable  through  the  rest  of  her 
pregnancy.  Since  she  was  underweight  she  was 
encouraged  to  gain,  another  thirty  pounds  being 
added  in  the  next  four  and  a half  months.  Ex- 
cept for  a hemorrhage  of  large  clots  of  blood  in 
the  seventh  month  and  spotting  for  two  weeks 
thereafter,  the  pregnancy  was  without  further 
incident.  Delivery  was  precipitous. 

Many  failures  will  be  encountered  with  this 
method  unless  the  doctor  makes  certain  that  the 
patient  actually  performs  the  exercises.  A lack 
of  prompt  improvement  should  arouse  strong 
suspicions  and  tireless  investigation  with  ap- 
propriate measures. 

We  might  emphasize  that  the  patient  need  not 
believe  this  theory  on  the  nausea  and  vomiting 
of  pregnancy  in  order  to  let  it  produce  the  de- 
sired results.  We  are  not  attempting  to  educate 
the  conscious  mind  but  merely  to  influence  the 


subconscious.  The  basis  of  cure  for  the  symp- 
tom complex  is  the  release  of  emotional  tension, 
and  this  simple  program  seems  to  have  answered 
the  problem  in  the  majority  of  cases  under  ob- 
servation. 

CASE  5.  B.  L.  Age  36 

The  patient  was  seen  two  weeks  after  she  had 
missed  her  first  period.  There  were  no  previous 
pregnancies.  She  gave  a long  history  of  symp- 
toms such  as  insomnia,  migraine,  tachycardia, 
nausea,  constipation,  dysuria,  vaginal  discharge, 
dysmenorrhea,  dyspareunia.  She  had  been  a 
nurse,  with  sanatorium  care  for  moderately  ad- 
vanced pulmonary  tuberculosis.  X-ray  examina- 
tion of  the  chest  and  sputum  analysis  were  neg- 
ative. The  Friedman  test  one  week  later  was 
reported  positive.  Meanwhile  nausea  and  vomit- 
ing began  to  follow  meals.  No  treatment  except 
general  reassurance  was  given  for  six  weeks.  At 
three  months  her  husband  as  well  as  the  patient 
was  becoming  alarmed.  With  much  resistance 
she  listened  to  the  proposed  treatment  and  was 
only  induced  to  try  it  on  a dare.  Nausea  and 
vomiting  stopped  within  ten  days  and  did  not 
recur.  When  this  patient  went  into  labor  her 
blood  pressure  jumped  immediately  to  180/100. 
On  twelve  determinations  before  labor  the  sys- 
tolic had  never  been  above  108  to  130,  the  di- 
astolic 70  to  85.  With  heavy  sedation  labor 
stopped  during  the  night  and  the  blood  pressure 
fell  to  130/80.  When  the  pains  began  again 
the  systolic  pressure  rose  to  an  average  of  200 
and  once  was  read  at  220.  Two  staff  members 
in  consultation  advised  Caesarean  section.  In 
the  space  of  five  minutes,  with  absolutely  no 
sedation  or  any  medication  whatever,  she  was 
moved  to  the  operating  room  where  the  anes- 
thetist found  the  systolic  pressure  never  above 
130.  Operation  and  post-operative  course  were 
routine.  After  leaving  the  hospital  she  was  not 
seen  again,  having  quickly  chosen  another  physi- 
cian. She  is  reported  to  have  observed  that  her 
care  was  very  poor,  particularly  the  unsympa- 
thetic treatment  of  her  vomiting.  She  not  only 
did  not  believe  in,  but  bated,  the  method  used, 
and  performed  the  exercise  stubbornly  only  to 
prove  it  wrong.  Yet  even  in  her  case  cessation 
of  the  syndrome  was  prompt. 

CASE  6.  II.  M.  Age  25 

This  patient  had  one  previous  pregnancy,  five 
and  a half  years  previously,  with  vomiting  sev- 
eral times  daily  until  the  seventh  month.  She 
was  first  seen  three  weeks  after  her  missed  period 
with  episodes  of  nausea  and  vomiting  after  each 
meal.  A week  later  it  had  become  an  hourly 
event  and  she  asked  about  vitamin  injections 
to  cure  it.  The  usual  treatment  was  given  with 
improvement  in  a week  and  complete  remission 
in  three  weeks.  Nothing  noteworthy  happened 
during  the  rest  of  the  pregnancy  except  a 
rather  persistent  occiput  posterior  at  the  time 
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of  labor.  Through  her  pregnancy  and  now  long 
afterwards  she  still  thinks  the  process  of  treat- 
ment ridiculous.  However  she  performed  the 
assigned  meditation  and  showed  no  resentment. 
Asked  to  compare  the  two  pregnancies  and  ex- 
plain the  difference  she  was  content  to  say  sim- 
ply that  “I  just  felt  better  all  through  this  preg- 
nancy. ’ ’ 

METHOD  2 

For  those  patients  not  apparently  helped  by 
the  above  within  three  or  four  weeks,  a different 
approach  may  be  tried.  This  is  the  method  fa- 
miliar to  all  physicians  interested  in  psycho- 
somatic medicine.  In  conversation  with  the  pa- 
tient she  is  allowed  to  talk  out  her  reaction  to 
pregnancy.  Here  the  object  is  not  necessarily 
to  do  an  emotional  study  of  the  patient.  We  are 
not  trying  to  analyze  her  subconscious,  merely 
using  another  means  to  release  emotional  tension. 

Part  1.  Simple  story  of  patient’s  attitude  to- 
wards pregnancy. 

The  patient  is  encouraged  to  talk  freely  about 
her  pregnancy  and  the  doctor  merely  listens. 
This  is  a worth  while  task  for  any  of  us.  We 
all  talk  too  much  anyway  and  for  our  sins  we 
might  suffer  a little  the  meanderings  of  others. 
The  patient  auditor  will  soon  hear  much  of  the 
folk-lore  of  medicine  in  its  relation  to  pregnancy. 
Tactful  explaining  away  old  bogeys,  emphasiz- 
ing the  help  given  to  a woman  in  labor,  the  safety 
of  modern  childbirth,  the  relative  simplicity  of 
caring  for  a baby,  the  fun  of  motherhood — all 
can  be  utilized  as  her  story  unfolds.  Today  we 
often  rely  on  mere  printed  pages  to  enlighten 
the  expectant  mother  when  more  personal  con- 
tact will  supply  what  the  alphabet  cannot.  The 
mere  fact  that  “her”  doctor  takes  time  to  hear 
about  “her”  problem  is  often  the  balm  in  Gilead. 
If  after  two  or  more  interviews  she  seems  to  have 
talked  herself  out  and  is  making  no  progress  we 
turn  to^- 

Part  2.  Directed  discussion  concerning  preg- 
nancy. 

This  includes  inquiry  into  aspects  of  preg- 
nancy which  have  proven  relationship  to  nausea 
and  vomiting.  For  the  sake  of  brevity  they  may 
be  simply  outlined,  the  accompanying  quotations 
being  a few  of  the  typical  comments  heard  in 
the  consultation  room. 

a.  Patient’s  infancy  and  early  life  as  remem- 

bered and  as  heard  from  others. 

“Father  always  scared  me  by  saying  I 
was  a bad  girl  and  might  get  caught  preg- 
nant some  day.” 

b.  Her  mother’s  reaction  to  children  and  to 

birth  of  the  patient  in  particular. 

“After  your  birth  I was  always  an  in- 
valid. ’ ’ 

c.  Relation  to  siblings. 

“My  brother  used  to  make  fun  of  my  be- 
ing a girl.  He  made  my  whole  childhood 


miserable  until  he  left  home  when  I was 
ten  years  old.” 

d.  Care  of  other  children. 

“The  punishment  I hated  most  was  being 
forced  to  care  for  my  sister  whom  I dis- 
liked ever  since  her  birth.” 

e.  Presence  at  other  deliveries. 

“My  sister  screamed  for  hours  and  the 
doctor  didn’t  help  her.  I’d  rather  die 
now  than  go  through  that,” 

f.  Contacts  with  other  pregnant  women. 

“My  best  girl  friend  died  during  labor.” 

g.  Previous  pregnancies. 

The  nurse  said  she  never  saw  anyone 
bleed  like  I did  in  my  last  labor  and  de- 
livery. I was  anemic  and  took  shots  for 
over  a year.  ’ ’ 

h.  Why  did  she  get  pregnant  now?  Any  one 

who  asks  this  question  routinely  will  won- 
der whether  most  of  us  are  not  accidents. 
“It  wouldn’t  have  happened  if  I hadn’t 
had  too  many  drinks.” 

“We  thought  the  rhythm  method  was 
reliable.  ” 

“We  ran  out  of  contraceptive  jelly.” 

i.  Is  a child  desired  now? 

“I  wonder  if  I want  children  with  the 
world  so  unsettled?” 

j.  Attitude  of  husband. 

“He  said  he  would  divorce  me  if  I didn’t 
have  an  abortion.” 

k.  Opinion  of  parents. 

“Mother  told  me  to  have  only  two  chil- 
dren and  then  we  could  give  them  more 
education  than  she  gave  us.” 

l.  Opinion  of  in-laws. 

“The  hardest  part  of  the  whole  preg- 
nancy was  telling  bis  mother.  She  blames 
me  for  getting  pregnant,” 

m.  Opinion  of  other  children  in  the  family. 

“My  oldest  son  (16  years  of  age)  says  it 
embarrasses  him  in  school.  His  friends 
tease  him  about  what  his  mother  and  fath- 
er must  be  doing.” 

n.  Opinion  of  neighbors. 

“We  are  being  evicted  from  our  apart- 
ment, The  other  tenants  won’t  stand 
for  a baby  in  this  apartment.” 

o.  Religious  attitudes. 

“Our  religion  teaches  us  to  have  all  the 
children  God  sends,  but  we  can’t  possibly 
raise  another  with  my  husband  too  ill 
to  work.  ’ ’ 

These  and  similar  aspects  of  the  problem  can 
be  introduced.  The  careful  observer  will  know 
how  to  select  points  that  seem  applicable  in  this 
particular  patient;  often  an  unwillingness  to 
discuss  any  particular  viewpoint  indicates  need 
of  further  study  along  that  direction. 

By  allowing  the  woman  to  relieve  her  hidden 
fears  or  guiding  her  remarks  along  chosen  paths, 
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at  some  stage  the  nausea  and  vomiting  lias  been 
found  to  stop.  The  precise  reason  is  often  not 
clear;  at  which  point  her  subconscious  releases 
enough  emotional  tension  to  stop  the  nausea  and 
vomiting  may  be  left  to  the  professional  psychi- 
atrist. 

It  is  said  that  this  procedure  is  time  con  inn- 
ing, but  it  has  not  always  proved  to  be,  while 
the  satisfaction  of  this  treatment’s  results  may 
be  sufficient  justification  and  compensation. 

CASE  7.  L.  B.  Age  35 

This  patient  was  first  seen  two  years  previous- 
ly for  marked  emotional  instability  with  aero- 
phagia,  headaches,  spells  of  crying,  dysmenor- 
rhea, nightmares  and  fatigue.  Physical  examin- 
ation and  general  laboratory  studies  were  not 
helpful.  She  improved  slowly  over  a period  of 
six  months  and  finally  enjoyed  what  she  called 
the  best  health  in  years.  During  previous  preg- 
nancies seven  and  three  years  before,  her  nausea 
and  vomiting  lasted  five  and  nine  months  re- 
spectively. She  came  to  the  office  two  weeks 
after  a missed  period.  Nausea  and  vomiting  were 
almost  incapacitating  and  the  usual  treatment 
was  begun  at  once.  Vomiting  stopped  within 
three  days.  Two  days  later  there  was  a normal 
period.  Apparently  not  only  the  nausea  and 
vomiting  but  the  delayed  period  as  well  were 
emotional  in  cause.  There  followed  two  normal 
periods  and  again  a missed  period.  Six  weeks 
after  this  period  she  came  to  the  office  with  a 
history  of  one  month’s  vomiting  from  three  to 
fifteen  times  a day.  This  time  a week  of  home 
exercises  produced  no  results.  Another  week 
devoted  to  daily  sessions  with  the  nurse  had 
what  might  be  thought  a slight  benefit,  but  this 
is  not  certain.  Discouraged  with  the  first  meth- 
od, we  suggested  a change  to  the  second.  In 
three  interviews  at  weekly  intervals  it  was  found 
that  the  pregnancy  was  definitely  unwelcome 
due  to  lack  of  adequate  finances,  interference 
with  her  husband’s  plans  and  business  hopes, 
impossibility  of  taking  a projected  trip,  responsi- 
bilities of  caring  for  the  other  children  in  which 
her  husband  seemed  not  taking  his  share,  and 
generalized  exhaustion  from  nursing  her  parents, 
one  a chronic,  the  other  an  occasional  nursing 
problem.  During  discussion  of  these  problems 
with  their  relationship  to  her  nausea  and  vomit- 
ing, she  became  agitated  and  hysterical.  She 
said  she  was  continually  being  annoyed  about 
her  personal  affairs,  and  of  late  had  dreaded 
coming  to  the  office.  One  week  later  her  nausea 
and  vomiting  stopped  completely  and  did  not 
return.  The  remainder  of  the  pregnancy  was 
without  incident. 

It  is  obvious  that  some  patients  will  probably 
be  found  who  should  not  be  subjected  to  this 
program.  But  even  in  this  patient  and  other 
women  with  a poor  measure  of  emotional  stabil- 
ity persistence,  a little  humoring,  kindness  and 


reassurance  have  not  yet  been  found  wanting 
to  produce  a reasonably  early  cure.  If  this 
method  is  widely  used  there  will  be  occasional 
disasters  depending  upon  circumstances,  and 
more  frequently  the  more  careless  and  crude  the 
handling  of  the  patient’s  problems. 

CASE  8.  D.  K.  Age  28 

This  lady  was  seen  at  about  eight  weeks  along 
in  her  pregnancy.  Physical  examination  and 
the  usual  laboratory  findings  were  essentially 
within  normal  limits.  She  g'ave  a history  of  pro- 
gressively increasing  nausea  and  vomiting,  so 
that  nothing  but  occasional  liquids  were  being 
retained.  The  usual  routine  was  attempted,  but 
although  she  seemed  to  be  performing  it  she  lost 
four  pounds  in  ten  days.  The  vomiting  became 
an  almost  hourly  occurrence.  She  inquired  about 
therapeutic  abortion,  but  was  told  we  did  not 
believe  this  ever  indicated.  Hospitalization  for 
parenteral  feeding  and  study  was  advised.  She 
said  it  would  be  considered  and  disappeared  for 
a week.  Called  to  her  home,  she  was  worn  out 
by  starvation  and  dehydrated,  fatigued  by  lack 
of  sleep,  retching  almost  continuously.  She  was 
told  we  could  no  longer  accept  responsibility  for 
her  care  since  she  refused  hospitalization.  Be- 
fore leaving  it  was  suggested  that  she  be  more 
honest  with  her  next  physician  since  (we  told 
her)  she  seemed  to  be  concealing  essential  facts. 
The  story  then  was  told  as  follows.  She  had 
been  married  six  years  with  no  pregnancies,  sup- 
posedly due  to  aspermia  of  the  husband.  Three 
months  before  seeing  her  she  had  begun,  with 
her  husband’s  knowledge,  an  affair  with  a neigh- 
bor. After  missing  her  first  period,  with  her 
husband’s  blessing,  she  had  changed  her  home 
to  another  city  and  the  man  she  was  now  living 
with  was  not  her  legal  husband  but  was  the 
father  of  the  child.  Of  late  he  too  seemed  to  be 
losing  interest.  She  wanted  a divorce  in  order 
to  marry  this  man  that  she  might  ensure  her 
own  protection  and  the  legitimacy  of  the  child. 
Inquiries  revealed  that  under  California  law 
divorce  and  remarriage  was  impossible  within 
the  time  limit.  Suicide  had  been  tried  half  heart- 
edly.  A mere  telephone  call  to  a local  lawyer 
supplied  information  on  the  Nevada  laws,  the 
city  to  go  to,  what  lawyer  to  see  there  and  other 
general  points  of  procedure.  The  nausea  and 
vomiting  stopped  at  once,  she  ate  two  hearty 
meals  that  day  and  the  pregnancy  went  on  with- 
out other  complication. 

SUGGESTIONS 

From  work  with  other  patients  it  is  obvious 
that  two  other  valuable  methods  could  be  brought 
into  play  in  treating  this  syndrome — free  associ- 
ation and  narcoanalvsis.  In  this  study  they  have 
not  yet  been  needed,  although  it  is  hoped  that 
suitable  material  may  be  available  later.  Espe- 
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cially  in  employing  narcoanalysis  in  other  prob- 
lems, during  which  the  nausea  and  vomiting  of 
pregnancy  is  sometimes  reviewed,  it  is  remark- 
able how  many  women  will  spontaneously  sug- 
gest that  the  syndrome  is  emotional  in  origin 
and  assign  the  desire  for  abortion  as  the.  precipi- 
tating factor.  It  is  possible  that  ultimately  nar- 
coanalysis with  its  examination  of  the  patient 
under  mild  anesthesia,  its  opportunity  to  release 
emotional  tension  and  its  convenience  for  ap- 
propriate suggestion  may  prove  the  simplest, 
safest  and  quickest  method  of  all.  However  these 
fields  will,  more  and  more,  be  left  to  the  special- 
ist. Our  intention  has  been  primarily  to  reduce 
to  its  simplest  details  a method  which  can  be 
used  by  almost  any  doctor  who  practices  modern 
obstetrics  and  who  can  learn  the  elementary  dis- 
tinction between  the  conscious  and  the  subcon- 
scious, the  mind  and  the  emotions. 


SUMMARY 

The  time  has  come  to  strip  this  syndrome  of 
its  terrors  and  superstition  and  frankly  tell  our 
patients  that  the  nausea  and  vomiting  of  preg- 
nancy often  is  a symptom,  emotional  in  origin, 
due  to  the  subconscious  rebellion  against  preg- 
nancy and  the  subconscious  desire  for  an  abor- 
tion. Cure  is  usually  easily  effected  by  psycho- 
logical treatment,  whose  intent  is  the  release  of 
emotional  tension,  not  necessarily  the  convincing 
of  the  patient.  Two  simple  methods  are  present- 
ed which  have  been  tried  routinely  for  over  five 
years  in  more  than  fifty  cases.  More  compli- 
cated methods  are  probably  needed  but  rarely, 
and  when  required  possibly  should  be  left  to  the 
specialist.  The  psychiatrist  is  not  consulted  as 
much  in  obstetrics  as  his  help  is  needed.  It  is 
hoped  that  large  controlled  series  of  cases  can 
be  tried  and  the  results  published. 
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'"pHE  mechanical  and  physiological  changes 
associated  with  pregnancy  not  infrequently 
produce  or  precipitate  trauma  to  the  nervous, 
muscular,  or  skeletal  systems.  A knowledge  and 
differentiation  of  the  pathology  that  may  be 
produced  is  essential  to  their  proper  treatment. 
Little  mention  is  made  in  the  literature  of  the 
association  between  scalenus  anticus  syndrome, 
intervertebral  disc  pathology  and  pregnancy,  or 
the  differentiation  of  these  from  obstetrical  neu- 
ritis and  paralysis. 

There  are  two  distinct  types  of  neuritis  oc- 
curring during  pregnancy  from  an  etiological 
standpoint : Gestational  neuritis  of  deficiency  or 
toxic  origin  and  gestational  neuritis  due  to 
trauma.  Neuritis  due  to  a deficiency  of  V itamin 
B,  gestational  neuritis  or  neuronitis,  sometimes 
called  toxic  neuronitis  or  polyneuritis  of  preg- 
nancy, is  an  uncommon  complication  of  preg- 
nancy.1 This  deficiency  comes  about  by  the 
altered  secretory  function  during  pregnancy, 
increased  demands,  and  the  starvation  that  oc- 
curs with  hyperemesis  gravidarum.2  This  type 
of  neuritis  may  be  mild  with  transitory  symp- 
toms, i.  e.,  paresthesia  and  weakness,  or  more 
severe  with  definite  paralysis,  pain,  visual  dis- 


turbances, tachycardia,  and  loss  of  reflexes. 
There  is  also  a severe  fulminating  type  which 
is  rapidly  progressive  and  which  may  cause 
death  within  a few  days.  The  association  of  neu- 
ritis with  toxemias  of  pregnancy  has  been  noted 
with  reference  to  hyperemesis  gravidarum.  King 
and  Ride3  mention  the  relationship  between 
Vitamin  B deficiency  and  the  toxemias  of  late 
pregnancy.  Out  of  371  cases  of  beri-beri  oc- 
curring in  China,  252  cases  were  complicated  by 
toxemia  of  pregnancy.  The  prognosis  was  con- 
siderably more  grave  in  cases  of  beri-beri  as- 
sociated with  toxemia  of  pregnancy.  This  was 
particularly  seen  in  cases  of  eclampsia  in  which 
a mortality  rate  of  38.8  per  cent  was  found  in 
36  cases  which  were  complicated  by  beri-beri, 
as  opposed  to  11.6  per  cent  in  43  cases  without 
complications.  There  is  an  obscure  relationship 
between  the  Vitamin  B metabolism,  the  endo- 
crine system,  toxemia  of  pregnancy,  and  poly- 
neuritis. Preventative  treatment  should  consist 
of  treatment  of  the  early  nausea  and  vomiting 
with  large  doses  of  the  Vitamin  B Complex  con- 
taining adequate  quantities  of  the  Vitamin  Bi 
factor,  parenteral  injections  of  liver,  dilute  hy- 
drochloric acid,  and  blood  transfusions.  Recov- 
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erv  from  the  neurologic  symptoms  may  be  slow 
and  complete  recovery  may  not  occur  until  three 
to  eighteen  months  after  the  termination  of 
the  pregnancy.2  A true  toxic  neuritis  may  occur 
during  pregnancy  from  drugs,  such  as  triortho- 
cresvl  phosphate  taken  as  an  abortifacient. 

Neuritis  occurring  during  pregnancy  may  also 
result  from  trauma.  This  second  group  has  been 
little  discussed  in  the  literature  and  the  mechan- 
ism of  its  production  has  not  been  clearly  de- 
fined. The  most  frequent  explanation  given  for 
the  cause  of  this  neuritis  is  the  trauma  to  the 
nerves  produced  by  the  presenting  part  or  in- 
jury at  the  time  of  delivery.  Mills5  reported 
ten  cases  of  peroneal  palsy  as  a complication  of 
parturition  and  describes  the  paralysis  as  “uni- 
lateral and  occurs,  in  most  cases,  on  the  side 
opposite  to  the  one  occupied  by  the  greatest 
diameter  of  the  fetal  skull.”  This  explanation 
undoubtedly  accounts  for  a certain  number  of 
injuries  occurring  to  the  nerves  but  a larger 
group  cannot  he  explained  on  this  postulation. 
The  following  cases  illustrate  other  etiological 
factors  in  the  production  of  this  type  of  neuritis. 

Case  I.  E.  S.,  aged  31  years,  para  O,  present- 
ed no  unusual  prenatal  complications.  She  was 
admitted  to  the  hospital  in  active  labor  on  Dec- 
ember 17,  1947,  and  delivered  a 6V2  lb.  female 
infant  after  16  hours  of  active  labor.  Demerol 
and  scopolomine  were  given  after  the  cervix 
was  dilated  to  approximately  6 centimeters. 
The  patient  was  encouraged  to  use  all  of  her 
expulsive  efforts  after  full  dilation  was  obtained. 
The  second  stage  of  labor  lasted  approximately 
two  hours;  the  third  stage  was  uneventful. 
Shortly  after  the  delivery  of  a normal  full  term 
infant,  the  patient  complained  of  “severe  pain 
in  her  neck"  radiating  down  the  right  arm. 
There  was  tingling  in  the  fingers  and  examina- 
tion showed  the  reflexes  on  this  side  to  be  dimin- 
ished. Roentgenologic  findings  at  this  time  were 
interpreted  as  evidence  of  a ruptured  cervical 
disc.  The  patient  was  transferred  to  an  ortho- 
pedist for  further  treatment  and  improved  after 
conservative  treatment.  In  reviewing  her  past 
history  , there  was  no  evidence  of  injury  or  a 
similar  attack  of  pain. 

Case  II.  1).  K.  ,aged  31  years,  was  admitted 
to  the  hospital  on  February  27,  1947,  in  active 
labor.  The  patient  had  one  previous  pregnancy 
and  delivery  in  1944.  Her  previous  pregnancy 
and  delivery  were  uneventful  with  the  exception 
of  having  pain  in  her  neck  and  the  left  arm  for 
several  weeks  following  her  delivery.  This  pain 
started  shortly  after  she  delivered  and  gradually 
subsided  without  roentgenologic  studies  or  treat- 
ment. Her  present  prenatal  period  was  without 


complication  and  she  delivered  a normal  full 
term  infant  after  lour  hours  of  active  labor. 
The  next  morning  the  patient  began  complaining 
of  pain  in  her  left  shoulder,  arm,  and  hand.  She 
was  unable  to  comb  her  hair  and  stated  that 
there  was  marked  weakness  in  the  left  hand. 
Roentgenologic  findings  were  interpreted  as  evi- 
dence of  a ruptured  cervical  disc  and  she  was 
referred  to  an  orthopedist  for  further  treat- 
ment. The  patient  is  still  under  treatment  and, 
although  improved  after  three  months,  still  com- 
plains of  pain  in  her  neck. 

The  findings  in  Case  I and  Case  II  were  in- 
terpreted by  roentgenological  and  neurological 
examinations  as  neuritic  symptoms  secondary  to 
a rupture  of  the  nucleus  pulposis  in  the  cervical 
region.  The  symptoms  were  precipitated  by  preg- 
nancy or  delivery.  O’Connell5  noted  the  increased 
incidence  of  intervertebral  lumbar  disc  during 
pregnancy.  Seven  of  the.  nine  women  who  bore 
one  or  more  children  with  lumbar  disc  protru- 
sion, developed  the  symptoms  of  the  protrusion 
during  pregnancy  or  puerperium.  All  of  these 
protrusions  later  proven  during  surgery.  There 
is  no  other  mention  in  the  literature,  to  my  knowl- 
edge, of  this  association  between  intervertebral 
disc  protrusion  and  pregnancy.  The  above  cases 
were  both  of  cervical  disc*  protrusion. 

Case  III.  C.  C.,  aged  38,  entered  the  hospital 
in  active  labor.  Her  past  history  was  significant 
in  that  she  had  had  two  previous  pregnancies 
thirteen  and  eleven  years  before  her  present  ad- 
mission ; with  each  she  developed  a brachial 
neuritis  following  the  delivery,  which  persisted 
for  several  months.  During  this  admission  she 
delivered  spontaneously  after  a four  hour  labor; 
her  postpartum  convalescence  was  uneventful 
with  the  exception  of  pain  and  weakness  in  the 
right  arm  which  was  first  noted  the  day  follow- 
ing the  delivery.  The  pain  was  dull  in  character, 
requiring  narcotics  for  relief.  There  was  also 
tingling  in  the  fingers.  Examination  revealed 
no  changes  in  the  reflexes  and  the  parasthesias 
confined  to  the  distribution  of  the  ulnar  and 
median  nerves.  Roentgenograms  did  not  show 
cervical  ribs  or  evidence  of  intervertebral  disc 
protrusions.  The  diagnosis  of  a scalenus  anticus 
syndrome  was  made  and  after  failure  to  improve 
on  conservative  therapy,  the  right  scalenus  anti- 
cus muscle  was  severed.  The  patient  noted  im- 
mediate relief  and  recovered  completely. 

DISCUSSION 

It  is  known  that  the  structural  mobility  and 
curvature  of  the  vertebrae  and  pelvis  is  altered 
during  pregnancy.  These  changes  are  brought 
about  by  both  postural  and  endocrine  factors. 
These  factors  are  predisposing  cause  of  interver- 
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tebral  disc  pathology  and  scalenus  anticus  syn- 
drome, and  should  be  differentiated  from  the 
neuritis  of  a toxic  or  deficiency  origin.  The 
posture  of  a pregnant  woman  has  been  described 
as  follows : ‘ ‘ The  head  and  shoulders  are  thrown 
backward  to  compensate  for  the  forward  dis- 
placement of  the  growing  uterus.  ’ '7  The  retract- 
ed shoulders,  carriage  of  the  head  (pride  of  preg- 
nancy), and  the  accentuation  of  the  natural  lum- 
bar lordosis  relieves  the  abnormal  tension  on  the 
back  and  leg  muscles.  With  the  onset  of  labor 
and  the  involuntary  expulsive  efforts  of  the 
uterus,  together  with  the  voluntary  straining 
associated  with  the  second  stage,  there  is  noted 
a change  in  the  curvature  of  the  vertebral  col- 
umn. The  woman  in  her  “bearing  down  efforts” 
produces  a kyphosis.  This  mechanism  changes 
the  pelvic  inclination  to  facilitate  engagement 
and  descent  of  the  head.  The  parturient  axis  is 
altered  by  the  curvature  of  the  vertebrae.  It  is 
known  that  hyperextension  of  the  thighs  increas- 
es the  inlet  (Walcher  position),  but  I believe 
that  the  increased  lordosis  and  protrusion  of 
the  abdomen  distorting  the  birth  canal  increases 
the  expulsive  efforts  required,  changing  the  axis 
of  the  inlet,  in  this  respect  the  ancient  midwife 
did  better  than  the  modern  obstetrician.  She 
provided  a stool  which  to  a large  extent  retained 
the  advantages  of  the  squat  position  associated 
with  kyphosis.  This  alteration  in  the  curvature 
of  the  spine  is  undoubtedly  a predisposing  fac- 
tor in  production  of  intervertebral  disc  pathol- 
ogy. There  is  also  the  endocrine  factor  respon- 
sible for  the  increased  mobility  of  the  spine  dur- 
ing pregnancy.8  A substance  named  relaxin  has 
been  demonstrated ; the  injection  of  this  sub- 
stance in  non-pregnant  animals  produces  marked 
relaxation  of  all  joints.9  The  changes  have  been 
principally  demonstrated  with  reference  to  the 
pelvic  joints,  although  it  is  reasonable  to  assume 
that  the  vertebrae  may  be  likewise  affected,  the 
cartilage  becoming  more  spongy,  thickened,  and 
with  the  altered  posture  during  pregnancy, 
more  susceptible  to  injury.  The  expulsive  effort 
on  the  part  of  the  patient  during  the  second 
stage  of  labor  may  be  a precipitating  factor  in 
some  cases.  Patients  are  encouraged  to  “pull 
hard  and  bear  down.”  This  certainly  puts  a 
severe  strain  on  the  vertebrae.  The  physiological 
changes  of  pregnancy  altering  the  intervertebral 
disc  are  probably  more  important  in  the  develop- 
ment of  the  pathology  than  the  trauma  of  preg- 


nancy or  labor.  Bradford  and  Spurling9  state 
that  although  increasing  interest  in  trauma  as 
the  major  factor  in  producing  cervical  hernia- 
tion of  the  nucleus  pulposus  may  produce  a 
higher  figure,  in  the  reported  cases  not  more 
than  one-fourth  give  a traumatic  history.  Clow- 
ard  and  Bucy10,  in  discussing  the  relationship 
between  adolescent  kyphosis  and  certain  spinal 
cord  tumors,  believe  that  the  altered  circulation 
with  pressure  upon  the  posterior  veins  may  in- 
terfere with  growth  or  soften  the  spongiosa,  with 
resulting  prolapse  of  the  nucleus  pulposus.  This 
softening  has  been  discussed  with  the  relation- 
ship to  pregnancy. 

The  pathology  in  Case  III  was  due  to  com- 
pression of  the  branchial  plexus  by  the  scalenus 
anticus  muscle.  This  syndrome  was  first  de- 
scribed by  Murphy11  and  was  later  discussed 
more  in  detail  by  Osehner  and  his  associates. 
The  scalenus  anticus  muscle  arises  from  the 
transverse  processes  of  the  third  to  the  sixth  cer- 
vical vertebrae  inclusively,  descending  in  a verti- 
cal direction  and  inserting  itself  by  a tendon 
to  a tubercle  on  the  inner  border  of  the  first  rib. 
The  branchial  plexus  and  the  subclavian  artery 
lies  behind  the  lower  portion  of  the  muscle  and 
upon  the  other  scalenus  muscles.  Thus,  the  artery 
and  the  plexus  pass  through  a triangle  in  the 
supraclavicular  portion  of  their  course,  bordered 
by  the  first  rib  below  and  the  scalenus  muscles 
which  form  the  apex  above.  Any  condition  which 
shortens  or  thickens  the  scalenus  anticus  muscle 
diminishes  the  size  of  this  supraclavicular  tri- 
angle. This  structure  has  been  described  as  a 
contractile  sphincter  which  may  compress  the 
vascular  and  nerve  elements  contained  within.13 
The  changes  in  posture  that  occurs  with  preg- 
nancy, the  head  and  shoulders  being  thrown 
back  to  compensate  for  the  forward  displace- 
ment of  the  growing  uterus,  must  bring  the 
scalenus  anticus  muscle  under  tension  and  the 
configuration  of  the  supraclavicular  triangle  is 
altered  to  produce  the  symptoms  attributed  to 
scalenus  anticus  syndrome.  Many  cases  attrib- 
uted to  toxic  or  deficiency  neuritis  during  preg- 
nancy may  be  due  to  this  compression  of  the 
brachial  plexus.  Conservative  treatment  of  this 
condition  gives  relief  in  the  majority  of  cases.13 
The  shoulder  should  be  elevated  by  a sling  and 
the  back  held  stable  with  a maternity  support. 
Relief  may  be  obtained  when  in  bed  by  an  ar- 
rangement of  pillows,  one  under  each  shoulder 


Arizona  Medicine 


■June,  1.050 


34 

and  the  third  supporting-  the  head;  in  this  man- 
ner the  shoulder  girdle  is  held  forward  and  the 
head  elevated. 

Treatment  of  intervertebral  disc  pathology 
and  scalenus  anticus  syndrome  is  a problem  for 
the  orthopedist  and  the  surgeon,  it  is  of  im- 
portance for  the  obstetrician  to  recognize  these 
conditions  so  that  proper  treatment  may  be  in- 
stituted. Greater  interest  should  be  taken  dur- 
ing * pregnancy  and  labor  to  protect  the  back 
from  trauma.  With  complaint  of  back  pain,  a 
neurological  examination  is  important  and 
x-rays  are  indicated.  A proper  support  to  the 
vertebral  column  when  back  pain  is  a constant 
symptom  will  protect  the  back  from  the  trauma 
that  may  result  from  pregnancy.  The  best  type 
of  support  is  one  that  acts  as  a sling  for  the 
lower  abdomen  supporting  the  uterus,  loose  at 
the  top  to  allow  for  normal  expansion,  not  caus- 
ing compression  of  the  abdominal  contents,  and 
giving  adequate  support  to  the  back.  An  abdom- 
inal binder  in  individuals  with  symptoms  of 
back  pain  should  be  worn  during  pregnancy  to 
maintain  the  proper  axis  of  support  and  the  pa- 
tient should  be  instructed  during  her  pregnancy 
on  proper  posture.  She  should  avoid  straining 
and  heavy  lifting.  Frequent  consultation  with 
the  orthopedist  and  neurologist  is  important. 

SUMMARY 

Differentiation  of  polyneuritis  of  pregnancy 
and  traumatic  neuritis  was  emphasized  with 
treatment  for  each  condition.  Two  cases  of 
cervical  disc  protrusion  and  one  case  of  scalenus 
anticus  syndrome  associated  with  pregnancy  were 
discussed.  The  mechanical  and  endocrine  factors 
associated  with  pregnancy  are  felt  to  be  predis- 
posing factors  in  inducing  intervertebral  disc 
pathology,  scalenus  anticus  syndrome,  and  other 
associated  lesions. 
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Pros  and  Cons  of  Lipotropic 
Substances 

The  term  lipotropic  was  originally  applied  to 
choline  which  prevented  the  deposition  or  accel- 
erated the  removal  of  fat  from  the  liver — it  has 
subsequently  been  used  to  describe  the  action  of 
other  substances  with  a similar  effect  on  fat, 
metabolism.  Strecker  first  isolated  choline  from 
bile  in  1849.  Its  acetyl  deraitive  acetyl-choline  is 
now  recognized  as  important  in  the  function  of 
the  para-svmpathetic  nervous  system.  Choline 
itself  has  been  established  as  a constituent  of  the 
phospholipid  molecule  and  is  known  to  play  some 
part  in  the  conversion  of  neutral  fat  to  phos- 
pholipid. The  phospholipids  in  turn,  are  believed 
to  play  an  important  role  in  the  maintenance  of 
normal  fat  deposition  and  transportation ; al- 
though choline  is  known  to  play  an  important 
part  in  regulation  of  the  deposition  of  fat  in  the 
liver,  little  data  is  available  to  directly  relate 
choline  with  the  levels  of  blood  lipid  fractions 
observed  in  health  and  disease. 

Clinical  application  began  about  1924  when 
it  was  noted  that,  the  feeding  of  raw  beef  pan- 
creas prevented  the  fatty  livers  in  insulin-treat- 
ed, depancreatized  dogs.  Hershev  and  Soskin 
noted  a similar  effect  in  rats  using  crude  egg 
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lecithin  of  which  the  active  component  was  later 
identified  as  choline.  Casein  was  found  to  have 
similar  properties,  and  its  active  component  was 
supposedly  largely  methionine,  the  latter  exert- 
ing its  effect  by  the  methylation  of  ethanol-amine 
to  form  choline.  Dragstedt  later  showed  that 
certain  pancreatic  extracts  were  able  to  produce 
similar  action  separate  from  choline  and  protein. 
McHenry  and  Gavin  have  suggested  that  one  of 
the  agents  might  be  inositol,  one  of  the  com- 
ponents of  the  B complex. 

The  lack  of  complete  enthusiasm  in  regard  to 
the  clinical  use  of  there  substances  seems  to  stem 
from  two  main  deficiencies : First,  they  are  not 
effective  usually,  even  by  subjective  improve- 
ment in  acute  hepatitis,  and  are  of  apparently 
slight  value  in  cirrhosis  of  the  liver  complicated 
by  ascites.  (Ref.  Steigmann,  Frederick,  J.A.M.A. 
Vol.  137,-  No.  8,  May  1948,  p.  239.)  Second,  ap- 
parent clinical  improvement  as  evidenced  by : 
(1)  lessening  or  elimination  of  symptoms;  (2) 
improvement  in  all  liver  function  tests  except 
thymol  turbidity  was  shown  not  to  be  accom- 
panied by  histological  improvement  except  for 
the  removal  of  fat  deposition  from  the  liver; 
the  cirrhotic  process  as  evidenced  by  the  forma- 
tion of  connective  tissue,  either  the  same  or  in 
many  eases  showed  actual  progression  as  shown 
by  Franklin,  Falk  and  others  (J.  Clin.  Path.  Yol. 
18,  1948).  Other  than  the  above  two  discrepan- 
cies all  of  the  experimental  and  clinical  reports 
indicate  a definitely  favorable  response  with 
the  use  of  a high  protein,  high  carbohydrate,  low 
fat,  high  vitamin  diet  with  or  without  : choline 
alone,  choline  and  cystine  or  methionine.  It 
was  shown  by  Caver,  however,  that  the  high 
vitamin  diet  should  be  tempered  by  the  limita- 
tion of  the  nicotinamid  to  10-15  mgm.  per  day, 
rather  than  the  usually  recommended  100-150 
mgm.  per  day,  since  there  is  good  evidence  that 
the  higher  doses  of  nicotinic  acid  may  overtax 
the  already  depressed  methylating  capacity  of 
the  diseased  liver.  The  therapeutic  application 
of  the  lipotropic  agents  has  been  extended  from 
intrinsic  liver  disease  to  include  such  other  path- 
ologic processes  as  diabetes  mellitus  in  which 
Paul,  Damn  and  Kemp  showed  definite  salutory 
effect  in  normalizing  blood  lipids,  improving  the 
functional  status  of  the  liver  with  resultant 
augmentation  of  insulin  response,  and  they  have 
suggested  its  possible  usefulness  in  psoriasis, 
burns,  hepato-renal  syndrome  and  other  disor- 
ders of  fat  metabolism.  Since  disturbed  blood 


lipid  values  are  found  in  pregnancy,  pernicious, 
anemia,  acute  and  chronic  hemorrhagic  anemia, 
hypo  and  hyperthyroidism,  extra-hepatic  and 
hemolytic  jaundice,  its  possible  usefulness  in 
these  conditions  is  postulated  but  not  clinically 
verified. 

In  evaluating  the  clinical  failures  in  cirrhotic 
liver  disease  one  is  left  with  the  thought  that 
patients  who  are  not  far  advanced  yet  who  fail 
to  respond  probably  have  a cirrhotic  process 
based  on  other  than  a deficiency  basis.  The 
lack  of  a complete  and  reliable  liver  function 
test  makes  accurate  observation  difficult.  Cutil- 
lo  suggested  that  restoration  of  blood  protein 
levels  to  normal  is  of  prime  prognostic  import- 
ance in  judging  the  benefits  of  lipotropic  ther- 
apy in  all  its  indicated  usage.  The  improvement 
in  technique  and  lessening  of  serious  complica- 
tions of  punch  biopsy  of  the  liver  will  probably 
aid  greatly  in  further  knowledge  of  this  very 
interesting  phase  of  medicine. 

As  to  the  choice  of  the  different  regimes  it 
seems  not  to  make  a great  deal  of  difference 
whether  one  uses  a good  protein  supplement  such 
as  dry  skimmed  milk  which  is  cheap  and  avail- 
able, choline  alone,  choline  and  cystine  or  methi- 
onine in  addition  to  the  usual  diet.  It  has  been 
shown  that  the  amino  acid  preparations  or  pro- 
tein-hydrolysates especially  intravenously,  are 
less  desirable  and  probably  contraindicated  in 
a diseased  liver. 

The  1949  New  and  Nonofficial  Remedies,  un- 
der Choline,  is  worthy  of  quotation:  “The  nor- 
mal diet  contains  large  amounts  of  choline,  and 
there  is  no  valid  evidence  that  a pathological 
state  due  to  choline  deficiency  exists  in  man.  The 
possibility  of  such  a deficiency  seems  unlikely 
because  of  the  amount  of  choline  present  in  most 
food  stuffs.  In  addition,  it  has  yet  to  be  con- 
clusively demonstrated  that  choline  therapy  is 
superior  to  an  adequate  diet  in  the  treatment  of 
liver  disease.” 

ROBERT  STEVENS,  Phoenix,  Arizona. 

MEDICAL  LIBRARY  AT  STATE 
UNIVERSITY 

At  the  present  time  an  attempt  is  being  made 
by  the  Pima  County  Medical  Society  to  establish 
a Medical  Library  in  the  University  of  Arizona 
Library.  It  is  quite  possible  that  the  Library 
will  be  established  in  the  very  near  future.  At 
a recent  meeting  the  organization  of  such  a 
library  branch  at  the  University  and  the  ques- 
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tion  of  a library  service  for  medical  literature 
was  discussed,  and  it  is  believed  important  to 
determine  the  reaction  of  doctors  throughout 
the  State  as  to  whether  medical  library  extension 
service  would  be  worthwhile  if  such  a service 
could  be  established. 

The  American  Medical  Association  has  such 
a service,  but  the  limitation  of  ten  days  in  which 
to  peruse  and  use  the  literature  makes  it  some- 
what disadvantageous  to  use  their  borrowing 
library.  The  American  College  of  Surgeons  like- 
wise has  a lending  library,  but  only  those  mem- 
bers of  the  American  College  of  Surgeons  are 
eligible.  There  are  commercial  services,  also, 
such  as  Prior  and  Company,  which  are  available 
only  to  their  subscribers. 

Most  communities  maintain  a somewhat  lim- 
ited library  in  their  local  hospitals.  The  average 
hospital,  however,  has  no  room  for  storage  of 
the  older  journals.  Usually  the  amount  of  room 
limits  the  number  of  journals  which  can  be  re- 
tained and  the  older  journals  are  disposed  of 
regularly.  It  would  be  to  the  advantage  of  all 
the  doctors  in  the  state  to  have  an  extension 
library  service  established  at  the  State  Univer- 
sity whereby  older  copies  of  all  the  important 
medical  journals  could  be  collected  and  filed  and 
used  through  an  extension  service. 

This  service  would  likewise  cover  the  more 
rare  or  less  read  journals  which  oftentimes  have 
articles  of  great  interest  and  are  not  ordinarily 
available.  There  have  been  a number  of  private 
libraries  in  the  state,  both  in  the  clinics  and  in 
the  hospitals,  however,  a number  of  these  have 
deteriorated  or  are  not  kept  up  as  a central  li- 


brary, situated  for  general  use,  as  the  university 
library  could  do. 

Response  from  the  doctors  of  the  state  would 
be  appreciated  to  determine  if  the  interest  is 
great  enough  to  support  an  extension  service  of 
medical  literature  from  the  University,  as  this 
must  be  the  first  step  before  any  such  service 
could  be  planned  and  later  established. 

It  would  be  appreciated  if  all  physicians  inter- 
ested in  such  a project,  would  write  a letter  des- 
ignating their  views  on  this  subject  to  Mr. 
Carmel,  University  of  Arizona  Librarian. 


‘ ‘ GRASSRt )OTS  ’ ’ OBLIGATION 
. . The  A.M.A.  cannot  support  or  oppose 
candidates  for  public  office.  That  is  not  the 
province  of  the  A.M.A.  or  of  State  and  County 
medical  societies.  But  every  doctor,  in  his  own 
community,  if  he  believes  in  soun  1 medical 
practice,  and  if  he  believes  in  maintaining  Amer- 
ican freedom,  not  only  has  the  right  to  support 
candidates  who  square  with  his  convictions  but 
he  has  a sacred  obligation  to  do  so.” 

This  exhortation,  from  the  report  of  the  Co- 
ordinating Committee  of  the  A.M.A.  given  at 
the  December,  1949  meeting  in  Washington, 
should  be  heeded  by  every  physician.  He  should 
find  out,  before  casting  his  ballot,  how  every 
candidate  for  public  office  stands  on  the  Presi- 
dent’s socialized  medicine  proposal.  And  if  he 
should  get  his  patients  to  do  likewise,  candidates 
will  understand,  unmistakably,  the  sentiments 
of  the  voters. 

— Norfolk  Medical  News 
March,  1950 
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Arizona  Medical  Problems 

CONSULTATION  AND  CASE  ANALYSIS 


ARIZONA  MEDICINE  again  presents  an 
unsolved  and  difficult  case  from  the  prac- 
tice of  Arizona  physicians,  Avith  the  Case- 
Analysis  and  comments  of  a specially-chosen 
and  nationally-knoAvn  Consultant. 

Any  physician  who  has  an  undiagnosed 
case  which  has  defied  other  methods  of  solu- 
tion may  send  it  for  consideration.  The  case 
should  be  completely  worked  up,  but  an  ed- 
itor will  help  compose  the  report.  When- 
ever the  need  for  an  answer  is  urgent,  the 
Consultant’s  reply  Avill  be  sent  direct  to  the 
submitting  physician,  before  publication. 

Please  send  communications  and  data  to 
Dr.  W.  H.  Oatway,  Jr.,  123  S.  Stone  Avenue, 
Tucson,  Arizona,  or  care  of  The  Editor,  Ari- 
zona Medicine. 


The  current  case  is  one  which  represents  that 
very  interesting  and  mysterious  condition,  hy- 
pertensive cardio-vascular  disease.  It  shows  the 
occurrence  of  a respiratory  infection  and  the  ad- 
vent of  heart  failure.  The  analysis  gives  as  much 
modern  information  as  it  is  possible  to  obtain  on 
the  diagnosis  and  treatment  of  this  and  other 
similar  cases. 

The  CONSULTANT  is  articulate,  and  very 
well  qualified  to  speak  on  the  subject.  He  is 
Dr.  Chester  Kurtz,  a graduate  of  Harvard  Medi- 
cal School,  and  a faculty  member  at  the  Uni- 
versity of  Wisconsin  for  more  than  fifteen  years. 

Dr.  Kurtz  has  been  a professor  of  medicine, 
and  the  director  of  the  Cardiology  Clinic  of  the 
Wisconsin  General  Hospital.  He  is  the  author 
of  articles  on  cardiac  disease,  rheumatoid  ar- 
thritis, a textbook  on  orthodiascopy,  and  some 
pioneer  work  on  the  treatment  of  hypertension. 
He  is  a member  of  numerous  societies,  includ- 
ing the  American  College  of  Physicians,  the 
American  Heart  Association,  the  Central  Soci- 
ety for  Clinical  Research,  and  is  a diplomate  of 
the  American  Board  of  Internal  Medicine.  He 
is  Avell  known  to  many  Arizona  physicians. 

-k?  -k- 

CASE  NUMBER  XXI 

The  patient  is  a Avhite  male,  50  years  of  age. 

He  was  born  in  Greece,  has  lived  in  the  United 
States  (in  Chicago)  for  20  years,  and  came  to 
Arizona  three  months  ago  in  November  because 
he  had  had  pneumonia  the  previous  winter. 

There  was  a history  of  “high  blood  pressure” 
for  the  past  two  years,  with  a level  of  180-190/110. 
He  had  been  well  otherwise,  and  was  able  to 
work  as  a candy-maker. 


Several  days  before  he  was  seen  in  the  office 
he  developed  an  upper  respiratory  infection,  and 
for  the  past  24  hours  he  had  coughed  a bit. 
During  the  night  he  became  ill,  with  weakness, 
palpitation,  and  a fever  of  102  degrees. 

On  examination  in  the  office  the  patient  had 
had  signs  of  an  acute  coryza  in  the  nose  and 
throat.  The  lungs  were  clear  by  stethoscope  and 
fluoroscope.  The  pulse  was  regular,  but  the  rate 
was  130  per  minute.  The  blood  pressure  was 
195/110.  There  was  a systolic  murmur  of  moder- 
ate intensity  at  the  apex  of  the  heart,  transmitted 
to  the  left  exilla,  and  the  aortic  second  sound  was 
markedly  accentuated.  The  heart  Avas  generally 
enlarged,  especially  in  the  left  ventricular  area, 
and  the  aortic  knob  was  prominent. 

He  was  sent  to  the  hospital  at  once,  where  he 
arrived  with  a fever  of  103.4  degrees,  a pulse  of 
100,  a respiratory  rate  of  30,  an  obvious  dyspnea, 
and  a recurrent  chuckly  cough.  A urinalysis  was 
normal.  The  RBC  was  4,260,000,  the  Hb  12/  gm. 
(81%),  the  WBC  8,000  with  86%  neutrophiles, 
13%  lymphocytes,  1%  monocytes.  Blood  serology 
was  not  determined. 

The  impression  was  that  he  had  an  acute 
grippe,  with  bronchitis;  hypertensive  cardio-vas- 
cular disease,  with  left  ventricular  hypertrophy, 
mitral  insufficiency,  aortic  sclerosis,  and  fair  func- 
tional capacity. 

The  initial  therapy  consisted  of  bed  rest,  sul- 
famerazine  and  soda,  codeine  sulphate  PRN, 
steam  inhalations,  and  nembutal  H.  S. 

During  the  first  night  the  patient  had  a great 
deal  of  moisture  in  the  lungs,  with  rattling  when 
he  breathed,  and  an  expectoration  of  purulent 
sputum.  Cyanosis  was  noted,  the  respiratory  rate 
rose  to  45,  the  pulse  to  135,  and  the  BP  was 
200/120.  There  was  pain  in  the  left  chest  at  the 
base.  The  fever  persisted,  and  he  repeatedly 
soaked  his  pajamas  with  perspiration.  He  was 
given  oxygen  by  nasal  catheter,  and  he  was 
started  on  cedilanid  ( 1 mgm.  stat,  0.5  mgm.  every 
4 hours). 

A feAV  hours  later  the  condition  Avorsened, 

with  more  pulmonary  edema,  a pallid  but  cya- 
notic and  wet  skin.  He  was  apprehensive.  The 
blood  pressure  varied  between  240-300/140,  and 
the  pulse  was  very  rapid,  thready,  and  knocking. 
The  sputum  became  pink,  and  finally  contained 
frank  blood  and  clots.  The  venous  pressure  was 
indirectly  estimated  (positional)  as  plus  22  to 
24  cm. 

* * * 

QUESTIONS 

1.  What  is  the  mechanism  by  which  a pulmo- 
nary infection  affects  a hypertensive  C-V 
disease  ? 
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2.  What  is  the  probable  cause  of  this  man’s 
hypertension  ? 

3.  What  is  the  current  opinion  of  the  cause 
of  idiopathic  hypertension? 

4.  What  should  the  treatment  of  this  acute 
cardiac  failure  consist  of? 

5.  Was  digitalization  needed  or  indicated  at 
the  start?  At  the  time  failure  began? 

(i.  Would  any  other  therapy  be  available  after 
the  acute  failure?  (diet?  surgery?) 

M.  D.,  Tucson 

-y-  -«■  -v- 

W W IT 

ANALYSIS  AND  ANSWERS 

1.  What  is  the  mechanism  by  which  a pulmo- 
nary infection  affects  a hypertensive  C-V 
disease  ? 

In  hypertensive  eardio-vascular  disease  of 
long-standing,  the  heart  is  almost  invariably  hy- 
pertrophied, the  myocardium  is  working  under 
strain  and  the  myocardial  reserve  is  limited.  In 
addition,  the  coronary  circulation  is  apt  to  be 
relatively  inadequate,  as  it  almost  never  keeps 
pace  with  the  left  ventricular  hypertrophy. 

When  a severe  pulmonary  infection,  such  as 
pneumonia,  strikes  in  the  presence  of  these  cir- 
cumstances, a series  of  insults  is  heaped  upon 
the  heart  which  may  prove  intolerable.  A toxic 
myocarditis  is  almost  the  rule  in  pneumonia,  as 
can  be  demonstrated  by  the  routine  electrocar- 
diogram. This  reduces  the  efficiency  of  the  heart 
as  a pump.  At  the  same  time  the  elevated  tem- 
perature, increased  metabolism  and  greater  blood 
flow  may  multiply  the  load  on  the  heart  by  sev- 
eral fold. 

If  the  myocardium  is  unable  to  meet  the  de- 
mand, failure  sets  in  and  the  venous  pressure 
begins  to  rise.  The  heart  requires  a larger  supply 
of  oxygen  but  the  coronary  circulation  has  no  re- 
serve and  the  myocardium  suffers  a relative 
hypoxia.  This  may  be  accentuated  by  the  inter- 
ference with  oxygenation  in  the  diseased  lung 
and  failure  becomes  progressive. 

The  pneumonic  process  itself  may  form  an  ob- 
struction to  blood  flow  through  the  lung  and  the 
right  ventricle,  which  has  already  been  under 
strain  from  the  failing  left  ventricle,  begins  to 
give  way. 

In  the  early  stages  of  decompensation  the  blood 
pressure  tends  to  rise  which  adds  to  the  burden 
of  the  failing  left  ventricle  and  pulmonary  con- 
gestion develops.  In  many  instances  the  effect 
of  the  toxic  process  is  to  increase  capillary 


permeability,  which  facilitates  edema  formation. 
As  myocardial  failure  becomes  more  pronounced, 
the  blood  pressure  tends  to  fall,  the  venous  pres- 
sure rises,  and  a vicious  circle  is  set  up. 

2.  What  is  the  probable  cause  of  this  man’s 
hypertension? 

Since  there  is  nothing  in  the  history  to  point 
to  renal  disease  or  any  other  specific  etiological 
factor,  this  would  have  to  be  regarded  as  a case 
of  essential  or  idiopathic  hypertension , the  cause 
of  which  is  still  unknown.  One  who  has  visited 
Chicago  and  tried  to  drive  through  that  fair 
city  might  hazard  a guess  that  the  fact  that  the 
patient  had  lived  there  for  a number  of  years 
may  have  been  a contributing  factor  to  his  hy- 
pertension. 

3.  What  is  the  current  opinion  of  the  cause 
of  idiopathic  hypertension ? 

In  the  absence  of  any  very  definite  knowledge 
as  to  the  true  cause  of  idiopathic  hypertension, 
most  students  of  the  subject  tend  to  incriminate 
a number  of  factors , such  as  heredity,  psychic 
trauma,  worry,  nervous  tension,  and  dietary 
indiscretion.  Nathan  S.  Davis,  III,12  has  sev- 
eral times  called  attention  to  a deficiency  of 
vitamins  B and  C as  a likely  etiological  factor. 
Although  Goldblatt  himself  was  careful  never 
to  make  any  claims  for  his  theory  of  renal  ische- 
mia as  the  underlying  cause  of  essential  hyper- 
tension. a number  of  investigators  thought  for  a 
time  that  there  might  be  a relationship,  most 
authorities  are  now  in  agreement  that  such  is 
not  the  case.  The  exact  cause  still  remains  to  be 
determined. 

4.  What  should  the  treatment  of  this  acute 
cardiac  failure  consist  of? 

In  the  case  here  presented  the  treatment  of 
the  acute  cardiac  failure  might  be  outlined  as 
follows : 

a.  In  view  of  the  high  venous  pressure,  im- 
mediate venesection  was  indicated.  The  best 
results  are  usually  obtained  under  such  cir- 
cumstances if  500  c.c.  is  removed  as  rapidly 
as  possible.  Venesection  is  always  indicated 
in  cardiac  decompensation  when  the  venous 
pressure  exceeds  20  cm.  of  water.  The  height 
of  the  arterial  pressure  is  of  no  consequence. 
The  procedure  can  be  easily,  quickly  and 
neatly  accomplished  in  most  instances  by  the 
use  of  a negative  pressure  transfusion  bottle 
such  as  is  standard  equipment  in  any  blood 
bank.  The  venous  pressure  usually  returns 
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to  normal  (6-10  cm.  water)  or  nearly  so  by 
the  time  the  venesection  is  complete  and  re- 
mains down  if  there  is  any  come-back  in 
the  myocardium.  If  the  venous  pressure 
gradually  rises  during  the  next  few  hours, 
it  means  that  the  myocardial  reserve  has  been 
exhausted.  When  the  pressure  again  reaches 
20  cm.  of  water,  a second  blood-letting  may 
be  attempted  and  will  sometimes  be  fol- 
lowed by  success.  If,  after  the  second  at- 
tempt, however,  the  pressure  fails  to  re- 
main controlled,  the  prognosis  is  probably 
hopeless. 

b.  The  patient  should  be  placed  in  a sitting 
position  with  the  back  of  the  bed  rolled  well 
up  and  continuous  oxygen  should  be  admin- 
istered. Either  a tent  or  nasal  catheter  may 
be  employed,  and  if  the  latter,  the  flow 
should  be  at  the  rate  of  6-8  liters  per  min- 
ute. This  should  be  continued  for  a num- 
ber of  days  and,  when  no  longer  indicated, 
shonld  be  tapered  gradually  over  a period  of 
24  hours  rather  than  stopped  abruptly. 

c.  Strophanthin  0.5  mgm.  intravenously  is  said 
to  be  the  treatment  of  choice  in  acute  left 
heart  failure.  Rapid  digitalization  with  one 
of  the  purified  glycosides  could  be  employed 
in  place  of  strophanthin.  In  a case  of  this 
kind  digoxin  (lanata)  would  be  preferable 
to  digotoxin  (purpurea)  since,  in  the  event 
of  toxicity,  the  former  would  be  dissipated 
from  the  system  much  more  rapidly  than  the 
latter.  Even  if  strophanthin  were  used  for 
the  acute  emergency,  it  would  be  followed 
after  12  to  24  hours  by  digitalis  if  it  seemed 
to  be  desirable  to  maintain  a digitalis  effect 
over  a period  of  time. 

d.  Intravenous  amino phyllin,  0.5  gm.  in  20  c.c. 
of  water  or  glucose,  given  very  slowly  over 
a period  of  not  less  than  10  minutes,  every 
6-8  hours  for  3 or  4 doses.  This  improves 
the  coronary  circulation  and  augments  the 
effect  of  digitalis  on  the  myocardium. 

e.  Morphine  as  needed  to  allay  apprehension 
and  control  dyspnea,  avoiding  undue  depres- 
sion of  the  respiration. 

f.  Avoid  sodium  both  in  the  diet  and  in  the 
medication.  Sodium  chloride  and  sodium  bi- 
carbonate are  both  definitely  contraindi- 
cated. 

5.  Was  digitalization  needed  or  indicated  at 
the  start?  At  the  time  failure  began? 


Digitalization  is  always  indicated  in  the  pres- 
ence of  myocardial  failure,  and  the  earlier  it  is 
started  the  better.  Best  results  are  obtained  if 
failure  can  be  anticipated  and  digitalis  started 
promptly  in  the  hope  of  preventing  frank  de- 
compensation. 

This  does  not  mean  that  digitalis  should  be 
routinely  given  in  all  cases  of  pneumonia  as  a 
preventive  measure  whether  there  is  any  evi- 
dence of  myocardial  involvement  or  not.  More 
harm  than  good  will  come  of  this  practice. 

6.  Would  any  other  therapy  be  available  af- 
ter the  acute  failure?  (diet?  surgery?) 

After  the  emergency  is  over,  the  pneumonia 
cleared,  and  compensation  restored,  the  question 
of  the  treatment  of  the  hypertension  presents 
itself.  The  usual  hygienic  measures  of  weight 
reduction  in  the  obese,  avoidance  of  nervous  ex- 
citement and  tension,  noon-day  rest  period,  regu- 
lar hours,  and  abstinence  from  tobacco  should  be 
instituted.  Alcohol  should  be  permitted  only  in 
moderation,  e.  g.,  two  drinks  per  day,  one  before 
dinner  and  one  at  bedtime.  Tea  and  coffee  may 
be  permitted  in  moderation.  In  certain  patients 
the  Kempner  rice  diet  might  be  employed  for  a 
number  of  weeks  followed  by  a low-sodium  diet 
containing  not  over  800-1000  mgm.  of  sodium  per 
day.  Many  drugs  ha/ve  been  tried  in  the  past 
btct  the  really  useful  ones  may  be  summed  up 
as  follows: 

a.  Mannitol  hexanitrate  in  doses  of  32-100  mgm. 
V2  to  1/2  grains)  q.i.d.  The  failure  of  this 
drug  in  many  instances  has  been  due  to  in- 
adequate dosage. 

b.  Veratrum  viride,  10  Craw  units  t.i.d.  more 
or  less,  as  tolerated. 

c.  Potassium  thiocyanate  in  dosage  sufficient 
to  maintain  the  blood  cyanate  between  8 and 
12  mgm.  per  100  c.c.  This  drug  should  be 
used  only  if  laboratory  control  is  available, 
as  the  margin  between  the  therapeutic  and 
the  toxic  range  is  very  narrow.  However, 
this  is  probably  the  most  reliable  and  most 
useful  of  all  the  drugs  which  are  used  in 
essential  hypertension. 

d.  Barbiturates  in  small  dosage  to  allay  nervous 
tension,  though  they  have  little  effect  on  the 
blood  pressure  per  se. 

Psychotherapy  has  been  highly  effective  in 
some  cases  where  a background  of  psychic  trau- 
ma was  known  to  exist. 
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Sympathectomy  presents  another  avenue  of 
approach  in  certain  selected  cases.  Most  clini- 
cians advocate  an  initial  trial  of  medical  treat- 
ment along'  the  lines  enumerated  above.  If  inef- 
fective after  several  months,  surgery  should  be 
considered.  This  has  proved  most  beneficial  in 
patients  50  years  of  age  or  under,  whose  blood 
pressure  has  not  become  “fixed”  and  whose 
renal  function  is  not  appreciably  impaired.  In 
general,  if  sympathectomy  is  to  be  done,  the 
earlier  it  is  undertaken  the  better.  It  should  not 
be  put  off  indefinitely  and  then  grasped  at  as 
a measure  of  last  resort. 
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PHOENIX  CLINICAL  CLUB 

Massachusetts  General  Hospital 
Case  Report  No.  30121 
February  27,  1950 

A forty-seven-year-old  housewife  entered  the 
hospital  because  of  pain  in  the  lower  back. 

The  patient  had  been  in  apparent  good  health 
until  one  year  prior  to  entry,  when,  following  a 
cold,  she  developed  a burning  pain  over  the  sa- 
crum and  lower  hack.  Similar  attacks  recurred 
anti  apparently  progressed  in  severity.  Recently 
the  attacks  had  lasted  for  three  or  four  days 
and  had  forced  her  to  remain  in  bed.  She  felt 
that  she  was  never  free  of  pain,  although  it  rare- 
ly kept  her  awake.  During  acute  attack,  hot 
packs  and  aspirin  gave  relief.  About  eight 
months  before  admission  she  noticed  that  the 
pain  radiated  to  both  legs.  This  was  brought  on 
chiefly  by  sitting  for  some  time  and  then  trying 
to  stand  up.  She  was  unable  to  lift  her  legs, 
and  attempts  to  move  the  thighs  brought  sharp 
shooting  muscle  pains,  radiating  from  hip  to 
knee.  At  the  same  time  she  noted  a dull  aching 
pain  in  the  thigh  muscles  at  intervals  of  about 
a month,  which  lasted  three  to  five  days.  About 
one  month  before  admission  she  developed  a 
feeling  of  fullness  and  pressing  down  in  the  rec- 
tum. which  was  especially  noticeable  after  sitting 
for  some  time.  Bowel  movements  did  not  relieve 
the  sensation.  She  had  had  a three-day  episode 
of  watery  diarrhea  with  a small  amount  of 
blood.  She  had  had  night  sweats  for  one  year, 
which  were  said  to  he  due  to  the  onset  of  the 
menopause. 

Nine  years  before  entry  it  was  discovered  that 
the  patient  ’s  serum  gave  a positive  serologic  test 
for  syphilis;  the  spinal  fluid  was  negative.  She 


received  antisyphilitic  treatment  for  several 
weeks  at  that  time,  and  a full  course  of  treatment 
seven  years  later.  One  year  before  admission  she 
had  a left  radical  mastectomy  for  scirrhous  car- 
cinoma with  axillary  metastases,  which  was  fol- 
lowed by  x-ray  treatment. 

Physical  examination  showed  a well-developed 
fairly  well-nourished  woman  in  no  distress.  The 
incision  over  the  left  breast  was  well  healed,  and 
no  evidence  of  recurrence  could  be  found.  The 
lungs  were  negative  except  for  a few  moist  rales 
at  the  left  base.  The  heart  was  normal.  The  ab- 
domen was  protuberant.  There  was  increased 
lumbar  lordosis.  The  posterior  superior  iliac 
spines  were  above  the  anterior  superior  iliac 
spines.  Examination  on  standing  showed  full 
spinal  motion ; on  flexion  and  extension  from  a 
flexed  position,  considerable  pain  was  present 
about  the  sacrum.  There  was  joint  tenderness 
over  the  coccyx,  over  the  sacroiliac  joints  pos- 
teriorly and  along  the  attachments  of  the  erector 
spinae  muscles  to  the  sacrum.  In  the  sitting  po- 
sition passive  movement  of  the  spine  was  normal. 
Straight  leg  raising  was  60°  bilaterally,  with 
stretching  of  the  hamstrings.  Rectal  examina- 
tion showed  tenderness  over  the  coccyx.  Neuro- 
logic examination  was  negative. 

The  blood  pressure  was  140  systolic,  100  di- 
astolic. The  temperature,  pulse  and  respirations 
were  normal. 

Examination  of  the  blood  showed  a white-cell 
count  of  7700.  The  hemoglobin  was  75  per  cent. 
The  urine  was  negative.  Blood  Hinton  was  Was- 
sermann  tests  were  negative.  The  blood  sedi- 
mentation rate  was  5 mm.  in  fifteen  minutes, 
38  mm.  in  thirty  minutes,  49  mm.  in  forty-five 
minutes  and  51  mm.  in  sixty  minutes.  A blood 
calcium  was  11.1  mg.  per  100  c.c.  the  phosphate 
4.7  mg.,  and  the  alkaline  phosphatase  8.8  Bodan- 
sky  units.  Two  lumbar  punctures  gave  clear 
fluid  with  total  protein  of  53  mg.  per  100  c.c.,  a 
gold-sol  curve  of  0010000000  and  a negative 
Wassermanu  reaction. 

X-ray  examination  of  the  chest  showed  some 
scarring  in  the  right  upper  lung  field  but  was 
otherwise  negative.  The  heart  and  mediastinum 
were  slightly  displaced  to  the  right.  Plain  and 
special  films  of  the  lower  spine  revealed  an  area 
of  rarefaction  in  the  upper  margin  of  the  right 
sacroiliac  joint  that  was  surrounded  by  dense 
bone.  There  was  no  evidence  of  disease  in  the 
lumbar  vertebras  or  pelvis.  A barium  enema 
was  negative. 

The  aches  and  pains  in  the  thighs  continued. 
There  was  considerable  weakness.  On  the  four- 
teenth hospital  day  the  patient  developed  a slight 
sore  throat  and  a feeling  of  exhaustion.  The  tem- 
perature was  102°  F.  Rales  were  heard  in  the 
left  base,  with  increased  bronchophony.  The 
white  cell  count  was  21,300.  Throat  culture 
yielded  a beta-hemolytic  streptococcus.  She  was 
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given  intra-venous  fluids  and  recovered  complete- 
ly from  this  infection. 

On  the  thirty-fifth  hospital  day  an  operation 
was  performed. 

DISCUSSION 
Dr.  Geo.  G.  McKhann,  M.  D. 

Again  we  must  consider  bone  lesions  includ- 
ing traumatic,  degenerative,  parasitic,  granulo- 
matous chronic  infections,  and  tumors  both  be- 
nign and  malignant.  We  have  no  information 
indicative  of  either  trauma,  degenerative,  or  par- 
asitic lesions,  so  those  groups  are  discarded. 

Of  the  chronic  infections  syphilis  has  been 
present.  There  is  nothing  specifically  diagnos- 
tic about  the  x-ray  picture  of  luetic  bone  lesions, 
and  one  must  depend  on  the  clinical  history,  find- 
ings and  the  serologic  tests.  Both  Hinton  and 
Wassermann  tests  were  negative.  The  spinal 
fluid  Wassermann  and  colloidal  gold  tests  were 
negative.  That  should  exclude  syphilis  from  fur- 
ther consideration. 

Tuberculosis,  because  of  the  scarring  in  the 
right  upper  lung  field  and  the  rales  in  the  left 
base,  is  possible,  but  there  is  no  evidence  of  a 
soft  tissue  fluctuant  abscess  that  should  accom- 
pany bone  destruction,  nor  is  there  usually  scle- 
rotic bone  about  the  lesion,  although  that  may 
occur  in  caries  sicca.  Neither  tuberculin  nor 
sputum  tests  are  reported.  The  night  sweats 
might  suggest  tuberculosis.  While  tuberculosis 
can  not  be  positively  excluded,  other  lesions  seem 
more  likely. 

The  absence  of  inflammation,  abscess  forma- 
tion, and  leucocytosis  are  evidence  against  the 
other  chronic  granulomas,  including  the  fungus 
infections,  brucellosis,  and  low  grade  staphylococ- 
cic infections.  Nor  is  there  positive  evidence  of 
any  kind  to  support  any  of  these. 

Neoplastic  bone  disease  possibilities  must  be 
considered.  According  to  Geshickter  and  Cope- 
land the  tumors  of  spine  in  their  order  of  fre- 
quency are : metastatic  carcinoma,  primary  os- 
seous tumors,  glial  tumors  and  tumors  of  the  neu- 
ral sheath  of  the  spinal  cord,  tumors  of  general- 
ized distribution  (such  as  myeloma),  tumors  of 
the  sympathetic  nervous  system,  and  those  of 
teratologic  and  notachordal  origin.  And  carci- 
noma of  the  breast  is  the  most  frequent  source  of 
metastases  to  the  spine. 

Our  patient  had  a scirrhous  carcinoma  of  the 
left  breast  with  axillary  metastases  removed  one 
year  before  admission.  By  the  time  a scirrhous 
carcinoma  is  1 to  1.5  cm.  in  diameter,  25%  have 


metastasized  to  the  lymph  nodes,  and  by  the  age 
of  one  year,  according  to  the  patient’s  story, 
they  are  5 cm.  in  size  and  have  metastasized  in 
nearly  all  eases,  and  approximately  90%  of  these 
have  metastasized  to  the  internal  viscera. 

Osseous  metastases  are  single  in  25%,  most 
commonly  to  the  vertebra  or  femurs.  There  are 
two  types  of  lesions,  the  osteolytic  and  osteo- 
sclerotic. Often  there  is  mottling  with  increased 
density  of  bone  about  the  zone  of  destruction — 
fibroostosis,  an  attempt  at  repair.  This  is  espe- 
cially true  on  androgen  therapy.  Mottling  with- 
in an  area  of  destruction  in  the  bone  favors  met- 
astases rather  than  the  punched  out  effects  of 
myeloma.  There  may  be  severe  pain  and  yet  not 
be  able  to  demonstrate  spinal  lesions  on  x-ray. 

Clinically  pain  of  a severe  rheumatic  type  is 
common  in  metastatic  carcinoma  to  the  spine, 
as  well  as  girdle  pains  and  neurologic  signs, 
abdominal  pain,  numbness  of  the  arms  and  legs, 
sciatic  neuralgias,  and  even  weakness  of  the 
extremities  and  spastic  paralysis.  Loss  of  blad- 
der control  and  weakness  of  the  rectal  sphincter 
are  not  infrequent. 

Again,  according  to  Geshickter  and  Copeland, 
solitary  metastatic  carcinoma  may  be  simulated 
by  a latent  cyst,  a solitary  focus  of  multiple 
myeloma,  or  by  the  osteolytic  form  of  osteogenic 
sarcoma.  The  latent  cyst  is  distinguished  by  the 
distinct  signs  of  ossification  in  the  bone  shell, 
and  is  nearly  always  without  symptoms,  while 
pain  and  dysfunction  are  the  rule  with  metas- 
tatic carcinoma.  Osteolytic  types  of  osteogenic 
sarcoma  produce  bone  destruction  tending  to  be 
asymetrically  located  and  are  more  rapidly  de- 
structive than  metastatic  carcinoma.  Metastatic 
carcinoma  usually  appears  in  an  average  of  thir- 
ty months  after  breast  amputation,  but  has  been 
known  to  occur  after  nine  to  twenty  years. 

Resection  of  metastases  from  the  breast  is  use- 
less as  to  life  expectancy  but  does  relieve  pain. 
X-ray  treatment  is  palliative,  and  may  relieve 
pain.  Castration  and  treatment  with  testoster- 
one 50  mg.  daily  together  with  vitamines  C and 
D and  calcium  gluconate  has  healed  fractures 
due  to  such  metastatic  lesions. 

One  wonders  whether  the  monthly  aggravation 
of  her  leg  pains  for  three  to  five  days  was  as- 
sociated with  her  periods  and  whether  her  re 
maining  breast  became  sore  at  the  same  time. 

Another  possibility,  although  usually  seen  in 
young  patients  might  be  an  osteoid  osteoma 
which  is  a benign  lesion  with  a radiolucent  cen- 
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ter  with  sclerosis  about  it.  They  are  cured  by 
excision. 

The  neural  and  neural  sheath  tumors  seem  ex- 
cluded by  the  absence  of  definite  neurologic 
signs.  The  rare  chordoma  may  occur  in  the  sa- 
cral area,  but  is  usually  not  definitely  diagnos- 
ible  clinically  nor  by  x-ray. 

It  would  seem  that  the  operation  was  explor- 
atory with  the  hope  of  finding  a benign  lesion 
such  as  osteoid  osteoma,  a latent  bone  cyst,  or  a 
benign  giant  cell  tumor  that  might  be  cured  by 
resection. 

What  of  the  laboratory  reports?  The  rapid 
sedimentation  rate  indicates  some  profound  dis- 
turbance such  as  an  abscess  or  malignancy,  or 
a systemic  disease,  rather  than  a benign  local- 
ized process.  The  blood  calcium  is  slightly  high, 
11.1  mg.  It  may  be  increased  in  the  follow- 
ing bone  diseases:  hyperparathyroidism,  multi- 
ple myeloma  (no  Bence-Jones  protein  reported 
to  us),  and  neoplastic  disease  of  bones.  The 
phosphatase  was  also  slightly  increased,  8.8 
Bodansky  units  which  may  occur  in  these  bone 
diseases:  in  healing  of  fracture,  rickets,  gener- 
alized osteitis  fibrosa  cystica,  osteitis  deformans, 
severe  osteogenesis  imperfecta,  osteomalacia, 
metastatic  carcinoma  of  bones  (osteoblastic), 
osteogenetic  sarcoma  (osteoblastic),  renal  rick- 
ets, and  calcification  of  hemorrhages.  Note  that 
neoplastic  bone  disease  appears  in  both  the  Cal- 
cium and  phosphatase  lists.  The  spinal  fluid 
total  protein  was  53  mg.  per  100  c.c.  (normal  is 
15  to  40,  usually  28).  A slight  increase  is  seen 
in  tabes,  and  a moderate  or  marked  increase 
in  paresis  and  the  syndrome  of  Froin  (spinal 
tumors,  Pott’s  Disease)  among  those  we  must 
consider. 

My  diagnosis  is : 

(First,  second,  and  third  choice) 

1.  Neoplastic  Disease  of  the  sacro-iliac  area, 
specifically  a metastasis  from  the  scirrhous 
carcinoma  of  the  breast. 

2.  Chronic  Granuloma,  perhaps  tuberculosis. 

3.  Benign  osseous  tumor,  either  a latent  cyst, 
or  Giant  Cell  Tumor.  In  addition  she  had 
a treated  and  controlled  syphilis,  and  an 
acute  respiratory  infection  during  her  hos- 
pitalization. 

DIFFERENTIAL  DIAGNOSIS 

Dr.  Thomas  J.  Anglem : May  I see  the  x-ray 
films  ? 

Dr.  Laurence  L.  Robbins:  This  is  the  rather 
sharply  circumscribed  area  of  rarefaction  with 


dense  margins  that  was  described.  Other  than 
that  I do  not  believe  there  is  anything  definite. 
These  areas  of  calcification  are  within  the  ab- 
domen. About  the  only  thing  that  is  at  all  sus- 
picious is  some  questionable  decalcification  in 
the  sacral  region. 

Dr.  Anglem:  Can  you  tell  me  more  about  the 
nature  of  the  radiating  pain  that  extended  down 
the  thighs?  Was  it  sciatic  in  distribution? 

Dr.  John  Reidy : At  times  she  did  have  a radi- 
ating sciatic  pain.  In  the  examination  before 
admission  to  the  hospital  the  pain  had  been  of 
that  description,  but  it  subsided,  particularly 
after  rest  in  the  hospital. 

Dr.  Anglem  : We  have  as  the  essential  features 
of  this  case  a history  of  pain  in  the  lower  back 
and  sacrum  of  one  year’s  duration,  with  the  de- 
velopment four  months  later  of  a radicular  type 
of  pain  radiating  into  the  lower  extremities. 
The  pain  appears  to  have  been  continuous,  with 
recurring  superimposed  acute  exacerbations  of 
acute  pain.  Severe  shooting  pains  wTere  induced 
by  lifting  the  legs.  One  month  before  admission 
the  patient  developed  a feeling  of  pressure  re- 
ferred to  the  rectum  that  was  not  relieved  by 
evacuation.  She  had  one  episode  of  diarrhea 
with  blood  in  the  stools,  which  lasted  for  three 
days.  She  had  had  night  sweats  for  one  year, 
which  were  ascribed  to  the  menopause  but  may 
have  arisen  on  some  other  basis. 

After  admission  the  patient  developed  a re- 
spiratory infection  associated  with  weakness  and 
exhaustion.  This  is  described  as  a slight  sore 
throat,  but  the  constitutional  symptoms  seemed 
to  have  been  severer  than  those  one  would  expect 
from  a slight  sore  throat.  From  this  she  appears 
to  have  made  a good  recovery. 

The  whole  picture  is  complicated  by  the  fact 
that  the  patient  is  known  to  have  had  syphilis 
in  the  past,  carcinoma  of  the  breast  one  year 
before,  and  x-ray  evidence  of  old  pulmonary 
tuberculosis. 

The  findings  of  possible  significance  are  pain 
referred  to  the  sacral  and  lower  lumbar  areas 
on  motion  and  tenderness  on  palpation  of  the 
sacrum,  the  coccyx  and  the  regions  of  the  inser- 
tion of  the  erector  spinae  muscles.  Also  of  con- 
siderable significance  in  a negative  way  is  the 
absence  of  neurologic  signs.  The  increased  sedi- 
mentation time  and  the  slight  increase  in  alka- 
line phosphatase  may  be  of  significance,  but 
they  are  not  diagnostic.  The  increased  spinal- 
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fluid  protein  I believe  to  be  of  considerable  sig- 
nificance. The  x-ray  findings  may  be  independ- 
ent of  or  related  to  the  patient  ’s  present  illness. 

The  symptom  complex  that  this  patient  pre- 
sents— pain  in  the  lower  back  associated  with 
radiation  of  pain  of  the  radicular  type  into  the 
lower  extremities — this  characteristic  of  a space- 
occupying  lesion  in  the  spinal  canal  involving 
the  lower  spinal  nerve  roots.  Such  a space  oc- 
cupying lesion  may  arise  from  a variety  of  caus- 
es. Syphilis  should  be  mentioned  because  of  the 
patient ’s  past  history.  It  is,  however,  an  uncom- 
mon cause  of  this  type  of  pain,  and  since  the  re- 
cent blood  and  spinal-fluid  Wassermann  reac- 
tions were  negative,  I believe  we  can  disregard 
it. 

Is  there  a chest  film?  The  description  of  the 
film  in  the  history  suggests  healed  tuberculosis. 

Dr.  Robbins : There  is  evidence  of  old  tuber- 
culosis. 

Dr.  Anglem : But  no  sign  of  activity  ? 

Dr.  Robbins : Nothing  I can  be  sure  of. 

Dr.  Anglem  : Tuberculosis  may  produce  symp- 
toms of  this  type  when  there  is  tuberculous  in- 
volvement of  the  lower  lumbar  vertebral  bodies 
with  extension  of  tuberculous  granulation  tissue 
into  the  region  of  the  spinal  roots.  There  is,  how- 
ever, no  evidence  of  such  involvement  in  the  lum- 
bar vertebras  to  support  this  diagnosis. 

The  symptoms  that  this  patient  presented  fre- 
quently  arise  on  the  basis  of  a protruded  inter- 
vertebral disk.  The  story  is  characteristic  except 
in  certain  respects — the  absence  of  paresthesia 
and  of  any  disturbance  of  the  reflexes,  which, 
however,  are  not  essential  for  the  diagnosis. 

The  onset  is  said  to  have  followed  a “cold.” 
This  cold  may  have  been  a nasopharyngitis, 
which  is  a not  uncommon  primary  focus  from 
which  osteomyelitis  develops.  A low-grade  osteo- 
myelitis of  the  lumbar  vertebras  could  produce 
the  symptoms  of  which  this  patient-  complained, 
through  formation  of  an  abscess  extending  into 
the  epidural  space.  The  x-ray  films,  however, 
show  no  evidence  of  such  a disturbance  of  the 
lumbar  vertebras. 

I find  it  difficult  to  relate  the  area  by  x-ray 
in  the  region  of  the  right  sacroiliac  joint  to  this 
patient’s  symptoms.  It  does  not  have  the  usual 
features  of  metastatic  cancer,  and  in  view  of  its 
unilateral  position  and  its  circumscribed  char- 
acter, I do  not-  believe  that  it  is  possible  to  ac- 
count for  the  patient’s  bilateral  symptoms  on 
this  basis.  I believe  we  can  safely  disregard  it. 


A primary  or  metastatic  tumor  involving  the 
cauda  equina  must  be  considered.  Against  a 
primary  tumor  are  the  relatively  slow  progress 
of  the  disease  and  the  complete  absence  of  defi- 
nite neurologic  signs  after  the  duration  of  a full 
year.  The  same  argument  may  be  offered  against 
a diagnosis  of  metastatic  tumor.  If  she  had  had 
metastatic  disease  involving  the  cauda  equina, 
originating  from  the  breast  carcinoma,  I should 
expect  it  to  have  progressed  more  than  it  had  in 
the  course  of  a year  and  to  have  shown  evidence 
of  bone  destruction  by  that  time.  Considering 
these  various  possibilities  it  seems  to  me  that  the 
basis  of  this  patient’s  complaint  was  independent 
of  the  other  diseases  of  which  we  have  previous 
knowledge ; hence,  I believe  that  she  probably 
had  a protruded  intervertebral  disk. 

Dr.  Benjamin  Castleman:  Would  you  like 
to  express  an  opinion,  Dr.  Smitli-Petersen  ? 

Dr.  Marius  N.  Smitli-Petersen : I know  the 
diagnosis.  I,  too,  belittled  the  presence  of  the 
area  in  the  posterior  iliac  crest.  I thought  that 
the  changes  seen  in  the  x-ray  film  were  due  to 
the  surface  changes,  which  often  give  an  area 
of  increased  density  surrounding  an  area  of  de- 
creased density,  but  I was  willing  that  the  bi- 
opsy should  be  performed. 

Dr.  Paul  Zamecnik  : When  axillary  metastases 
are  found,  what  are  the  statistics  on  finding  fur- 
ther metastases?  I have  an  impression  that  they 
are  rather  high. 

Dr.  Castleman:  The  prognosis  is  poor  in  75 
per  cent  of  the  cases. 

Dr.  Anglem : I considered  another  possibility, 
osteoid  osteoma,  based  on  the  description  and 
the  appearance  of  the  lesion  in  the  sacroiliac 
area,  but  I did  not  see  how  the  other  symptoms 
could  be  explained  on  that  basis. 

Dr.  Carroll  B.  Larson : We  explored  the  sacro- 
iliac region  for  the  lesion  that  was  seen  by  x-ray 
and  we  came  down  on  an  absolutely  circum- 
scribed area,  as  shown  in  the  x-ray.  A cross  sec- 
tion of  this  area  revealed  a cellular-appearing 
homogeneous  pinkish-gray  material.  I could 
make  nothing  out  of  it  grossly.  We  excised  the 
lesion  entirely,  and  in  so  doing  we  uncovered  a 
portion  of  the  sacral  side  of  the  sacroiliac  joint, 
including  the  cartilage.  The  trabeculation  in 
the  anterior  body  of  the  sacrum  appeared  ab- 
normal . I cannot  tell  why,  but  it  just  did  not 
look  right,  so  I scooped  out  some  of  the  material, 
which  was  very  friable,  and  sent-  it  as  a separate 
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and  distinct  specimen  from  the  lesion  in  the 
ilium. 

CLINICAL  DIAGNOSIS 
Osteochondroma  of  ilium. 

DR.  ANGLEM’S  DIAGNOSIS 
Protruded  intervertebral  disk. 

ANATOMICAL  DIAGNOSES 
Metastatic  carcinoma  of  sacroiliac  region. 
Fibrous  dysplasia  of  ilium. 


PATHOLOGICAL  DISCUSSION 
Dr.  Castleman : The  microscopic  exemination 
of  the  material  scooped  out  of  the  sacrum  showed 
metastatic  carcinoma.  The  well-circumscribed 
lesion  in  the  ilium  proved  to  be  an  area  of  fi- 
brous dysplasia  completely  surrounded  by  met- 
astatic cancer,  but  there  was  no  carcinoma  with- 
in the  cyst-like  area.  The  cancer,  therefore,  was 
not  seen  on  the  x-ray  film. 


TOPICS  OF  CURRENT  MEDICAL  INTEREST 


RX,  DX,  AND  DRS. 

Bv  Guillermo  Osier,  M.  D. 


Here  is  a quick  note  on  a topic  which  will  soon 
be  widely  mentioned.  Or  should  be.  . . . We  have 
seen  three  patients  in  the  past  three  months  who 
have  had  an  ACUTE  RESPIRATORY  INFEC- 
TION, failed  to  respond  to  penicillin,  been  given 
aureomycin  or  Chloromycetin  or  both,  and  have 
then  been  allowed  to  return  to  work  when  able, 

WITHOUT  A CHEST  X-RAY All  were 

found  to  have  pulmonary  tuberculosis  in  the 
next  few  weeks  or  months.  . . . This  sequence 
is  bound  to  be  seen  in  the  future — if  it  is  not 
prevented  or  interrupted. 


ANTIBIOTICS  — TEBUAMYCIN  has  a broad 
range  of  action,  defined  in  the  profuse  reports 
from  its  manufacturer.  It  does  not  affect  t lie 
tubercle  bacillus.  . . . VIOMYCIN  has  passed  the 
culture  and  animal  stage  of  testing,  and  is  said 
to  “suppress  the  course  of  tuberculosis  to  an 
appreciable  degree.”  . . . NEOMYCIN  has  still 
not  been  purified  so  that  it  is  safe  or  valuable  for 
tuberculosis  in  humans.  . . . Notable  in  drug  cir- 
cles is  the  suit  for  a share  of  profits  by  one  of 
the  STREPTOMYCIN  discoverers  against  an- 
other. 


Three  recent  reports  may  bring  physicians  up 
against  a condition  which  would  ordinarily  seem 
remote  from  them — COMMUNISM.  ...  1.  Two 
resolutions  were  presented  to  the  California  Med- 
ical Association  urging  that  all  officers  and  dele- 
gates be  asked  to  sign  anti-communist  oaths.  . . . 

2.  A medical  society  in  an  eastern  state  was  re- 
cently found  to  be  controlled  by  party-liners.  . . . 

3.  The  only  official  organization  for  future 
American  physicians,  the  Association  of  Internes 
and  Medical  Students,  has  repeatedly  had  officers 
who  participate  in  domestic  and  foreign  societies 
and  programs  which  are  known  to  be  Commun- 
ist or  Communist-fronts.  ...  It  is  worth  keeping 
an  eye  on. 


A reader  has  sent  us  a companion  paragraph  to 
the  one  about  steam-preventers  for  eye-glasses.  . . 
The  method  PREVENTS  GLASSES  FROM  SLIP 
PING  DOWN  THE  NOSE  — good  for  scholars, 
draftsmen,  physicians,  and  others  who  lean  for- 
ward. ...  A touch  of  Brunswick  “Nu-grip”  is 
dabbed  on  the  bridge  of  the  nose.  (The  ordinary 
use  of  the  stuff  is  to  assure  a grip  on  bowling- 
balls).  . . . There  is  said  to  be  no  skin  irritation, 
no  harm  to  the  rim  of  the  glasses,  and  no  slipping. 


A sign  of  the  speed  with  which  new  drugs  are 
invented  and  used  is  the  shift  from  a single, 
heavy,  occasional  textbook  to  such  a volume  as 
the  “Year  Book  of  Drug  Therapy.”  . . . Dr.  Beck- 
man still  has  the  opportunity  to  make  his  frank 
comments,  but  more  often  . . . Among  the  hun- 
dreds of  listed  subjects  are  the  anticoagulants, 
the  antibiotics,  the  adrenal  cortical  hormones, 
the  antihistaminics,  the  choice  of  drugs  for  treat- 
ment of  barbiturate  poisoning,  the  new  hypnot- 
ics, the  usage  of  procaine,  gonadal  substances, 
and  such  odd  topics  as  myanesin  for  tetanus  and 
carbon  tetrachloride  for  herpes  zoster.  . . . Makes 
one  want  to  buy  a book. 


Arizona,  recently  without  a TUBERCULOSIS 
CONTROL  DIRECTOR  in  the  state  health  de- 
partment (“we  know  enough  now,”  says  a Tue- 
son  editor),  can  observe  New  Mexico  as  that 
state  advertises  for  one.  . . . All  they  want  is  a 
physician  trained  in  public  health  and  tuberculo- 
sis work,  and  they  will  pay  him  at  least  $400. 
Big  deal. 


Three  Mayo  Clinic  members,  Drs.  Shick,  Bag- 
genstoss,  and  Polley,  have  reported  the  use  of 
cortisone  and  ACTH  on  PERIARTERITIS  NO- 
DOSA and  CRANIAL  ARTERITIS  in  the  March 
15,  1950  “Proceedings.”  . . . The  drugs  produced 
subjective  relief  of  symptoms  in  all  seven  cases. 
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They  produced  healing  (by  biopsy)  of  the  arterial 
lesions.  They  may  produce  symptoms  of  hyper- 
cortisonism,  with  profound  disturbances  of  the 
plasma  electrolytes.  The  scars  produced  by  heal- 
ing often  cause  Vascular  stenosis  and  in 
FARCTIONS.  . . . Three  patients  died  from  car- 
diac or  renal  failure.  The  adrenal  glands  of  the 
patient  who  received  the  largest  amount  of  corti- 
sone showed  atrophy.  . . . Comment — the  haz- 
ards of  healing  are  similar  to  those  produced  by 
streptomycin  in  tuberculous  meningitis. 


The  recent  brief  editorial  in  ARIZONA  MEDI- 
CINE on  the  Arizona  aspects  of  RABIES  con- 
tained the  suggestion  that  a better  vaccine  was 
hound  to  come  soon.  . . . Four  months  later  Drs. 
Cox  and  Koprowski  of  the  Lederle  Laboratories 
have  described  a new  vaccine  which  has  been 
tested  on  12,000  dogs  and  found  to  be  far  more 
efficient  than  the  old  material.  ...  It  is  produced 
from  a live  virus  and  attenuated  by  growth  in 
chick  embryos.  It  is  free  of  paralytic  reactions, 
and  produces  a solid  immunity  for  as  late  as  a 
year  after  vaccination. 


Several  recent  stories  of  Freud’s  life  have  men- 
tioned his  early  use  of  HYPNOSIS,  which  he 
learned  from  Bernheim  in  France.  . . . Several 
recent  books  on  hypnosis  have  described  the  his- 
tory and  usage  of  the  procedure.  . . . No  stranger 
situation  has  existed  in  the  past  than  that  which 
is  now  present  at  the  University  of  Arizona, — 
Thousands  of  students  in  a new  environment, 
many  of  them  confused  and  badly  reactive,— the 
perfect  place  for  a campus  psychiatrist.  And 
there  he  is — a policeman  on  the  local  force!  He 
has  been  an  amateur  hypnotist  for  more  than  30 
years,  and  is  said  to  use  his  “natural  powers” 
for  benign  purposes. 


Chronic  atelectasis  and  pneumonitis  of  the 
MIDDLE  LOBE  of  the  right  lung  would  sound 
like  an  uncommon  lesion,  yet  Paulson  and  Shaw 
of  Dallas  can  report  32  cases,  with  resection  done 
in  29  of  them. 


The  huge  BULLAE  AND  BLEBS  which  may 
occur  in  emphysema  have  been  treated  in  several 
ways,  from  laissez  faire  to  resection.  . . . Head 
and  Avery  of  Chicago  have  used  a method  which 
has  been  restricted  to  tuberculosis  (now  obso- 
lete)— the  Monaldi  negative  pressure  tube.  . . . 
They  obtained  excellent  results  in  8 of  their  9 
cases,  but  chest  surgeons  are  cautious  in  apprais- 
ing the  procedure. 


Sometimes  it  seems  that  a physician  can  he  a 
little  bit  slow.  ...  A patient  was  recently  seen 
by  a chest  specialist,  after  being  referred  to  him 
by  a surgeon.  Two  months  previously  the  patient 
had  gone  to  see  a doctor  because  of  loss  of  weight, 
asthenia,  etc.  The  physician  took  a chest  x-ray, 


gave  her  a 40-day  course  of  streptomycin  at  home 
(without  PAS),  and  then  sent  her  to  a desert 
resort.  . . . One  could  not  say  that  this  treatment 
was  malpractice,  but  the  added  information 
would  make  any  responsible  M.  D.  want  to 
punch  him  in  the  nose — no  sputum  or  gastric 
aspiration  examination  was  done;  the  initial 
x-ray  showed  only  a fibro-calcific  primary  com- 
plex; and  the  final  x-ray  was  a mislabeled  one 
belonging  to  another  patient.  . . . Such  a physi- 
cian should  be  forced  to  give  his  fee  to  a medi- 
cal charity,  and  attend  a post-graduate  lecture 
course. 


The  KVEIM  TEST  for  sarcoid  makes  use  of  an 
antigen  prepared  from  a sarcoid  gland.  An  intra- 
dermal  injection  becomes  positive  after  2 months, 
and  is  read  by  skin  biopsy.  . . . The  procedure 
has  a very  great  diagnostic  accuracy,  and  may 
become  one  of  the  most  highly  specific  of  tests. 
. . . No  one  knows  the  cause  of  sarcoid,  but  the 
evidence  tends  to  be  against  tuberculosis  of  low 
virulence. 


The  death  of  infants  by  “ACCIDENTAL  SUF- 
FOCATION” in  their  eribs  is  not  due  to  simple 
smothering,  nor  to  posture.  . . . Bowden  has  re- 
ported in  the  Australian  Medical  Journal  that 
autopsy  of  40  cases  showed  almost  all  of  them 
to  have  UNSUSPECTED  NATURAL  DISEASES. 
. . . The  source  of  trouble  was  usually  in  the 
heart,  ears,  or  upper  respiratory  tract,  and  was 
explosive  in  its  onset,  fatal  in  effect. 


The  Phoenix  surgeons  who  have  been  carefully 
and  steadily  preparing  themselves  for  future 
CARDIO-VASCULAR  SURGERY  arranged  a clev- 
er and  wise  bit  of  assistance  from  Dr.  Barkley 
of  Houston.  . . . His  operations  on  three  infants 
during  the  sessions  of  the  State  Medical  meeting 
were  well-timed  and  gave  the  procedure  good 
local  publicity. 


The  health  hazards  caused  by  the  increased  use 
of  RADIOACTIVE  MATERIALS  and  RADIA- 
TION-PRODUCING MACHINES  have  been  ob- 
scure and  controversial.  ...  A recent  editorial  in 
the  J.  A.  M.  A.  has  indicated  the  confusion  and 
lack  of  data  on  the  subject.  . . . The  U.  S.  P.  H.  S. 
has  just  announced  a new  RADIOLOGICAL 
HEALTH  BRANCH  to  “develop  a program  to 
meet  potential  health  hazards”.  ...  It  may  be 
able  to  tell  us  whether  the  descendants  of  those 
who  are  repeatedly  fluoroscoped  will  be  sterile 
in  3,000  years,  as  has  recently  been  suggested  in 
print. 


The  late  and  presumably  final  figures  on  the 
18,000,000  men  EXAMINED  FOR  MILITARY 
SERVICE  in  World  War  II  are  being  published. 
. . . Smith,  Reynolds,  and  Hand  have  found  that 
171,300,  3.5%  of  all  men  rejected,  had  tubercu 
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losis  as  the  primary  reason.  (Thousands  of  oth- 
ers had  tuberculosis,  but  were  rejected  for  other 
causes.)  The  age  group  was  18  to  37  years,  and 
the  dates  of  survey  were  1941  to  August  1, 
1945.  . . . Pulmonary  tuberculosis  was  the  type 
in  96.4%,  and  about  one-third  were  considered  to 
be  active.  Of  every  1,000  men  examined,  20.1 
had  some  form  of  tuberculosis.  Negroes  showed 
LOWER  rates  than  whites  at  all  ages,  and  both 
races  showed  an  increase  with  age.  . . . Utah  had 
a rate  of  2.9  per  1,000;  West  Virginia  and  Ken- 
tucky had  high  rates  of  26.1  and  25.6;  and  New 
Mexico  (43.5)  and  Arizona  (49.3)  had  the  high- 
est. The  widening  gap  between  tuberculosis 
morbidity  and  mortality  has  been  noted  by  Ed- 
wards and  Drolet  of  New  York.  . . . The  mor- 
tality has  been  decreasing,  but  case-finding  is 
turning  up  a higher  registration  than  ever  be- 
fore. . . . The  latter  is  a better  index  of  disease 
in  the  community  than  the  death-rate. 


TELEVISION  of  surgical  procedures  is  now 
operated  by  remote  control.  ...  A camera,  the 
telesurgical  light,  and  a 2 way  sound  system  are 
suspended  directly  over  the  table.  The  techni- 
cian controls  the  view  from  outside  the  room,  or 
in  a balcony.  . . . Cables,  wires,  equipment,  and 
the  technician  are  out  of  the  way. 


A few  conclusions  are  beginning  to  come  thru 
on  the  results  of  streptomycin  therapy  in  TU- 
BERCULOUS MENINGITIS.  . . . Results  are 
better  in  children,  after  intrathecal  use,  when 
a sulfone  is  added,  and  when  the  care  is  meticu- 
lous. . . . Recovery  figures  are  somewhere  be- 
tween the  early  75%  “good”  results  and  the  low 
10%  of  a V.  A.  series.  . . . Relapses  can  be  expect- 
ed in  some,  in  spite  of  prolonged  therapy.  . . Re- 
sistant strains  are  not  as  common  as  from  other 
sources.  . . . Necropsies  have,  shown  marked 
reparative  signs,  but  they  may  include  vascular 
stenosis  from  scar  tissue  with  a necrosis  from 
the  ischemia.  . . . Actually  and  paradoxically, 
healing  may  be  fatal. 


The  naturopaths  have  been  understandably 
upset  by  a suggestion  that  higher  educational 
qualifications  be  required  for  their  practice.  . . . 
They  have  huffed  and  puffed  up  a counter-move 
which  would  require  physicians  to  take  post- 
graduate studies  before  their  state  licenses  could 
be  renewed.  . . . Not  a bad  idea,  at  that — if  it 
means  “studies”  and  not  examinations. 


In  and  Out  of  Focus 

BY  THE  OBSERVER 
“ . . . Unrehearsed  and  Spontaneous.  . . . ” 
Last  November  when  it  became  generally 
known  that  Dr.  Morris  Fishbein  would  retire  as 
Editor  of  the  Journal  of  the  American  Medical 
Association,  effective  December  1,  1949,  there 


was  considerable  speculation  among  physicians 
as  to  what  his  next  move  would  be.  Would  he 
attend  the  AMA  sessions  in  Washington  early 
in  December.  Would  he  have  a statement  to 
make?  If  so,  would  he  denounce  his  critics 
within  the  profession?  What  would  his  attitude 
be  toward  the  AMA? 

Then  came  the  announcement  that  Dr.  Fish- 
bein would  appear  on  Mutual  Broadcasting  Sys- 
tem’s Meet  the  Press,  an  “unrehearsed  and  spon- 
taneous press  conference,”  and  “the  most  re- 
vealing half-hour  in  radio.”  Rumors  were  soon 
circulating  to  the  effect  that  he  would  have 
plenty  to  say  about  the  treatment  he  had  re- 
ceived at  the  hands  of  AMA  officials.  The  Meet 
the  Press  broadcast  would  provide  just  the  forum 
he  liked  best.  lie  could  say  just  what  he  thought 
with  no  holds  barred. 

As  it.  turned  out,  Dr.  Fishbein  had  no  such 
thing  in  mind.  On  the  contrary  it  was  evident 
he  welcomed  the  chance  to  make  it  clear  that  his 
loyalties  still  were  with  the  organization  he  had 
served  for  so  many  years.  Equally  apparent  was 
his  determination  to  keep  the  discussion  free  of 
bitterness  and  animosity. 

Less  can  be  said  for  some — not  all — of  his 
questioners  on  this  broadcast.  At  the  “press 
table”  to  “fire  questions”  at  Dr.  Fishbein  were 
May  Craig  of  the  Portland,  Maine,  Press-Herald, 
Lawrence  E.  Spivak  of  the  American  Mercury 
Magazine,  Nate  Haseltine  of  the  Washington 
I*ost,  and  I.  F.  Stone  of  the  New  York  Compass. 

As  might  be  expected,  an  effort  was  first  made 
to  get  Dr.  Fishbein  to  air  his  grievances  against 
the  AMA.  Producer  Martha  Rountree,  in  her 
opening  remarks,  concluded  with  the  following: 

“When  it  was  first  announced  that  Dr.  Fish- 
bein, at  the  request  of  the  Board  of  Trustees  of 
the  American  Medical  Association,  would  relin- 
quish his  position  of  leadership,  newspapers  all 
over  the  world  said  that  the  Trustees  had  ex- 
ploded a bombshell.  It  has  been  said.  Dr.  Fish- 
bein, that  for  the  past  six  months  the  Trustees 
forbade  you  to  speak  freely  on  controversial 
issues  and  to  hold  no  interviews.  Now  that  you’re 
retired,  we  hope  you  will  avail  yourself  of  this 
opportunity  to  meet  the  press  without  reserva- 
tions. As  a starter,  I see  Mr.  Spivak  has  the  first 
question.  ...” 

# # # 

Spivak 

Well,  Dr.  Fishbein,  can  you  tell  us  now  why, 
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PULMONARY  EDEMA 
AND  PAROXYSMAL 
CARDIAC  DYSPNEA 


The  development  of  pulmonary- 
edema  at  night  may  in  certain  cases 
be  prevented  and  in  addition  effec- 
tively treated  by  intramuscular  . . . 
administration  of  aminophyllin  in 
dosages  of  0.5  Gm."1 


The  diuretic  action  of  Searle  Amino- 
phyllin frees  the  tissues  of  excessive 
fluid;  its  myocardial  stimulating  ac- 
tion improves  the  efficiency  of  heart 
contractions. 

G.  D.  Searle  & Co.,  Chicago  80,  111. 


SEARLE  AMINOPHYLLIN 

ORAL... PARENTERAL... RECTAL  DOSAGE  FORMS 

*Con  tains  at  least  80%  of  anhydrous  theophylline. 

SEARLE  RESEARCH  IN  THE  SERVICE  OF  MEDICINE 


* 


1.  Barach,  A.  L.:  Edema  of  the  Lungs,  Am.  Pract.  3: 27 
(Sept.)  1948. 
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at  the  height  of  your  career,  after  87  successful 
years,  you  retired  from  the  AMA. 

Fishbein 

Apparently  it  was  the  decision  of  the  Trustees, 
who  have  complete  authority  over  the  editor, 
that  the — those  who  favor  nationalization  of  med- 
icine had  made  the  editor  such  a complete  target 
for  all  of  their  attacks  on  medicine,  and  had  per- 
sonalized the  opposition  against  socialized  medi- 
cine in  the  editor,  that  it  was  creating  great  dif- 
ficulty to  win  their  fight  under  those  circum- 
stances. 

Spivak 

Well,  Dr.  Fishbein,  did  the  AMA  think  they 
would  help  their  cause  by  an  act  which  has  been 
described  even  by  your  opponents,  and  I quote,  as 
“rank  ingratitude  for  outstanding  service,”  “as 
a blow  to  the  prestige  of  organized  medicine,” 
and  as  “downright  unintelligent  and.  even  stu- 
pid?” Those  were  the  comments  in  June  when 
you  were  asked  to  retire.  And  how  do  you  feel 
about  this  whole  business  ? 

Fishbein 

Well,  you’re  asking  me  for  a psychiatric  opin- 
ion— namely,  as  to  what  a group  of  people  under 
certain  circumstances  think — I am  quite  unaware 
what  they  might  think.  . . . Now,  as  to  my  own 
point  of  view,  it  has  always  been  that  an  editor 
of  any  publication  must  have  complete  freedom 
of  expression,  and  that  he  must  conduct  a vig- 
orous campaign  at  all  times  against  those  things 
in  which  he  does  not  believe.  Finding  it  impos- 
sible to  conduct  a periodical  of  which  I could  be 
proud  under  those  circumstances,  it  was  mutual- 
ly agreed  that  I retire. 

Spivak 

Well,  Dr.  Fishbein,  when  in  June  they  asked 
you  not  to  speak  on  any  controversial  subjects 
and  practically  muzzled  you,  why  did  you  con- 
tinue? Why  didn’t  you  retire  immediately,  as  so 
many  of  your  friends  felt  that  you  ought  to? 

Fishbein 

I think  it  is  no  secret  that  having  great  pride 
in  the  accomplishment  of  having  created  a medi- 
cal journal  that  is  of  acknowledged  world  leader- 
ship and  nine  specialists  journals,  and  having 
conducted  a considerable  number  of  other  suc- 
cessful efforts,  I thought  it  was  quite  desirable 
that  young  men  be  given  at  least  some  training  to 
fill  these  various  positions — five  men  have  been 
chosen  for  those  positions — and  frankly,  it  was 
my  hope,  and  still  is  my  hope,  that  the  American 


Medical  Association  goes  on  to  greater  and  great- 
er success. 

At  this  point  Mr.  Stone  delivered  himself  ns 
follows: 

Dr.  Fishbein,  let’s  get  nice  and  rough.  In  view 
of  his  advocacy  of  compulsory  health  insurance, 
do  you  regard  Mr.  Harry  Truman  as  a card- 
bearing Communist,  or  just  a deluded  fellow- 
traveler  ? 

Fishbein 

1 have  never  said  of  Mr.  Truman  any  of  the 
things  which  you  accuse  me  as  having  said.  Now, 
Mr.  Truman  is  also  entitled  to  his  opinions — any 
President  is  entitled  to  his  opinions,  and  if  they 
happen  to  differ  from  mine,  that  doesn’t  create 
any  particular  hostility — I just  think  that  he’s 
mistaken  and  he  thinks  I'm  mistaken. 

Stone 

I was  just  joking,  because  you  have  expressed 
the  view  that  compulsory  health  insurance  is  so- 
cialistic and  communistic  in  the  past  in  the 
AMA  Journal. 

Fishbein 

I am  positive  that  compulsory  health  insur- 
ance is  socialistic. 

Craig 

Well,  Dr.  Fishbein,  are  you  against  all  kinds 
of  socialization — are  you  against  socialized  farm- 
ing, for  instance — for  farm  subsidies  to  keep  up 
farmers’  incomes? 

Fishbein 

I make  a difference  in  my  definitions  between 
what  I call  “social  action"  and  “socialistic  ac- 
tion”— one  is  political,  the  other  is  for  the  com- 
mon good. 

Craig 

Do  you  think  giving  adequate  medical  care  to 
all  the  people  is  socialistic? 

Fishbein 

I think  it’s  good  social  medicine,  and  of  course, 
it  is  my  belief  that  Americans  in  general  get  bet- 
ter medical  care  than  any  people  anywhere  else 
in  the  world.  And  of  course,  Miss  Craig,  you 
having  traveled  throughout  the  world  and  having 
seen  a great  many  hospitals  and  a good  deal  of 
medical  care  in  other  countries  must  agree  with 
me  that  Americans  get  better  medical  care. 

Craig 

I agree  that  it  could  be  better.  May  I ask  you 
if  you  know  that  Dr. — that  Mr.  Ewing,  the  So- 
cial Security  Administrator,  tells  us  half  our 
population — 70  million  people — get  only  about 
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$3,000  or  less  a year,  and  do  not  have  adequate 
medical  care? 

Fishbein 

Well,  Mr.  Ewing-  until  recently  was  never  con- 
sidered an  authority  in  this  field,  and  most  of 
the  statistics  he  cites  are  so  completely  off  from 
what  any  scientist  or  physician  would  accept  as 
competent  biometrics,  that  the  least  said  about 
them,  the  better. 

Craig- 

Well,  do  you  deny  this  one  figure  of  his — that 
half  of  our  people  do  not  get  medical — adequate 
medical  care? 

"Fishbein 

I think  the  figure  is  utterly  preposterous.  I 
think  that  better — I think  that  the  vast  majority 
of  Americans  have  access  to  reasonably  broad 
medical  care.  Now,  I do  not  say  that  everybody 
gets  the  best  of  medical  care,  but  I know  nowhere 
in  the  world  where  everybody  gets  the  best  of 
medical  care. 

Stone 

But,  Dr.  Fishbein,  didn’t  your  own  AM  A 
Journal  sav  in  1939  that  families  receiving  less 
than  $3,000  a year  could  not  cover  their  medi- 
cal costs  without  outside  aid? 

Fishbein 

Why,  Mr.  Stone,  those  figures  were  recently 
put  out  by  Frank  Dickinson,  Director  of  the 
Bureau  of  Economic  Research,  and  the  figures 
are  not  just  what  you  said.  . . I’ll  send  you  a 
pamphlet.  . . . 

Stone 

. . . no,  no,  tell  the  audience.  . . . 

Fishbein 

...  on  that  subject — you  can  read  up  on  it.  . . 

Stone 

. . . tell  the  audience  how  I was  wrong,  then.  . . 

Fishbein 

...  You  were  wrong — you  were  wrong  in  the 
fact  that  ...  it  can  be  well  shown  that  better 
than  70 — that  far  more  than  70  million  people 
in  the  United  States  get  a high  quality  of  medi- 
cal care. 

Stone 

Did  I misquote  your  figures  or  not  ? 

Fishbein 

You  mean  did  I say  . . . 

Stone 

Didn’t  the  American  Medical  Journal  in  1939 
say  that — that  American  families  making  less 
than  $3,000  a year  could  not  cover  their  medical 
costs  without  outside  aid?  Did  it  or  didn’t  it? 


Fishbein 

Not  that  statement,  no.  . . . 

Stone 

Well,  what  statement  did  it  make? 

Fishbein 

The  statement  was  made  that  a family  with  an 
income  of  $3,000  per  year  would  have  to  budget 
carefully  for  medical  care  in  order  to  be  sure  that 
they  got  sufficient  medical  care  in  time  of  need. 
Now,  the  American  Medical  Association  has 
never  been  a static  organization.  It  has  at  one 
time  opposed  all  forms  of  hospital  insurance  . . . 
but  just  as  soon  as  hospital  insurance  was  shown 
to  be  safe  and  dependable,  and  just  as  soon  as 
the  states  had  passed  laws  which  guaranteed  that 
dependability,  then  we  supported  hospital  in- 
surance. 

The  line  of  questioning  took  another  turn  when 
Mr.  Spivak  asked: 

All  right.  Now,  on  the  compulsory  end  of  it — 
is  the  Medical — The  AMA  against  compulsion 
for  compulsion ’s  sake  ? 

Fishbein 

I think  they  believe  that  those  nations  which 
hope  to  be  democratic  must  place  as  much  re- 
sponsibility on  the  individual  citizen  for  the  con- 
duct of  the  intimate  affairs  of  his  life  as  can  be 
placed  upon  him. 

Spivak 

But  how  can  they  object  to — to  the  compulsory 
tax  when  they  themselves  in  their  session  voted  a 
$25  compulsory  tax  on  their  membership,  and 
threatened  to  throw  out  any  doctor  who  didn’t 
pay  it? 

Fishbein 

Of  course,  your  entire  use  of  the  word  “tax” 
is  wholly  without  any  warrant.  The  courts  of 
the  United  States  clear  up  to  the  Supreme  Court 
have  ruled  that  dues  in  a voluntary  membership 
organization  are  not  a tax  and  are  not  com- 
pulsory . You  don’t  have  to  join  the  American 
Medical  Association. 

Spivak 

That  they  say  about  “a  rose  by  any  other 
name” — it’s  a tax,  isn’t  it,  Dr.  Fishbein,  to  fight 
what  they  call  socialized  medicine? 

Fishbein 

I would  not  call  it  a tax,  because  no  one  has 
to  pay  it  unless  lie  wants  to  remain  a member 
in  the  organization.  And  that  applies  to  all  mem- 
bership organizations. 
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Stone 

They  . . . May  I — May  I proceed?  if  he  doesn’t 
remain  a member  of  the  organization,  he’s  pun- 
ished pretty  severely,  in  his  community? 

Fishbein 

Well,  if  the  people  of  the  United  States,  who 
are  a democracy  . . . punish  a man  because  he 
doesn ’t  belong  to  the  Odd  Fellows  or  the  Masons 
or  the  Klan,  that  is  up  to  the  people  of  the  com- 
munity, it  isn’t  up  to  the  man. 

Spivak 

Well,  Doctor,  before  we  leave  this  point — and 
I don’t  mean  to  hog  this  thing — aren’t  all  taxes 
compulsory  ? 

Fishbein 

Taxes  are  compulsory,  and  we  all  pay  them. 

Spivak 

Yes,  Well,  then — then — then  there’s  nothing 
too  bad  about  the  compulsory  aspect  of  this.  . . . 

Fishbein 

I would  like  to  point  out  in  relationship  to 
the  school  tax  that  one  of  the  most  jealously 
guarded  rights  of  American  citizens  has  been 
the  right  to  control  their  schools  in  their  own 
community,  and  never  to  delegate  to  the  Federal 
Government  any  control  over  schools. 

Spivak 

Well,  if  the  states  run  this  thing,  as  1 believe 
it’s  proposed  for  the  most  part,  is  that  all  right 
with  you? 

Fishbein 

I may  say  that  in  the  states,  or  the  vast  major- 
ity of  the  states,  the  state  also  has  no  control 
over  schools.  In  the  United  States  the  privilege 
has  been  carefully  guarded  that  the  local  com- 
munity controls  the  schools. 

Spivak 

Well,  isn’t  this  national  health  plan  going  to 
do  pretty  much  that — turn  things  over  to  the 
states ? 

Fishbein 

Where  the  money  is  collected  and  sent  to 
Washington  and  sent  back  to  the  states,  which 
must  meet  certain  criteria  established  by  Wash- 
ington, it  is  in  no  way  the  same  as  a school  tax. 

Rountree 

Are  you  accepted  in  a first-class  hospital  and 
any  other  society  if  you  don’t  belong  to  the 
American  Medical  Association? 

Fishbein 

That  again  is  left  entirely  to  the  hospitals.  The 
hospital  rules — and  this  has  been  sustained  by 


the  Supreme  Court  in  the  State  of  Maryland  in 
a decision  last  year — every  hospital  has  a right 
to  determine  through  its  own  Board  of  Directors 
who  will  or  will  not  be  admitted  to  work  in  the 
hospital,  and  to  establish  the  criteria  under 
which  they  will  be  admitted. 

Miss  Craig  and  Mr.  Stone  then  laid  down  the 
heaviest  barrage  of  the  broadcast. 

Craig 

Well,  Doctor,  isn’t  it  true  that  organized  medi- 
cine has  been  against  practically  all  the  medical 
aid  proposed?  You  were  against  workmen’s 
compensation,  you  were  against  Federal  grants- 
in-aid,  you  were  against  a public  health  board — 
you  used  to  be  against  the  voluntary  group  health 
insurance,  although  now  you’re  advocating  that, 
aren’t  you ? 

Fishbein 

A doctor  who  is  trained  as  a scientist  is  accus- 
tomed to  seeing  competent  evidence  that  a pro- 
cedure will  be  for  the  benefit  of  the  patient  and 
not  to  harm  him  before  agreeing  that  the  proce- 
dure is  sound.  That  he  does  in  his  practice.  In 
the  same  way,  social  measures  of  any  kind  which 
are  proposed  on  a theoretical  basis  are  examined 
carefully  and  are  studied  as  to  whether  or  not 
they  can  achieve  their  objectives  before  they  are 
approved.  Now,  obviously,  again,  as  evolution 
goes  on  and  technics  improve  and  safeguards  are 
developed  and  new  types  of  control  are  devel- 
oped in  the  community,  the  point  of  view  changes 
— what  was  not  acceptable  becomes  acceptable. 

Craig 

You  mean  you  always  lag  behind  and  you  have 
to  be  forced  into  any  kind  of  progress  that  . . . • 

Fishbein 

Well,  1 point  out  frequently  that  the  Congress 
of  the  United  States  is  10  years  behind  medical 
science  in  all  of  its  actions,  and  that  has  to  do 
with  safe-guarding  the  public  against  bad  in- 
sulin, many  such  things  as  that. 

Craig 

But,  Doctor,  what  good  does  it  do  for  medi- 
cine to  go  ahead  if  the  majority  of  the  people 
can’t  get  the  benefit  of  it? 

Fishbein 

I have  not  admitted  and  I still  do  not  admit 
that  the  majority  of  the  people  do  not  get  the 
benefit  of  modern  medicine  in  the  United  States. 
By  far  the  vast  majority  of  our  people  get  the 
benefits  of  modern  medicine. 


Vol.  7 , No.  6 


Arizona  Medicine 


51 


Stone 

But,  Dr.  Fishbein,  your  admissions  obviously 
come  very  slowly.  Now,  are  you  prepared  to  ad- 
mit that  it’s  a good  idea  to  have  these  free  public 
schools,  which  you  say  you  approve  ? 

Fishbein 

I believe  that  they  — we  have  free  public 
schools,  and  I believe  that  our  private  school 
system,  which  goes  right  along  with  the  free 
public  schools.  . . . 

Stone 

Well,  are  you  opposed  . . . 

Fishbein 

. . . has  been  a great  advance  in  technic  for  ad- 
vancing the  quality  of  education,  and  that  is 
obviously  a portion  of  a properly-conducted 
democracy. 

Stone 

Yeah,  but  are  you — are  you  in  favor  of  free 
public  schools? 

Fishbein 

I am  in  favor  of  free  public  schools. 

Stone 

Well,  this  — this  health  insurance  plan 
wouldn’t  outlaw  their  private  doctors  on  the 
staff.  . . . 

Fishbein 

There  is — there  is  not  the  slightest  resem- 
blance between  pushing  a six-year-old  child  into 
a school  and  teaching  him  to  read  and  write,  and 
taking  a patient  into  a hospital  to  diagnose  coro- 
nary thrombosis. 

Stone 

Dr.  Fishbein,  a hundred  years  ago  people  like 
you  fought  just  the  way  you’re  fighting,  and 
have  fought  for  generations  against  free  public 
education  with  exactly  the  same  arguments,  and 
it  took  them  just  as  long  to  wake  up  as  it ’s  taking 
you  to  wake  up. 

Fishbein 

Well,  Mr.  Stone,  it  just  happens  to  be  that  you 
have  a reputation  for  saying  the  kind  of  things 
you’re  saying,  and  I have  a reputation  for  saying 
the  kind  of  things  I’m  saying.  And  this  being  a 
democracy,  we  both  go  right  along  and  hold  our 
points  of  view.  Now,  T have  a right  to  say  that 
your  point  of  view  is  emotional  and  that  mine 
is  scientific. 

At  this  point,  Mr.  Haseltine,  widely  and  favor- 
ably known  to  the  medical  profession  in  Wash- 
ington, inquired: 

Dr.  Fishbein,  do  you  believe  that  the  Ameri- 


can Medical  Association  is  sincere  in  its  present 
expressed  desire  to  further  the  volunteery — vol- 
untary prepaid  health  plan? 

Fishbein 

I am  so  positive  that  they  are  sincere,  that 
when  I tell  you  that  they  have  spent  well  over 
$500,000  of  their  own  money  promoting  the  vol- 
unteer plan,  they  certainly  must  be  sincere. 

Haseltine 

In  what  period  of  time,  Doctor? 

Fishbein 

In  a period  of,  roughly,  now  six  years. 

Haseltine 

And  how  long  was  it  first  proposed  that  . . . 

Fishbein 

The  voluntary — the  voluntary  hospitalization 
procedure  was  first  proposed  about  20  years  ago 
— the  Blue  Cross  procedure — and  that  has  grown 
now  to  about  62  million  people  who  carry  volun- 
tary hospitalization  insurance.  And  I will  assure 
you  that  if  the  American  Medical  Association 
and  the  doctors  of  this  country  had  not  support- 
ed it,  it  never  would  have  reached  62  million. 

Haseltine 

Where  have  you  had  your  most  support?  When 
has  the  AMA  given  it  its  most  support? 

Fishbein 

It  has  given  it  its  most  support  as  better  and 
better  controls  were  developed.  Now  at  this  very 
present  moment  Blue  Cross  does  not  in  any  sin- 
gle place  cover  the  complete  cost  of  hospitaliza- 
tion, and  it  isn’t  perfect  yet.  I think  new  tesh- 
nics  have  to  be  constantly  developed  and  studied. 

Haseltine 

Do  you  think  it  can  be  developed  to  the  point 
where  it  will  cover  full  cost? 

Fishbein 

I am  working  myself  on  two  commissions  that 
are  especially  concerned  with  trying  to  see 
whether  we  cannot  reorganize  hospital  organiza- 
tions’ instruction  and  service  to  make  it  much 
more  likely  that  costs  can  be  fully  covered. 

Haseltine 

Do  you  think  it  can  ever  be  done,  Doctor? 

Fishbein 

I think  it  should  be  achieved  within  10  years, 
possibly. 

Mr.  Spivak  again  directed  his  queries  along  an 
entirely  different  line. 

Doctor,  isn’t  the  major  question  really  whether 
we’re  going  to  get.  under  the  new  system  of — of 
national  health  insurance,  better  or  worse  medi- 
cine. 
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Fishbein 

I think  that  is  what  concerns  all  of  us.  And  I 
can  tell  you  this — that  if  I personally  were  con- 
vinced that  a nationalized  medicine  system 
would  give  the  people  of  the  United  States, 
more  people  a high  quality  of  medical  service,  1 
would  be  arguing  just  as  much  for  it  as  I am 
now  arguing  against  it. 

Spivak 

Well,  Doctor,  isn’t  it  true  that  under  the  Army 
you  had  complete  socialization  of  medicine  and 
you  had  a pretty  high  order  of  medical  . . . 

Fishbein 

Now,  I answered  that  one  one  time  for  Senator 
Pepper,  so  it’s  very  easy  to  answer  that  one 
again. 

Spivak 

Don’t  give  me  the  same  answer,  though. 

Fishbein 

Oh,  th — it  served  with  him.  Now  the  answer  is 
simply  this — that  in  the  Army  the  doctor  had 
absolute  control  over  his  patients.  If  you  are 
willing  that  the  doctors  of  this  country  shall  tell 
everybody  in  the  country  exactly  what  they  shall 
do  when  they’re  sick,  and  that  they  shall  do  that 
and  nothing  else — give  the  doctors  the  kind  of 
almost  totalitarian  control  over  people  that  they 
had  in  the  Army  in  times  of  sickness — why,  then, 
of  course,  you  abolish  freedom  entirely.  And  I 
would  be  bitterly  opposed  to  setting  up  for  the 
public  of  this  country  a regimented  medical  care. 

Spivak 

In  short,  what  you’re  saying  is  that  the  less 
freedom  the  people  have,  the  better  medicine 
they  get? 

Fishbein 

I would  say  that  if  a doctor  can  completely 
control  a patient  to  the  extent  that — where  the 
patient  goes  when  he’s  sick,  who  takes  care  of 
him,  what  they  do  for  him,  what  he  eats,  what 
tests  shall  be  done — if  a doctor  can  completely 
control  that,  he  has  a better  chance  with  his 
patient  under  those  circumstances  than  he  does 
with  a completely  free  patient. 

Spivak 

But,  Doctor,  are  you  sure — do  you  know  what 
you’re  saying?  You’re  saying  . . . 

. Fishbein 

Exactly — T know  what  I ’m  saying. 

Spivak 

. . . that  the  less  freedom  there  is,  the  better 
medicine. 


Fishbein 

No,  I — for  instance,  in  a controlled  experiment 
in  a laboratory,  where  we  work  with  rats  and 
guinea  pigs,  we  control  the  experiment — you 
can’t  do  that  with  human  beings.  And  in  the 
Army  you  come  closer  to  the  rat-guinea  pig  set- 
up than  you  do  in  ordinary  life. 

Spivak 

Well,  won’t  you  come  fairly  close,  hut  not  as 
close  as  we  want  to  come,  if  you  have  national 
health  insurance? 

Fishbein 

Well,  the  one  country  that  lias  a completely 
nationalized  health  system  in  the  world  i;  Rus- 
sia. The  next  nearest  to  it  is  Grea:  Britain.  In 
neither  of  those  countries  do  the  mass  of  the 
people  get  anything  resembling  the  kind  of  med- 
ical service  the  people  get  in  the  United  States. 

Spivak 

Well,  what  about  Sweden,  which  also  has  a 
system  of  health  insurance  and  has  pretty  good 
medical  . . . 

Fishbein 

Now,  the  condition  in  Sweden  is  roughly  that 
there  are  6 million  people,  3 million  of  them  in 
Stockholm,  and  they’re  all  Swedes,  except  for  a 
few  Russians  that  managed  to  get  out  of  Russia. 
And  when  you’re  dealing  with  a homogeneous 
population  of  that  type,  you  have  an  entirely 
different  picture  from  where  you  have  14(i  mil- 
lion people  in  48  individual  states  and  a com- 
pletely heterogeneous  population. 

Here  the  questioning  became  personal. 

Craig 

Doctor,  it’s  very  difficult  to  sympathize  with 
people  unless  you 've  experienced  their  troubles. 
Now,  may  1 ask,  please,  if  you  were  ever  so  poor 
that  you  couldn’t  afford  adequate  medical  treat- 
ment yourself  or  for  your  family? 

Fishbein 

Well,  I remember  when  my  father  was  a rela- 
tively poor  man  and  my  mother  had  8 children. 
But  my  father  always  managed  to  get  for  her 
the  best  obstetrician  in  Indianapolis. 

Craig 

I ’m  asking  about  yourself. 

Fishbein 

Well,  I was  born  under  those  circumstances. 

Stone 

But  you  never  had  the  experience  of  being 
really  poor  . . . 
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Fishbein 

I have  never  been  destitute,  Mr.  Stone,  but  I 
will  tell  you  this  . . . 

Stone 

I didn’t  say  “destitute”  . . . 

Craig 

. . . adequate  medical  . . . 

Fishbein 

...  I will  tell  you  this — that  there  isn’t  a poor 
person  today  in  the  city  of  Chicago  op  New  York 
or  any  of  our  large  cities  who,  if  he  uses  reason- 
able intelligence,  cannot  get  immediate  access  to 
good  medical  care. 

Stone 

Well,  Dr.  Fishbein,  let  me  just  ask  you  one 
very  simple  question.  Now,  Americans  are  a very 
individualistic  people,  and  yet  it’s  quite  obvious 
that  all  these  different  plans  that  you  once 
fought — for  voluntary  health  insurance,  group 
medicine,  and  the  President’s  program — are  very 
popular.  Now,  why  do  you  think  the  people — 
so  many  people — are  so  dissatisfied  with  the 
ordinary  way  of  buying  medical  care  ? 

Fishbein 

Do  you  think  the  President  ’s  program  is  still 
popular  ? 

Stone 

Yes,  I do. 

Fishbein 

I happen  to  think  it  isn’t. 

Stone 

But  answer  my  question,  though.  Why  do  you 
think  so  many  people  are  dissatisfied  ? 

Fishbein 

Well,  I’ve  heard  of  such  a thing  as  propa- 
ganda. I have  heard  of  people  being  worked  on 
to  cause  certain  beliefs  which  ultimately  they 
change.  I told  you  that  the  American  Medical 
Association  and  the  doctors  of  this  country  con- 
stantly change  their  opinions  and  under  new  cir- 
cumstances develop  new  points  of  view.  I have 
no  doubt  but  what  that  will  keep  right  on. 

Stone 

But  you  haven’t  answered  the  question  still. 

Fishbein 

Well,  I’ve  answered  it  as  nearly  as  I can.  I . . . 

Stone 

It’s  a very  real  question. 

Fishbein 

Why,  that’s  too  bad. 

Stone 


5d 

Craig 

Dr.  Fishbein,  don’t  yon  know — frankly,  don’t 
you  know  that  the  average  family  simply  cannot 
afford  medical  care,  particularly  if  they  have 
children  ? Don ’t  you  know  that  ? 

Fishbein 

1 am  quite  sure,  Miss  Craig,  not  only  that  1 
dont’  know  that,  and  I’m  not  sure  you  know  it. 

Craig 

Yes,  sir,  I do  know  it! 

Fishbein 

Well,  that’s  where  we  come  down  to  examina- 
tion of  the  evidence.  And  . . . 

Craig 

Don’t  you  believe  that  the  . . . 

Fishbein 

And  I have  spent  my  whole  life  studying  this 
evidence,  and  with  you,  it’s  a matter  of  this 
broadcast  or  maybe  two  or  three  previous  news- 
paper studies.  But  if  you  will  take  people  who 
have  devoted  their  lives  to  studies  of  the  prob- 
lem of  caring  for  the  sick,  you  will  discover  that 
they  are  far  better  informed  on  the  subject  than 
most  of  the  people  who  are  out  making  the  prop- 
aganda. 

Craig 

Do  you  think  they  can  pay  hospital  costs  as 
they  are  today  ? 

Fishbein 

I believe  that  with  62  million  people  insured 
against  the  cost  of  hospitalization,  that  we  will 
reach  in  a short  time  80  millon,  and  that  when 
we  reach  80  million,  the  people  in  general  will 
take  very  good  care  of  those  that  are  not  cov- 
ered. 

The  closing  questions  were  asked  by  Mr. 
Spivak : 

Doctor — Doctor  Fishbein,  Mr.  Ewing  in  Lon- 
don tonight  said  that  American  doctors  are  not 
united  against  the  President’s  health  plan. 

Fishbein 

Well,  I don’t  know  Americans  of  any  kind  who 
are  completely  in  favor  of  any  of  the  President’s 
proposals  — let’s  leave  medicine  out  of  it.  Mr. 
Truman  has  some  other  proposals,  and  I don’t 
know  that  farmers  all  favor  farmers’  subsidies. 

Spivak 

Why  haven’t  . . . 

Fishbein 

I don’t  know  that  union  labor  all  favors  John 
L.  Lewis. 


Doctor  . . . 
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REPAIR  - MANUFACTURE 
DEVELOPMENT 

The 

SCOTT  TECHNICAL  INSTRUMENT  CO. 
of  Phoenix  has  the  complete  facilities  for 
the  development,  manufacture,  and  re- 
pair of  all  types  of  scientific  instruments, 
including  optics. 

If  you  have  any  problems  in  this  line 
please  call  on  us  at  any  time. 


333  North  Third  Ave.,  Phoenix,  Arizona 
Phone  3-9003 


LOW  COST  REFRIGERATED  DRY 
AIR  CONDITIONING  WITH 

cAjax  MOBILE  ROOM  ASTER 

Powered  by  SERVEL 


FREE  INSTALLATION 
4 YEAR  WARRANTY 

Installed  in*  a Few  Minutes — % Ton  Capacity — Movable 
from  Room  to  Room.  Attractively  Finished  in  Tan  and 
Rawhide  Vinyl  Plastic  Fabrilite. 

DEMONSTRATION  WITHOUT  OBLIGATION  MAY  BE 
ARRANGED  BY  WRITING  OR  PHONING 

AJAX  CORPORATION  OF  ARIZONA 

4014  N.  Seventh  Street 
PHOENIX.  ARIZONA 
Phone  5-2338 


WAYLAND’S 

TWO  STORES 


Wayland's  Prescription  Pharmacy 
13  E.  Monroe  Street 
Phone  4-4171 

Wayland's  McKinley  Pharmacy 
138  W.  McKinley  Street 
Phone  4-7243 

PHOENIX,  ARIZONA 


FREE  DELIVERY 


No  wonder  drug  - a sure  prescription 
for  security  is  a savings  account, 
strengthened  by  regular  deposits. 
Write  this  prescription  for  yourself  - 
open  a federally  insured  savings  ac- 
count now  and  let  your  investment 
earn  2%  dividends  for  you. 


FIRST  FEDERAL 


l frn’iTT)' 


TV///  Q/fjMl. 

JOSEPH  G RICE, 


30  WEST  ADAMS,  PHOENIX 
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Spivak 

Why  hasn't  the  AMA  taken  a vote  among  its 
doctors  on  the  health  program? 

Fishbein 

Well,  I am  quite  sure  that  if  they  did  take 
such  a vote,  you  and  I and  many  other  people 
could  predict  exactly  what  the  returns  will  he. 
And  I may  say  that  we  have  taken  votes,  and 
that  these  votes  and  every  possible  type  of  poll 
show  that  85  per  cent  of  the  membership  of  the 
American  Medical  Association  is  bitterly  and 

completely  opposed  to  Mr.  Truman’s  program. 

# # # 

Despite  the  rugged  treatment  he  received  at 
the  hands  of  his  questioners,  Dr.  Fishbein  re- 
sisted the  temptation  to  retaliate.  His  attitude 
and  responses  won  favorable  comments  from 
friends  and  critics  alike.  Those  with  whom  your 
Observer  talked  agreed  with  him,  that  Dr.  Fish- 
bein’s  conduct  on  this  occasion  reflected  great 
credit  upon  the  former  editor  and  the  medical 
profession. 

T.  W. 

Reprinted  from  MEDICAL  ANNALS  DISTRICT  OF  COLUMBIA, 
February  1950. 


Survey  of  Nursing-  Education  and 
Nursing  Resources  in  Arizona 

On  March  28,  1950,  your  Executive  Secretary 
received  a communication  from  Martha  E.  Rog- 
ers, R.  N.,  Chairman  of  the  Committee  on  Sur- 
vey of  Nursing  Education  and  Nursing  Re- 
sources in  Arizona,  inviting  him  to  become  a 
member. 

It  so  happens  that  on  March  20,  1950,  the  Ari- 
zona State  Board  of  Nurse  Examiners,  with  the 
cooperation  of  the  Arizona  State  Nurses’  Associ- 
ation and  the  Arizona  State  League  of  Nursing 
Education,  began  an  intensive  study  designed 
to  secure  information  as  to  the  current  and  po- 
tential supply  of  nurses,  and  the  present  and 
expected  needs  for  nursing  services  within  the 
next  few  years  in  the  State  of  Arizona.  To  as- 
sist in  this  work,  the  U.  S.  Public  Health  Service 
loaned  the  services  of  Miss  Margaret  Arnstein, 
Director  of  Division  of  Nursing  Resources,  Wash- 
ington, D.  C.,  who  has  spent  approximately 
three  weeks  in  the  State  assisting  in  the  Survey. 
The  need  for  such  a survey  has  been  recognized 
for  some  time  and  not  until  adequate  and  ac- 
curate statistics  are  available  upon  which  con- 
clusions can  be  based,  can  sound  long-range  plan- 
ning be  undertaken  to  meet  the  needs  of  the  peo- 


ple of  this  State  as  pertains  to  nursing  services, 
in  the  opinion  of  this  group. 

On  April  6,  1950,  at  8:00  P.  M.,  in  the  Good 
Samaritan  Hospital,  School  of  Nursing,  Phoenix, 
a meeting  of  this  Committee  was  held  which  I 
attended.  There  was  in  attendance  approximate- 
ly thirty-five,  comprising  representatives  both 
professional  and  lav  of  the  local  schools  of  nurs- 
ing and  those  of  the  nursing  profession  in  all  its 
branches  including  health,  welfare  and  educa- 
tion. Miss  Rogers  presided  and  Miss  Arnstein 
principle  speaker  who  reviewed  progress  and 
findings  of  the  investigation  and  study  to  date. 
The  Executive  Committee,  on  approval,  proposed 
the  following  recommendations  which  were 
adopted  unanimously  with  the  understanding 
that  certain  of  its  verbiage  be  either  deleted  or 
clarified  as  agreed : 

1.  ESTABLISHMENT  OF  A PROGRAM 
FOR  THE  IMPROVEMENT  OF  NURS- 
ING EDUCATION  AND  NURSING 
TRAINING  FOR  THE  REGISTERED 
NURSE. 

This  was  represented  to  be  the  greatest  single 
need.  It  was  pointed  out  that  the  Survey  thus 
far  revealed  that  of  the  Supervisors  and  Head 
Nurses  in  the  five  Schools  of  Nursing  here  in 
Arizona,  upon  whom  rests  the  supervision,  train- 
ing and  teaching  of  students,  30%  do  not  pos- 
sess a college  degree  ; of  the  total  number  of  Head 
Nurses  within  the  State,  61%  had  high  school 
graduation  and  only  13%  had  engaged  in  post- 
graduate study  ; also,  27%  of  all  graduate  nurses 
of  this  State  do  not  have  a high  school  education 
by  graduation  and  only  45%  have  engaged  in 
post-graduate  study  ranging  from  one  month  to 
one  year.  Of  all  the  States,  Arizona  heads  the 
list  iu  the  number  of  students  who  drop-out  of 
training  before  completion  of  the  course  of  study, 
indicating  the  need  for  proper  screening  to  ob- 
tain qualified  cadets  and  improvement  of  stu- 
dent relations.  The  turn-over  of  Supervisors  and 
Head  Nurses  engaged  in  training  these  students 
is  correspondingly  high,  which  does  not  lend  it- 
self to  satisfactory  training  standards. 

2.  ANY  ATTEMPT  TO  ESTABLISH  A 
BASIC  COLLEGIATE  TRAINING  PRO- 
GRAM WITHIN  THE  NURSING  PRO- 
FESSION BE  DEFERRED  AT  THIS 
TIME. 

.While  this  might  be  an  ultimate  goal  to  be 
achieved,  it  does  involve  complete  understand- 
ing and  harmony  between  the  Educator  and 
those  Heads  of  Institutions  where  the  practical 
training  must  be  obtained,  in  the  absence  of  a 
Medical  School  where  such  facilities  and  clinical 
material  is  available. 
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3.  THAT  EFFORT  BE  CONTINUED  TO 
IMPROVE  NURSING  TRAINING  IN  THE 
FIVE  SCHOOLS  IN  PHOENIX. 

Though  Arizona’s  percentage,  compared  to 
other  states  in  the  country,  is  high  in  the  num- 
ber of  high  school  graduates  presently  entering 
nursing  training,  conversely  it  has  a high  drop- 
out percentage.  Many  schools  record  from  13%. 
to  18%,  while  in  Arizona,  the  per  cent  is  45. 

Establishment  of  more  extensive  training  in 
the  treatment  of  tuberculosis  and  mental  dis- 
orders is  of  primary  importance.  It  was  suggest- 
ed as  a means  to  this  end  that  possibly  arrange- 
ments could  be  made  with  the  VA  hospitals  at 
Tucson  and  Prescott  where  more  adequate  facili- 
ties are  available,  a satisfactory  program  for 
nursing  training  in  the  treatment  of  tubercu- 
losis could  be  developed. 

Improvement  of  counseling  of  students  in 
training  it  is  believed  would  go  far  to  reduce 
the  high  percentage  now  prevailing  of  those 
presently  dropping  out. 

4.  THAT  HOSPITAL  ADMINISTRATIONS 
STUDY  PRESENT-DAY  USE  OF  NURS- 
ING SERVICES  TO  DETERMINE 
WHETHER  SUCH  SERVICES  ARE 
USED  TO  BEST  ADVANTAGE. 

Throughout  the  country  it  is  found  that  quite 
frequently  the  professional  nurse  is  required  to 
perform  duties  which  could  be  adequately  under- 
taken through  the  employment  of  nursing  aides, 
thereby  making  better  and  fuller  use  of  the  pro- 
fessionally trained.  Likewise,  hospital  routines 
should  be  surveyed  to  realize  the  most  efficient 
practices. 

5.  STUDY  BY  VARIOUS  NURSING  AS- 
SOCIATIONS TO  FIND  WAYS  AND 
MEANS  TO  GIVE  MAXIMUM  NURSING 
SERVICES  TO  PATIENTS. 

6.  THAT  THE  TRAINING  OF  PRACTICAL 
NURSES  BE  EXPANDED. 

It  was  suggested  that  possibly  Legislation 
should  be  sought  to  standardize  such  training. 

7.  THAT  THE  SCHOOL  NURSE  BE  EN- 
COURAGED TO  DO  MORE  COMMUNITY 
WORK. 

Extension  of  counseling  services  toward  the 
ideal  of  one  nurse  to  approximately  one  thou- 
sand rather  than  the  present  one  to  two  thousand 
school  children.  Cooperation  between  the  State 
Department  of  Education  and  State  Depart- 
ment of  Health  to  the  end  that  the  School  Nurse 
may  render  greater  Community  Service. 

8.  THAT  IMMEDIATE  CONSIDERATION 
BE  GIVEN  THE  ESTABLISHMENT  OF 
A CONSULTANT  OF  SCHOOL  NURSING. 

Development  of  a more  adequate  program. 


9.  THAT  EVERY  EFFORT  BE  MADE  TO 
OBTAIN  LEGISLATIVE  SUPPORT  IN 
THE  APROPRIATION  OF  FUNDS  PRO- 
VIDING FOR  ADDITIONAL  NURSING 
PERSONNEL  AT  MENTAL  AND  TUBER- 
CULOSIS HOSPITALS  AND  IN  CON- 
NECTION WITH  PUBLIC  HEALTH 
PROGRAMS. 

It  was  pointed  out  that  of  the  1533  patients  at 
the  County  Mental  Hospital,  205  require  bed- 
side care  and  406  therapeutic  treatment.  Allow- 
ing for  supervising  personnel  and  assistants  re- 
quired, only  four  additional  registered  nurses 
are  employed  assisted  by  non-professional  at- 
tendants. 

10.  ENCOURAGE  SMALL  INDUSTRIES  TO 
MAKE  ARRANGEMENTS  WITH 
HEALTH  DEPARTMENTS  AND  OTHER 
PUBLIC  HEALTH  ASSOCIATIONS  TO 
PROVIDE  PART-TIME  VISITING  NURS- 
ING SERVICES. 

ROBERT  CARPENTER 
Executive  Secretary 
Arizona  Medical  Association. 


ANNUAL  REPORT  OF  PROFESSIONAL 
BOARD,  ARIZONA  MEDICAL 
ASSOCIATION,  1949-1950 
Meetings  of  the  Professional  Board  were  held 
in  Tucson  on  July  24,  1949  and  in  Phoenix  on 
December  18,  1949,  and  again  on  April  16,  1950. 
The  Board  membership  this  year  has  been  ex- 
panded by  the  addition  of  a Chairman  of  the 
Hard  of  Hearing  Committee,  Dr.  J.  M.  Kinkade 
and  by  the  addition  of  an  extra  member  to  re- 
place Dr.  Hugh  Thompson  who  remained  as 
Chairman  of  the  Seminar  Committee.  At  the 
initial  meeting  Dr.  Arthur  J.  Present  was  elect- 
ed Chairman  of  the  Board  for  the  year. 

Again  this  year  the  Seminar  groups  met  ir. 
three  series.  The  first  was  held  in  Winslow, 
Flagstaff,  Prescott  and  Kingman  from  October 
15  to  October  22.  It  was  conducted  by  Drs.  Lig- 
gett and  Ireland,  respectively  internist  and  sur- 
geon from  the  University  of  Colorado  Medical 
School.  The  second  set  was  held  in  Yuma  Feb- 
ruary 18  and  19,  1950,  and  conducted  by  Drs. 
Payne  and  Cleland,  respectively  surgeon  and 
pediatrician  from  the  University  of  Southern 
California.  The  third  was  held  from  February 
26  through  March  5 in  Globe,  Safford,  Bisbee 
and  Coolidge,  and  conducted  by  Drs.  Paul  Bruns 
and  John  Nelson,  respectively  obstetrician  and 
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pediatrician  from  the  University  of  Colorado. 
The  seminars  were  held  for  two  days  in  each  of 
the  respective  locations.  In  the  first  set,  namely 
in  the  northern  counties,  twenty-six  members 
attended  or  about  two-thirds  of  all  who  might. 
The  southern  seminars  were  attended  by  twenty- 
eight  doctors  which  represents  55%  of  the  pos- 
sible attendance.  The  Yuma  figures  show  four- 
teen attended.  The  seminar  cost  except  in  Yuma 
was  $2,698.  Of  this  amount  $1190  was  contribut- 
ed by  the  State  Department  of  Health,  $510 
from  registration  fees  collected  from  the  attend- 
ing physicians,  and  $998  came  from  the  $3,000 
budget  of  the  Professional  Board.  This,  along 
with  $250  of  the  funds  now  available  which  will 
have  to  be  expended  on  the  Yuma  seminars,  wall 
account  for  about  40%  of  the  Professional  Board 
budget  for  the  year.  The  discussion  of  the  fu- 
ture plans  for  seminars  at  our  meetings  has  led 
to  the  distribution  of  a questionnaire  to  the 
counties  in  question  so  that  a direct  voice  of 
the  doctors  involved  may  be  obtained  as  to 
whether  they  wish  a continuance  of  this  type  of 
seminar  annually,  on  alternate  years,  or  within 
our  own  state.  Pending  the  receipt  of  replies 
from  this  questionnaire,  plans  for  the  coming 
year  have  not  been  made.  It  seems  obvious,  how- 
ever, that  expenses  will  be  encountered  and  for 
this  purpose  funds  should  be  made  available. 

A second  project  was  the  representation  by 
the  Chairman  of  the  Board  at  the  Congress  on 
Medical  Education  and  Licensure  and  the  meet- 
ing of  the  Associated  State  Postgraduate  Com- 
mittees held  in  Chicago  February  3 through  Feb- 
ruary 7,  1950.  Funds  for  this  were  obtained 
from  the  budget  of  the  Professional  Board.  A 
report  on  this  was  submitted  to  the  President 
and  Council  separately  and  is  here  mentioned 
only  to  re-emphasize  the  fact  that  it  seems  only 
right  and  proper  that  the  state  should  be  repre- 
sented to  gain  the  benefit  of  the  experience  of 
others  in  their  postgraduate  programs  and  also 
to  understand  the  newer  advances  and  techni- 
ques in  this  problem. 

The  separate  committees  continued  to  function 
with  very  little  of  a momentous  nature  to  be 
reported.  The  subcommittee  on  Cancer  has  func- 
tioned largely  through  the  educational  program 
of  the  American  Cancer  Society  because  of  an 
interlocking  offieership.  In  addition  to  assisting 
in  the  conduct  of  the  annual  state  school,  speak- 
ers have  been  provided  throughout  the  state  for 
various  meetings  within  individual  groups.  In 


addition  the  Cancer  Committee  has  investigated 
and  recommended  to  the  Society  action  against 
physicians  within  the  state  who  are  using  im- 
proper and  harmful  methods  in  the  treatment  of 
malignant  conditions. 

The  Hard  of  Hearing  program,  under  the 
chairmanship  of  J.  M.  Kinkade,  has  been  most- 
effective.  The  State  Conservation  of  Hearing- 
program  is  slowly  taking  on  a more  definite  pat- 
tern. Lay  committees  have  been  appointed,  and 
under  the  guidance  of  Mrs.  Lydia  Newton  hear- 
ing centers  have  been  established  throughout 
the  state  and  the  examinations  of  all  school  chil- 
dren have  been  progressing  satisfactorily. 

The  subcommittee  on  Venereal  Diseases,  head- 
ed by  Dr.  Boris  Zensky,  continues  to  urge  that 
a premarital  examination  law  be  required  in  the 
state  of  Arizona  and  that  the  reporting  of  vene- 
real diseases  be  improved.  They  earnestly  re- 
quest that  meetings  be  held  throughout  the  state 
at  which  the  latest  method  of  treatment  of  vene- 
real diseases  may  be  disseminated  to  all  prac- 
titioners. 

The  subcommittee  on  Maternal  and  Child 
Health  has  not  been  particularly  active  in  the 
past  year.  They  feel  that  it  cannot  properly 
function  until  such  time  as  they  have  someone 
to  contact  to  present  their  suggestions.  Last 
year  they  urged,  and  repeat  this  year  the  ap- 
pointment- of  a full  time  Maternal  and  Child 
Health  Director  in  the  State  Health  Department- 
as  most  essential.  It  is  felt  by  the  Chairman  of 
that  committee  that  the  state  problem  has  been 
one  of  inadequacy  of  salary  reimbursement. 

The  subcommittee  on  Tuberculosis  recom- 
mends : 

I.  There  has  been  no  Director  of  Tuberculo- 
sis Control  in  the  State  Department  of 
Health  for  the  past  year.  In  order  that  the 
program  of  overall  tuberculosis  work  can  be 
continued,  it  is  essential  that  a qualified  di- 
rector be  obtained  for  this  position. 

II  An  attempt-  should  be  made  to  further  the 
development  of  local  Public  Health  Units 
in  each  county  in  Arizona  with  qualified  and 
adequate  personnel. 

III.  Inasmuch  as  concerted  attempts  have 
been  made  through  legislation  to  increase 
the  bed  capacity  of  the  present  Arizona 
State  Tuberculosis  Hospital  without  success, 
further  efforts  should  be  made  to  recommend 
to  the  various  counties  that  their  local  facili- 
ties be  increased  and  improved,  which  will 
indirectly  relieve  some  of  the  congestion  at 
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the  State  Sanatorium  at  the  present  time 
and  also  make  provision  for  care  of  those 
eases  which  are  not  eligible  for  State  care. 

IV.  There  is  a definite  need  for  further  study 
in  regard  to  medical-social  work,  occupation- 
al therapy  and  rehabilitation  on  the  county 
and  state  levels. 

This  subcommittee  has  been  active  in  its  con- 
tact with  a tuberculosis  hospital,  and  is  at  the 
present  time  conducting  a survey  of  pneumotho- 
rax facilities  throughout  the  state. 

Of  the  general  activities  of  the  Board  and  its 
meetings  the  following  seem  of  interest : The 
Board  suggested  and  recommended  to  the  Coun- 
cil that  investigation  be  made  to  determine  the 
possibility  of  getting  Arizona  premedical  stu- 
dents into  out-of-state  medical  schools.  It  was 
their  suggestion  that  the  expense  be  borne  in 
part  by  the  State  of  Arizona.  The  Board  also 
strengthened  Dr.  Ward’s  urgency  for  an  im- 
proved reporting  of  communicable  diseases,  and  a 
letter  to  that  effect  was  written  to  all  doctors  in 
the  state.  At  its  last  meeting  the  Board  had 
the  pleasure  of  discussing  at  some  length  the 
problems  of  the  Area  Medical  Consultant  of  the 
Indian  Service,  Dr.  Lynn  -J.  Lull.  The  three 
major  topics  of  discussion  were  one : the  infant 
mortality  among  the  Indians  with  the  question 
being  raised  as  to  the  lack  of  adequate  and  com- 
petent medical  care,  lack  of  medical  education 
and  lack  of  consultation  under  the  present  set- 
up. Secondly,  Dr.  Lull  requested  the  establish- 
ment of  a fee  schedule  for  contractual  medical 
services  for  itinerant  Indian  labor  in  camp  areas 
throughout  the  state  and  also  for  services  on 
Indian  reservations,  since  one  or  more  physicians 
are  certainly  unable  to  handle  the  problem.  Tn 
the  third  place,  recognizing  the  growth  of  the 
Blue  Shield  organization  in  the  state,  the  ques- 
tion came  up  as  to  whether  or  not  the  Blue  Shield 
and  possibly  Blue  Cross  plans  might  not  be  util- 
ized, presumably  at  a higher  fee  rate,  for  the 
care  of  Indians.  It  was  felt  by  the  Board  that 
this  problem  exceeded  the  functions  and  the 
authority  of  the  Professional  Board,  and  so  the 
matter  is  referred  to  the  Council.  The  Board 
recommends,  however,  that  very  careful  co- 
ordinating committees  and  possibly  a committee 
on  Indian  Health  might  well  cooperate  with  Dr. 
Lid  I and  make  recommendations  based  on  the 
obviously  acute  problems. 

As  a result  of  the  Board's  activities  the  budget 
of  $3,000  allotted  for  its  functions  this  year  has 


been  utilized  until  there  probably  is  about  .$926 
remaining. 

RECOMMENDATIONS : 

1.  That  the  seminars  of  the  State  Society  for 
the  outlying  counties  be  continued  in  a manner 
to  he  determined  by  the  current  questionnaire 
submitted  to  the  membership  of  the  counties  in 
question. 

2.  Persistent  interest  on  the  part  of  the  Coun- 
cil should  be  indicated  in  the  problems  of  mental 
disease  including  the  improvement  of  methods 
of  commitment. 

3.  That  the  State  Society  shall  support  the 
projected  programs  for  the  education  of  doctors 
within  the  state  in  the  defense  against  the  haz- 
ards of  atomic  warfare,  a project  which  has  re- 
ceived little  or  no  support  from  the  governor 
despite  the  urging  on  the  part  of  this  Society 
and  upon  the  part  of  the  Atomic  Energy  Com- 
mission. 

4.  That  a budget  of  approximately  $3000  be 
made  available  by  the  Council  to  carry  on  the 
functions  of  this  Board.  It  is  urged  by  this 
Board  that  the  expenses  of  those  doctors  who  go 
out  upon  its  functions  be  met,  including  travel- 
ing expenses  and  a per  diem  for  meals  and  lodg- 
ing, when  these  duties  are  distinctly  those  which 
are  concomitant  with  or  a part  of  their  func- 
tions as  members  of  the  subcommittees. 

5.  It  is  earnestly  requested  that  a bulletin 
or  a notice  be  sent  to  all  component  county  so- 
cieties at  regular  intervals  indicating  coming 
meetings  and  available  speakers.  The  veterans 
hospitals,  county  societies  and  other  organiza- 
tions should  be  solicited  to  notify  the  state  office 
of  projected  programs. 

6.  The  Board  respectfully  calls  to  the  atten- 
tion of  the  Council  that  the  appointments  of 
Dr.  B.  L.  Snyder  and  Dr.  C.  B.  Warrenburg 
expire  under  the  initial  organizational  appoint- 
ment in  1948.  It  is  earnestly  requested  that  the 
Council  consider  the  filling  of  these  two  appoint- 
ments and  that  a chairman  for  seminars  he  con- 
tinued as  a separate  member  of  the  Board  as 
has  been  true  in  the  past  year  in  the  person  of 
Dr.  Hugh  C.  Thompson,  Chairman  of  the  Coun- 
cil at  the  present  time. 

Respectfully  submitted, 

ARTHUR  -T.  PRESENT,  M.  D., 
Chairman,  Professional  Board, 
Arizona  Medical  Association. 
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To:  The  Secretary  or  Executive  Secretary  of  the 
State  or  County  Medical  Society — 


I am  enclosing’  herewith  marked  copies  of  the  questionnaires  being'  used  in  the  survey  of 
physicians'  incomes  — a joint  undertaking  of  our  Bureau  of  Medical  Economic  Research  and  the 
United  States  Department  of  Commerce. 

1.  The  white  questionnaire  is  the  short-form  (only  1949  income)  schedule  which  is  being 
sent  to  100,000  physicians  and  for  which  there  will  be  no  follow-up. 

2.  The  buff  colored  questionnaire  is  also  the  short-form  schedule  and  is  being  sent  to  10,000 
physicians  with  his  code  number  of  the  Bureau  of  Medical  Economic  Research  on  the 
outside  of  the  return  envelope.  The  sole  purpose  of  the  code  number  is  to  enable  the 
Bureau  to  address  follow-ups  to  those  physicians  who  do  not  reply  to  the  first,  second,  or 
third  request.  An  attempt  will  be  made  to  obtain  replies  from  all  physicians  who  receive 
the  buff  colored  questionnaire. 

3.  The  green  questionnaire  is  the  long-form  schedule  (that  is,  it  requests  more  information 
and  for  four  more  years,  1945-48)  which  is  being  sent  to  15,000  physicians  with  his  code 
number  of  the  Bureau  of  Medical  Economic  Research  on  the  outside  of  the  return  en- 
velope. Again,  the  sole  purpose  of  this  code  number  is  to  enable  the  Bureau  to  address 
follow-ups  to  those  who  do  not  reply  to  the  first,  second,  or  third  request.  Also,  an  at- 
tempt will  be  made  to  obtain  replies  from  all  physicians  who  receive  the  green  colored 
questionnaire 

I thought  it  would  be  helpful  for  you  to  have  a copy  of  each  of  these  three  schedules  be- 
cause you  may  be  asked  about  them.  You  understand  that  no  physician  will  get  more  than  one  of 
these  three  schedules.  Furthermore,  approximately  three  physicians  out  of  eight  will  receive  none. 

I hope  that  you  will  urge  physicians  in  your  society  to  fill  out  these  schedules  which  have 
been  prepared  by  our  Bureau  of  Medical  Economic  Research  and  the  Department  of  Commerce. 
This  study  bids  fair  to  become  the  most  comprehensive  ever  made  of  the  incomes  of  a profession. 
I hope  that  you  will  especially  urge  your  members  with  small  practices  to  reply  in  full,  as  I am 
informed  that  earlier  surveys  of  physicians’  incomes  have  not  obtained  a representative  number 
of  responses  from  physicians  with  small  practices.  A fine  response  from  every  physician  who 
recevies  a questionnaire  will  help  to  correct  certain  misinformation  regarding  physicians’  earn- 
ings and  expenditures  by  the  American  people  for  the  services  of  physicians. 


GEORGE  F.  LULL.  Secretary. 
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Dr.  Carlos  C.  Craig  of  Phoenix  was  elected 
President  of  the  Arizona  Blue  Shield  Plan  at 
the  annual  meeting  at  the  Hotel  Westward  Ho 
on  Sunday  evening,  April  29,  succeeding  Dr.  E. 
Payne  Palmer,  who  continues  as  a member  of 
the  Blue  Shield  Board  of  Directors.  Dr.  Craig 
had  been  Secretary  and  Dr.  Palmer  had  been 
President  since  the  inception  of  Arizona  Blue 
Shield  in  the  fall  of  1947. 

The  annual  meeting  was  held  in  conjunction 
with  the  fifty-ninth  annual  meeting  of  the  Ari- 
zona Medical  Association.  The  Association’s 
House  of  Delegates  is  the  corporate  body  of  the 
Blue  Shield  Plan. 

Dr.  E.  A.  Born  of  Prescott  was  elected  Vice 
President,  and  Dr.  J.  Lytton-Smith  of  Phoenix 
was  elected  Secretary.  Mr.  Earle  Barrows,  a 
vice  president  of  the  First  National  Bank  of  Ari- 
zona, Phoenix,  was  reelected  Treasurer. 

Dr.  Robert  Cummings,  Phoenix ; Mr.  A.  W. 
Liddell,  Bisbee ; John  Babbitt,  Flagstaff,  and 
the  Rev.  George  Ferguson,  Tucson,  were  elected 
to  the  Board  of  Directors,  and  Dr.  E.  0.  Ut.zin- 
ger,  Ray,  and  Dr.  A.  I.  Podolsky,  Yuma,  were  re- 
elected to  the  Board.  Continuing  members  of 
the  Board  are  Dr.  Craig,  Dr.  Born,  Dr.  Lytton- 
Smith,  Mr.  Barrows,  Dr.  Walter  Brazie,  King- 
man;  Mr.  John  Durkin,  Tucson;  Dr.  Royal  W. 
Rudolph,  Tucson;  Dr.  W.  Paul  Holbrook,  Tuc- 
son, and  Dr.  Palmer. 

Dr.  Joseph  M.  Greer,  Phoenix,  was  reelected 
to  the  Blue  Shield  Professional  Committee.  Oth- 
er committee  members/  whose  terms  continue, 
are  Dr.  H.  D.  Ketcherside,  Phoenix,  Chairman ; 
Dr.  Clarence  Warrenbu'rg,  Phoenix;  Dr.  Harry 
Southworth,  Prescott,  and  Dr.  E.  M.  Hayden, 
Tucson. 

Dr.  Craig  was  named  voting  delegate  to  na- 
tional and  district  Blue  Shield  meetings  for  the 
next  year. 

L.  Donald  Lau,  Executive  Director  of  Arizona 
Blue  Shield,  and  of  Arizona  Blue  Cross,  reported 


that  approximately  87  per  cent  of  the  eligible, 
licensed  Doctors  of  Medicine  in  the  State  are 
participating  in  the  Blue  Shield  Plan,  and  that 
94  per  cent  of  all  members  of  the  Arizona  Medi- 
cal Association  were  Participating  Physicians 
during  1949. 

Total  payments  and  accruals  to  Physicians  and 
Surgeons  during  1949  amounted  to  $302,994.57, 
or  77.1  per  cent  of  gross  earned  income,  Mr. 
Lau  said.  The  payments  covered  5,586  cases. 
Participating  Physicians  received  $296,034.20 
for  5,425  cases.  Non-participating  physicians 
were  reimbursed  for  161  cases  amounting  to 
$6,960.37,  or  2.2  per  cent  of  the  total  payments. 

Mr.  Lau  said  in  his  report  that  a total  of 
5,959  cases  were  submitted  for  payment  during 
1949,  of  which  only  373 — or  six  per  cent— were 
rejected.  “Eighty  per  cent  of  the  rejected  cases 
were  for  the  following  reasons,”  he  said.  “Not 
fulfilling  waiting  periods,  procedures  performed 
in  office,  non-surgical  or  non-obstetrical  pro- 
cedures, or  pre-existing  conditions.  It  is  inter- 
esting to  note  that  pre-existing  conditions  was 
the  least  among  the  four  major  reasons  for  re- 
jections.” 

During  1949  each  employee  ser  viced  an  aver- 
age of  3,731  subscribers,  as  compared  with  3,480 
in  1948,  Mr.  Lau  said.  “The  staff  as  a whole  is 
to  be  commended  for  its  increased  efficiency, 
loyalty  and  spirit  of  cooperation,”  he  told  the 
Board  of  Directors  and  the  members  of  the  Cor- 
poration. “They  have  never  failed  to  respond 
when  circumstances  demanded  initiative  and 
extra  effort.  ’ ’ 

Services  rendered  to  Blue  Shield  members  dur- 
ing 1949  by  Participating  Physicians  covered 
1,993  cases  of  anesthesia,  for  36.7  per  cent  of 
all  procedures.  Tonsillectomies  came  second  with 
722  cases  for  13.3  per  cent,  and  maternity  cases 
were  a close  third  with  658  cases,  for  12.1  per 
cent.  There  were  283  fracture  cases,  and  twenty- 
seven  cases  of  Caesarean  section.  The  remaining 
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procedures  covered  almost  the  entire  field  of 
surgery. 

“Our  Participating  Physicians  have  shown  in- 
creasing understanding  of  the  Plan  and  have 
given  excellent  cooperation  during  the  past 
year,’’  lie  said.  “Future  progress  of  Arizona 
Blue  Shield  depends  more  on  the  efforts  and 
sacrifices  of  our  Participating  Physicians  than 
on  any  other  single  factor.” 

Blue  Shield  enrollment  was  51,837  lad  Decem- 
ber 31,  Mr.  Bail’s  report  showed,  an  increase  of 
54.8  per  cent  over  1948  and  an  increase  of  18,361 
in  the  member  count.  “In  our  two  years  of  op- 
eration we  have  enrolled  over  seven  per  cent  of 
our  total  state  population,”  Mr.  Lau  said.  “Con- 
sidering our  short  period  of  operation,  this  fig- 
ure compares  very  favorably  with  the  national 
average  of  8.4  per  cent. 

“According  to  the  Blue  Shield  Commission’s 
third  quarter  enrollment  report,  Arizona  led 
all  Plans  in  its  size  classification  in  number  of 
members  enrolled  during  the  first  nine  months 
of  1949.” 

In  concluding  his  report,  Mr.  Lau  paid  tribute 
1 > the  Blue  Shield  Participating  Physicians  “for 
their  understanding  and  acceptance  of  proce- 
dures that  may  he  contrary  to  their  individual 
precepts  and  former  routines  of  practice  . . . 
they  have  made  definite  sacrifices  and  are  ren- 
dering a real  service  to  their  fellowmen,  the 
nation  and  the  Medical  Profession.” 

He  also  expressed  appreciation  “for  the  yeo- 
man service  rendered  by  the  Professional  Com- 
mittee . . . few  of  us  are  privileged  to  know  of 
the  tremendous  amount  of  time  and  effort  that 
has  been  unhesitatingly  given  by  this  group.” 

In  his  report  for  the  Professional  Committee, 
Dr.  Ketcherside  also  paid  tribute  to  his  fellow 
committee  members.  “I  consider  it  a privilege 
to  speak  for  the  other  four  members  of  the  Pro- 
fessional Committee,  who  have  attended  all  of 
our  many  meetings  unless  prevented  from  doing 
so  by  an  emergency,”  he  said.  “You  may  rest 
assured  that  their  foremost  purpose  is  to  he  of 
service  to  the  members  and  the  Participating 
Physicians.  I would  like  to  express  the  opinion 
that  all  of  these  men  deserve  the  commendation 
and  respect  of  all  concerned  for  making  an  out- 
standing contribution  to  Arizona  Blue  Shield, 
and  as  representatives  of  the  Medical  Profes- 
sion who  have  demonstrated  by  their  actions 
that  we  are  concerned  with  the  public’s  welfare 
and  are  doing  something  about  it.” 


‘.‘The  Board  of  Directors,  the  Professional 
Committee  and  the  Blue  Shield  Staff  all  have 
made  an  honest  and  sincere  effort  to  provide 
a real  service  to  the  people  of  the  State,”  Dr. 
Palmer  said.  “I  would  like  to  thank  all  of  you 
who  have  contributed  to  the  progress  and  oper- 
ation of  Arizona  Blue  Shield  during  1949.  It 
is  my  sincere  hope  that  your  continued  support 
and  cooperation  will  enable  us  to  avoid  im- 
pulsive mistakes. 

“It  has  been  a privilege  and  a pleasure  to 
serve  as  your  President.  Personally,  I have  de- 
rived tremendous  satisfaction  from  the  feeling 
that  I am  part  of  a Service  that  may  well  prove 
a major  factor  in  preserving  for  all  of  us  the 
American  heritage  of  free  enterprise  and  indi- 
vidual responsibility.” 


STILL  GOING  UP — Arizona  Blue  Shield  en- 
rollment at  the  end  of  April  was  57,299,  a net 
gain  of  1,624  for  the  month  and  of  5,462  for  the 
year  to  date.  Arizona  Blue  Cross  had  a net  en- 
rollment of  113,717  at  the  end  of  April — a net 
gain  of  1,050  for  the  month  and  of  3,885  so  far 
in  1950. 
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REPORT  TO  THE  ARIZONA  MEDICAL  ASSOCIATION  ON 
THE  ROCKY  MOUNTAIN  REGIONAL  CONFERENCE 
ON  VOLUNTARY  HEALTH  INSURANCE  HELD 
IN  SALT  LAKE  CITY,  UTAH,  MAY  20,1950 


On  May  20,  1950,  at  Hotel  Utah,  Salt  Lake 
City,  Utah,  in  company  with  Jesse  D.  Hamer, 
M.  D.,  member  of  the  American  Medical  Associ- 
ation, Council  on  Medical  Service,  and  presiding 
Chairman ; Carlos  C.  Craig,  M.  D.,  President  of 
the  Board  of  Directors  of  the  Arizona  Blue 
Shield  Medical  Service,  and  L.  Donald  Lau. 
Executive  Director  of  the  Arizona  Blue  Cross- 
Blue  Shield,  I attended  the  Rocky  Mountain 
Regional  Conference  on  Voluntary  Health  In- 
surance. This  meeting  was  authorized  by  the 
Board  of  Trustees  and  sponsored  by  the  Council 
on  Medical  Service  of  the  American  Medical  As- 
sociation. This  was  the  third  of  a series  of 
regional  conferences  on  Voluntary  Health  In- 
surance being  held  throughout  the  United  States 
and  in  this  instance,  included  the  states  of  Ari- 
zona, Idaho,  Nevada,  New  Mexico,  Oregon,  Utah 
and  Wyoming.  On  invitation,  the  Health  Insur- 
ance Council,  whose  membership  includes  the 
leading  insurance  trade  associations,  arranged 
for  the  presence  of  private  commercial  insurance 
representatives  who  participated  in  the  discus- 
sion. 

The  purpose  of  these  regional  meetings  is  to 
invite  frank  discussion  of  the  problems  of  Volun- 
tary Hospital  and  Surgical  insurance  within  the 
states,  arrive  at  some  constructive  suggestions 
for  improving  the  over-all  situation,  stimulate 
increased  enrollment  in  the  voluntary  plans  and 
foster  closer  cooperation  and  understanding  be- 
tween the  Blue  Cross  - Blue  Shield  “non-profit” 
insurance  groups,  who  have  successfully  pio- 
neered the  Blue  Cross  prepayment  plans  through- 
out the  country,  and  private  commercial  insur- 
ance groups  underwriting  prepayment  plans  on 
a “profit”  basis. 

The  program  outlined  specific  problems  to  be 
discussed:  (a)  Availability  of  Voluntary  Health 
Insurance,  (b)  Rural  enrollment,  (c)  Individual 
and  small  group  enrollment,  and  (d)  Benefits 


and  adequate  contract.  The  morning  session  was 
devoted  principally  to  a review  of  Blue  Cross- 
Blue  Shield  plans  throughout  the  several  states 
there  represented,  methods  of  operation,  prog- 
ress and  achievements.  The  afternoon  session 
provided  the  opportunity  for  private  insurance 
representatives  to  offer  suggestions  relating  to 
the  problems  presented  for  discussion  during 
the  morning  meeting. 

Spirited  discussion  prevailed  during  the  morn- 
ing session  which  was  enlightening  to  all  those 
in  attendance.  The  many  complex  problems  re- 
ported in  the  various  areas  of  operation  indi- 
cated solutions  could  only  be  found  through 
careful  study  of  conditions  prevailing  and  wise 
planning  for  desired  future  increased  enroll- 
ment in  the  voluntary  plans.  The  phenomenal 
growth  in  membership  over  such  a compara- 
tively short  period  of  time  as  reported  by  the 
“non-profit”  Blue  Cross  - Blue  Shield  groups 
reflected  inspired  confidence  in  public  accept- 
ance of  their  prepayment  hospitalization  and  sur- 
gical services  plans.  Benefits  and  adequate  con- 
tract will  unquestionably  involve  complications 
in  “profit’  ’versus  “non-profit”  underwriting. 
It  was  myT  observation  that  the  medical  profes- 
sion would  do  well  to  consider  very  carefully 
and  explore  very  thoroughly  all  suggested  fixed- 
fee  schedules  which  may  from  time  to  time  be 
offered  for  consideration  by  private  commercial 
carriers.  Competition  is  healthy  in  our  free 
enterprise  system  which  is  “The  American 
Way.”  Providing  adequate  Voluntary  Health 
Insurance  to  all  those  qualified  and  desiring 
such  coverage  is,  of  course,  the  objective.  Its 
accomplishment  will  require  the  full  cooperation 
of  all  engaged  in  the  underwriting  of  this  insur- 
ance. 

Respectfully  submitted, 

Robert  Carpenter, 
Executive  Secretary. 


Arizona  Medicine 


J une,  1950 


<i4 


Laboratory  and  X-Ray 

Diagnostic  Procedures  of  All  Types 
Clinical  Laboratory  Tests 
Basal  Metabolism 
Electrocardiography 

RADIUM  and  X-RAY 
THERAPY 

at 

Pathological  Laboratory 

507  Professional  Building 
Telephone  3-4105 

or 


Medical  Center  X-Ray  Laboratory 

1313  North  Second  Street 
Telephone  8-3484 

PHOENIX,  ARIZONA 

★ 


W.  Warner  Watkins,  M.  I).  R.  Lee  Foster,  M.  D. 

John  W.  Kennedy,  M.  1). 

Diplomates  of  American  Board  of  Radiology 


Vol.  7,  No.  6 


Arizona  Medicine 


65 


The  Doctor  Picture 

March  14,  1950 

Dr.  Elbert  L.  Persons, 

School  of  Medicine. 

Duke  University, 

Durham,  North  Carolina. 

Dear  Doctor  Persons : 

Doctor  Lull  let  us  see  a copy  of  your  letter  of 
February  3rd  in  which  you  object  to  use  of 
“The  Doctor”  picture  on  A.  M.  A.  envelopes, 
and  suggested  we  write  you  concerning  it. 

We  agree,  of  course,  that  the  picture  is 
“dated,”  if  viewed  literally,  but  on  that  basis 
a great  many  things  are  ‘ ‘ dated,  ’ ’ including  the 
Hippocratic  oath,  the  Bible  and  the  works  of 
Dickens  and  Shakespeare.  Yet  in  meaning  they 
are  still  vital  and  pertinent,  even  though  the 
language  is  not  of  our  era. 

Similarly,  the  painting  of  “The  Doctor”  is 
“dated” ; the  physician,  the  patient  and  the  sur- 
roundings have  all  changed,  in  outward  appear- 
ances. But  the  compassion  in  that  doctor’s  face 
— and  his  concern  over  his  patient — are  charac- 
teristics of  a good  doctor  today,  as  they  were 
then,  and  if  modern  practitioners  ever  come  to 
the  point  where  they  believe  scientific  knowl- 
edge can  replace  personal  interest  in  the  welfare 
of  those  who  depend  on  them  for  life  and  heal- 
ing, then  we  will  have  lost  one  of  our  most  ef- 
fective arguments  against  Government-controlled 
medical  practice. 

I am  not  a doctor,  but  I have  been  a doctor’s 
patient,  and  I think  my  viewpoint  is  somewhat 
typical  of  that  of  most  patients.  When  I’m  sick, 
I want  my  doctor,  not  just  any  doctor,  because 
my  doctor,  while  he  may  not  he  any  better  than 
a great  many  other  doctors,  is  concerned  about 
me,  and  I have  implicit  confidence  he  will  do 
everything  in  his  power  to  help  me. 

We  are  surrounded  by  doctors  in  our  work 
here — very  able  doctors,  too,  I am  confident — 
and  yet  when  my  partner,  Leone  Baxter,  had  a 
miserable  hacking  cough  a few  months  back, 
which  gave  her  a bad  time,  she  flew  2,000  miles 
back  to  San  Francisco  to  get  treatment  from 
“her  doctor.”  Incidentally,  he  cured  her  diffi- 
culty in  short  order — and  I imagine  her  peace  of 
mind,  which  came  from  faith  in  her  doctor,  had 
as  much  to  do  with  the  cure  as  his  knowledge 
of  medicine. 

The  Fildes  painting  of  “The  Doctor,”  even 
though  it  is  old-fashioned,  portrays  something 
which  is  beyond  value  to  the  medical  profession. 
To  the  public,  let  me  assure  you,  it  makes  sense 
to  say  “Keep  Politics  Out  of  This  Picture,”  and 
the  best  evidence  of  the  picture’s  effectiveness 
is  the  mighty  effort  our  opponents  have  made 
to  discredit  it.  If  it  weren’t  effective,  the  social- 
izers  would  have  ignored  it,  instead  of  writing 
thousands  of  words  to  complain  about  it. 


Miss  Baxter  and  I were  interviewed  recently 
by  a medical  writer  for  one  of  the  great  National 
magazines.  In  the  course  of  the  interview,  he 
said  that  when  we  first  started  to  use  ‘ ‘ The 
Doctor’’  picture,  he  thought  it  was  a mistake — 
that  it  harked  back  to  an  era  that  was  gone. 
But  he  concluded  by  saying  he  felt  it  had  become 
a tremendously  effective  symbol.  And  thousands 
of  doctors,  who  are  displaying  the  picture  in 
their  offices,  think  so,  too. 

Please  know  that  we  don’t  expect  unanimity 
of  opinion  on  all  phases  of  the  A.  M.  A.  program, 
and  that  we  respect  your  right  to  dissent,  but 
we  feel  ‘ ‘ The  Doctor  ’ ’ picture  has  served  medi- 
cine ’s  cause  well.  Perhaps  it  is  on  the  sentimental 
side,  but  a little  sentiment,  in  a fight  like  this,, 
is  good  medicine.  It  helps  to  counteract  some  of 
the  cheap  emotionalism  which  our  opponents  are 
using  against  us. 

“The  Doctor”  isn’t  just  an  out-dated  paint- 
ing. It  is  a vivid  portrayal  of  the  vitally  im- 
portant physician-patient  relationship  which  has 
made  doctors  something  more  than  medical  tech- 
nicians. And  that  relationship  is  out-dated  only 
in  countries  which  have  adopted  socialized  med- 
icine. 

Sincerely, 

Clem  Whitaker. 


Are  Doctors  Citizens? 

There  has  been  plenty  of  evidence  in  recent 
years  to  suggest  that  some  people  in  this  coun- 
try are  not  altogether  certain  of  the  answer  to 
the  question : are  doctors  citizens  ? 

The  astonishing  demand  from  several  politi- 
cal sources,  that  payment  for  doctors’  services 
be  made  by  Government  paymasters,  is  compell- 
ing indication  that  some  people  think  the  doc- 
tor is  different  from  other  citizens,  with  a dif- 
ferent sort  of  civic  obligation  and  a different 
sort  of  individual  rights. 

No  other  professional  man  in  America  — no 
businessman,  no  butcher,  no  plumber,  no  baker, 
no  clergyman,  no  grocer,  so  far  as  we  know — has 
to  date  been  nominated  to  share  with  the  doctor 
the  dubious  distinction  of  having  his  income 
paid  by  Government  and  his  product  or  service 
made  “free”  to  all  comers.  It  is  conceivable 
such  suggestions  may  come  later.  Certainly  in 
the  logic  of  socialism,  a case  could  be  argued  for 
making  the  work  of  all  these  essential  people 
a function  of  Government. 

Perhaps  some  day  such  a case  will  be  urged. 
We  have  an  idea  that  when  it  is,  it  will  split 
wide  open  on  the  plumber.  There  is  a hard  core 
of  common  sense  in  the  American  people  and  a 
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blunt  insistence  on  the  individual  freedom  of 
every  man. 

There  are  a good  many  things  American  citi- 
zens won’t  stand  still  for — and  don’t  expect 
other  citizens  to  stand  still  for  either.  Which 
brings  us  back  to  the  question,  “Are  doctors 
citizens?” 

We’ll  know  more  about  the  answer  after  next 
November.  The  coming  Congressional  elections 
will  give  the  whole  country  a good  yardstick 
with  which  to  measure  the  citizenship  of  the 
medical  profession. 

Is  it  a citizenship  that  influences  Government , 
a citizenship  that  is  informed  about  candidates, 
a citizenship  that  means  registration,  voting, 
working  for  the  candidate  chosen ? 

Or  is  it  negative  and  passive  when  faced  with 
the  vital  issues  of  an  urgent  time?  Is  it  too  busy 
to  be  concerned  with  the  public  business  of 
democratic  Government  ? 

The  answer  is  up  to  every  doctor.  And  the 
testing  time  will  be  the  coming  elections  — the 
primaries  as  well  as  the  final  races  in  November. 

This  is  the  time  for  doctors  to  demonstrate  in 
action  what  their  citizenship  means  in  America. 
Conceivably,  it  may  be  the  last  time. 


WEST  VIRGINIA  HOLDS  PRESS-RADIO 
CONFERENCE 

“State’s  Doctors  Learn  Something  of  Press 
Relations”  was  the  heading  which  the  Charles- 
ton Daily  Mail  recently  put  over  a front  page 
story  which  reported  on  the  first  doctor-press- 
radio  conference  to  be  sponsored  by  the  West 
Virginia  State  Medical  Association. 

Dr.  Frank  Holroyd,  state  society  public  rela- 
tions chairman,  promised  the  statewide  newsmen, 
magazinemen  and  radiomen  present  that  their 
complaints  would  be  carried  to  the  state  medi- 
cal society  and  that  they  would  be  acted  upon 
in  an  effort  to  “create  a more  harmonious  atmo- 
sphere between  the  profession  and  news  dissem- 
inating sources.” 

Nine  of  the  13  audience  questions  asked  of  the 
state  society  panel  in  the  Sunday  afternoon  ses- 
sion pertained  to  the  A.  M.  A.  and  the  medical 
profession’s  policy  and  activities.  Called  for 
was  more  information  about  the  A.  M.  A.  ’s  alter- 
native to  compulsory  health  insurance  and  what 
other  positive  action  is  favored  by  the  doctors 
of  America.  Lawrence  W.  Rember,  director  of 
A.  M.  A.  public  relations,  gave  a number  of 


positive  answers  which  were  reported  fully  in 
the  press  of  West  Virginia. 

The  very  successful  conference  first  heard 
six  10-minute  talks  by  representatives  of  the 
press  and  radio.  A panel  to  answer  any  and  all 
questions  following  the  talks  consisted  of  the 
state  medical  society  president,  chairman  of  the 
council,  medical  school  dean,  health  officer,  PR 
committee  chairman  and  members,  and  Mr.  Rem- 
ber. 

Brought  out  by  the  newsmen  were  these  points : 

Doctors  make  more  news  than  the  average 
citizen.  The  use  of  a doctor’s  name  lends  greater 
credence  to  a story.  Also,  radio  stations  need  an 
authority  to  quote  because  they  still  are  afraid 
to  editorialize.  Thus,  doctors  should  overcome 
their  fear  of  having  their  names  used  in  print 
or  on  the  air. 

Doctors  and  hospitals  should  lie  encouraged 
to  report  news  when  it  occurs,  and  hospitals 
should  have  a doctor  available  for  questioning 
on  accidents.  A hospital  once  refused  to  report 
an  accident  on  request,  but  later  wanted  that 
lame  newspaper  to  run  a feature  story  on  its 
x-ray  machine. 
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PERSONAL  NOTES 


DR.  PAUL  SINGER,  Phoenix,  spoke  on  “Sem- 
inal Vesiculitis”  at  the  Western  Section  of  the 
American  Urological  Association  at  Yosemite,  Cal- 
ifornia, May  8th. 


DRS.  BENSON  BLOOM  and  ROBT.  E.  HAST- 
INGS, Tucson,  and  DRS.  LESLIE  R.  KOBER, 
FRANK  J.  MILLOY,  LESLIE  B.  SMITH  and 
KENT  H.  THAYER,  Phoenix,  attended  the  an- 
nual meeting  of  the  American  College  of  Physi- 
cians, Boston,  Massachusetts  April  17-21,  1950. 


DRS.  JOHN  \V.  STACEY,  HENRY  .1.  STAN- 
FORD, and  GEORGE  D.  BOONE,  Tucson,  and 
DRS.  DERMONT  W.  MELICK  and  HOWELL  S. 
RANDOLPH,  Phoenix,  were  present  at  the  Amer- 
ican Association  of  Thoracic  Surgeons,  Denver, 
Colorado  meeting  April  14-16,  1950. 


DR.  ONIE  WILLIAMS,  Phoenix,  was  in  San 
Diego,  California  April  28th  to  attend  the  Cali- 
fornia Society  of  Pathologists  Conference,  and  the 
California  Cancer  Commission. 


DR.  DONALD  POLSON,  Phoenix,  was  recalled 
to  active-temporary  duty  with  the  U.  S.  Army 
Medical  Corps  in  Washington,  D.  C.,  to  study 
Atomic  Warfare  Medicine.  He  will  return  to 
Phoenix  in  the  middle  of  May. 


DR.  JOHN  W.  FINDLEY,  JR.,  Phoenix,  pre- 
sented a paper  on  “Atrophic  Gastritis”  before  the 
American  Gastroenterological  Society  meeting, 
Atlantic  City,  New  Jersey  April,  1950. 


DR.  JOHN  GREEN,  Phoenix,  took  part  in  a 
panel  on  Psychomotor  Epilepsy  at  the  American 
Academy  of  Neurology  meeting  in  Cincinnati, 
April  14th  and  15th. 


DR.  E.  P.  PALMER,  Sr.,  Phoenix,  addressed 
the  staff  of  St.  Joseph’s  Hospital  May  8th  on 
“The  History  of  Medicine  in  Phoenix.” 


DR.  JOHN  RICKER,  Phoenix,  spoke  to  the 
St.  Joseph’s  Hospital  staff  on  “Tendon  Injuries” 
May  8th. 


DR.  ZEPH  CAMPBELL,  Phoenix,  spoke  to  the 
Good  Samaritan  Hospital  staff  April  24th  on 
“Ectopic  Pregnancy.”.  The  paper  was  discussed 
by  DR.  L.  CLARK  McVAY,  Phoenix.  The  Medico- 
legal series  of  lectures  before  the  staff  of  the 
Good  Samaritan  Hospital  was  continued  April 
24th  by  CHAS.  RONAN,  who  spoke  on  the  sub- 
ject of  “Criminal  Aspects  of  Euthanasia.” 


DR.  ROBERT  E.  HASTINGS,  Tucson,  took  of- 
fice as  President  of  the  Arizona  Medical  Associa- 
tion at  its  annual  convention  in  Phoenix,  Ari- 
zona May  1st.  DR.  ROBERT  S.  FLINN,  Phoenix, 
was  the  outgoing  President  of  the  Association. 


DR.  HARRY  T.  SOUTHWORTH,  Prescott, 
was  elected  President-Elect  of  the  Arizona  Medi- 
cal Association  at  its  annual  convention,  and  DR. 
HILARY  D.  KETCHERSIDE  was  elected  Vice 
President.  DR.  FRANK  MILLOY,  Phoenix  and 
DR.  CLARENCE  E.  YOUNT,  Jr.,  Prescott,  were 
re-elected  to  the  offices  of  Secretary  and  Treas- 
urer respectively. 


Symposium  on  Psychomotor 
Epilepsy 

A panel  discussion  of  “Psychomotor  Epilep- 
sy” was  the  topic  for  the  joint  meeting  of  the 
American  Academy  of  Neurology  and  of  the  In- 
ternational League  Against  Epilepsy,  held  at  the 
Netherland  Plaza  Hotel,  Cincinnati,  Ohio,  April 
14-16,  1950.  Arizona  was  represented  by  Dr. 
John  R.  Green,  Phoenix. 

The  clinical  picture  was  discussed  by  Dr.  Wil- 
liam G.  Lennox.  Boston,  Massachusetts.  It  was 
pointed  out  that  this  form  of  epilepsy  (psychic 
seizures,  epileptic  fugue  states  and  equivalents) 
is  distinguished  by  a state  of  mental  confusion 
in  which  the  patient  still  performs  what  appear 
to  be  “fairly  elaborate  p urposeful  movements,” 
though  he  often  forgets  those  movements  later. 
The  movements  in  the  confused  state  may  super- 
ficially appear  to  be  normal,  but  may  involve 
slight  compulsive  actions  as  sudden  laughing, 
running,  paroxysmally  bad  behavior,  including 
violence.  The  clinical  localization  in  many  of 
these  cases  is  within  the  temporal  lobe  of  the 
brain. 

Medico-legal  aspects  were  discussed  by  Dr. 
Hubert  W.  Smith,  New  Orleans,  Louisiana,  who 
stated:  “I  would  like  to  see  the  day  when  no 
executions  could  lie  done  without  the  convicts’ 
having  an  electro-encephalographic  reading  made 
first.”  He  pointed  out  that  the  crime  rate  is  no 
higher  among  epileptics  than  among  other  per- 
sons, and  that  psvchomotor  epilepsy  which  might 
be  mistaken  for  just  “badness,”  should  fall 
within  the  legal  classification  of  insanity. 

Electro-encephalographic  findings  were  de- 
scribed by  Dr.  Frederic  A.  Gibbs,  Chicago.  Illi- 
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nois.  In  1937,  Gibbs  and  associates  described 
6/second  flat  topped  waves  as  a frequent  gener- 
alized EEG  abnormality  in  Psychomotor  epi- 
lepsy. In  1916,  Gibbs  and  other  associates  found 
that  by  utilizing  sleep  recordings  and  anterior 
temporal  leads,  well  over  90%  of  the  patients 
showed  definite  focal  abnormalities  in  one  or  the 
other  anterior  temporal  areas,  occasionally  bilat- 
erally; i.  e.  spike  discharges.  Psychomotor  epi- 
lepsy is  now  deemed  to  be  the  most  common  type 
of  focal  epilepsy. 

Drug  therapy,  discussed  by  Ur.  Jerome  K. 
Merlis,  Framingham,  Massachusetts,  has  run  the 
gamut  of  barbiturates,  bromides,  Dilantin,  Mes- 
antoin,  and  more  recently  Phenurone,  with 
equivocal  results,  which  in  general  are  discour- 
aging in  comparison  to  other  types  of  epilepsy. 
He  stated  that  Dilantin  and  Phenobarbital  ap- 
pear to  be  the  safest,  and  that  the  others  should 
be  tried  with  caution  if  necessary. 

Pharmacology  of  anti-epileptic  substances  as 
applied  to  Psychomotor  epilepsy  was  the  subject 
of  Dr.  J.  E.  P.  Toman,  Salt  Lake  City,  Utah.  Dr. 
Toman  stated  that  Phenurone  appeared  to  be  in 
the  lead  for  successful  treatment,  and  that  it 
should  not  be  abandoned  because  of  the  occa- 
sional side  effects  reported,  i.  e.,  aggravation  of 
psychic  abnormalities  and  liver  damage.  This 
drug  has  not  been  released  for  general  use,  pend- 
ing the  results  of  several  series  of  controlled 
studies. 

Surgical  and  Physiological  Aspects  of  Psycho- 
motor Epilepsy  was  the  subject  of  the  remainder 
of  the  symposium. 

Dr.  Per-cival  Bailey,  Chicago,  Illinois,  traced 
the  historical  aspects  of  surgical  treatment  of 
focal  epilepsy,  and  described  the  effects  of  bi- 
lateral anterior  temporal  extirpations  in  this  dis- 
order. The  first  operations  for  this  type  of  focal 
epilepsy  were  carried  out  by  Dr.  Bailey.  It  was 
stressed  that  surgical  intervention  is  employed 
as  a last  resort  in  patients  who  have  failed  to 
respond  satisfactorily  to  drug  therapy,  and  oulv 
if  the  clinical  and  EEG  findings  are  definitely 
focal. 

Dr.  John  R.  Green,  Phoenix,  Arizona,  reported 
on  22  patients  who  had  been  operated  on  during 
the  past  two  years  in  Phoenix — 19  having  been 
done  as  part  of  the  program  of  the  Neuro-snrgi- 
cal  Unit  of  the  Arizona  State  Hospital.  Electro- 
corticography  in  psychomotor  epilepsy  in  these 
patients  showed  spontaneous  spike  discharges 
from  some  portion  of  the  anterior  J cm.  of  the 


temporal  lobe — lateral,  inferior,  medial  or  tip. 
Anterior  temporal  lobectomy  is  now  deemed  to 
be  the  operation  of  choice.  Of  16  patients  oper- 
ated during  1948-49,  seven  have  had  no  recur- 
rence of  attacks,  seven  have  had  comparatively 
few  attacks,  and  two  are  unchanged  by  the  sur- 
gery. A five-year  follow-up  is  necessary  to  de- 
termine the  lasting  qualities  of  this  therapy. 


4%  or  Better 

We  have  again  reached  that  time  of  the  year  when 
we  become  concerned  about  our  funds  that  we  have  saved 
over  a period  of  years — and  what  shall  we  do  about  in- 
creasing the  income  of  these  savings.  If  you  are  one  of 
those — thinking  of  this  extra  income  we  wish  to  say  that 
we  have  from  time  to  time  a few  issues  of  Special  Im- 
provement Tax  Free  First  Lien  bonds,  also  tax  free  school 
and  municipal  bonds  secured  by  the  taxing  power. 

Also,  some  of  the  local  preferred  and  common  stocks 
of  the  Light  and  Power  Companies  doing  business  in 
Arizona,  paying  dividends  yielding  from  about  4.25%  to 
nearly  6%. 

Too,  some  of  the  Trust  Funds,  made  up  of  Blue  Chip 
common  stocks,  income  common  stock,  and  preferred 
stocks  with  professional  supervision  and  management, 
paying  dividends  of  5%  and  better.  So.  if  you  are  inter- 
ested and  wish  to  invest  at  yields  considerably  better 
than  you  now  receive,  write  us  for  circulars,  or  phone 
at  your  convenience.  We'll  be  here — we’ve  been  here  a 
long  time. 

Kirby  L.  Vidrine  and  Company 

502  Heard  Bldg. 

Phone  4-8226 

“OLDEST  BOND  HOUSE  IN  ARIZONA" 


CLASSIFIED 


For  Sale  or  For  Lease 

Fully  Equipped  Medical  Office 
Established  Practice 
Reason  for  Sale  - Retiring 
Call  3-5352 


WANT  TO  BUY 

SMALL  PORTABLE  X-RAY  UNIT 

DR.  L.  R.  BECKER 
410  N.  Seventh  Avenue 
Phoenix,  Arizona 
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YOUR  ONLY  EXCLUSIVE  MEDICAL  EQUIPMENT  SOURCE 

Sales  Repairs  Service 

Sales  Agency  for 

North  American  Philips  X-ray 

The  Birtcher  Corp.  - "Bandmaster"  Blendtome  Spot-Quartz 

jones  Basal  Metabolism  Co.  BMR  and  Supplies 
EPL  "Cardiutron"  Direct  Writing  EKG 
UMA  Collens  I -V-A-Peripheral  Vasculator,  etc. 

WAITT  RANDOLPH  EQUIPMENT  CO. 

539  E.  McDowell  Road  Phoenix,  Arizona 

Telephone  2-561 9 Emergency  5-1221 


DIAGNOSTIC  LABORATORY 

JOHN  FOSTER,  M.  D.,  Radiologist  MAURICE  ROSENTHAL,  M.  D.,  Pathologist 

DIAGNOSTIC  X-RAY 
X-RAY  & RADIUM  THERAPY 

CLINICAL  PATHOLOGY 
E.  K.  G.  B.  M.  R. 

Phones  8-1601  - 8-1602 

Medical  Arts  Building,  543  E.  McDowell  Road  Phoenix,  Arizona 


PRESCRIPTION 

Complete  line  of 

Hospital  Beds,  Crutches,  Trusses  and 
Surgical  Garments 

KELLY'S  PRESCRIPTION  SHOP 

45  East  Broadway  Phone  3-4701 

TUCSON 

D.  F.  Scheigert  L.  J.  McKenna 


DIATHERMY  • ELECTROENCEPHALOGRAPH 
ELECTRONIC  EQUIPMENT 
SERVICE 

Intercommunication  • Music  Systems  ® Wire  Recorders  • Radio  • Television 

Sales  and  Service 


RADIO  ELECTRONICS  DEVELOPMENT  CO. 

1009  N.  Third  Ave.  Phone  3-6767 

Phoenix,  Arizona 


“$eeds  for  $ecurity“ 

DON  A.  SEEDS,  C.  L.  U. 

Life  Insurance  Counselor 


WEST  COAST  LIFE  INSURANCE  CO. 

623  Security  Bldg. 

Phoenix,  Arizona  Phone  3-1957 
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WOMAN'S  AUXILIARY 


CONVENTION  REPORT 

The  twentieth  annual  meeting  of  the  Woman’s 
Auxiliary  to  the  Arizona  Medical  Association 
was  held  at  Hotel  Westward  Ho,  Phoenix,  on 
May  1,  2 and  3.  On  Sunday  morning,  April  30, 
the  Auxiliary  president,  Mrs.  Charles  E.  Starns, 
and  the  president-elect,  Mrs.  Benjamin  Herz- 
berg,  met  with  the  Council  of  the  Association 
and  on  Monday  morning  Mrs.  Starns  reported 
to  the  House  of  Delegates  on  the  Auxiliary’s 
work  during  the  year  in  the  field  of  Public  Re- 
lations, emphasizing  the  fact  that  the  traditional 
pattern  of  Auxiliary  activities  was  no  longer 
adequate  and  briefly  outlining  the  character 
and  scope  of  the  work  that  had  been  carried  on 
to  help  establish  a better  understanding  and 
greater  appreciation  of  American  Medicine  and 
the  services  and  achievements  of  our  doctors. 

At  ten  o’clock  on  Tuesday  morning,  Mrs. 
Starns  called  to  order  the  first  general  session. 
Following  the  invocation  by  the  Rev.  J.  K.  Story 
of  Morningside  Presbyterian  Church  of  Phoenix, 
words  of  welcome  by  Mrs.  Carlos  C.  Craig,  and 
a response  by  Mrs.  V.  A.  Smelker,  there  were 
reports  of  the  Executive  Board,  the  State  Offi- 
cers, and  the  Chairmen  of  the  standing  commit- 
tees. 

The  Student  Nurse  Fund,  provision  for  the 
establishment  of  which  was  voted  at  the  Con- 
vention a year  ago,  has  now  sufficient  money  to 
make  interest-free  loans  to  two  young  women  to 
finance  a nurse-training  course  at  any  of  the 
hospitals  in  the  state  which  offer  these  training 
facilities.  Screening  of  applications  and  the 
selection  of  recipients  of  the  loans  are  being  done 
by  the  Loan  Committee  on  nine  members,  of 
which  Mrs.  Carlos  C.  Craig  of  Phoenix  is  chair- 
man. 

A report  from  the  president  of  each  of  the 
county  auxiliaries  was  presented.  Each  auxili- 
ary had  participated  in  extensive  philanthropic 
projects,  had  emphasized  member-education  in 
current  trends  of  thinking  and  actions  with  the 
resulting  problems  created,  had  outstandingly 
engaged  as  an  organization  in  service  activities 
in  the  respective  communities,  and  had  arranged 
for  a Health  Day  program  to  which  the  public 
was  invited.  For  the  meetings  held  in  Phoenix 


and  Tucson,  the  State  Public  Relations  chair- 
man arranged  for  Dr.  Ralph  Cambell,  a former 
English  doctor  now  preparing  for  citizenship 
and  active  practice  of  medicine  in  the  United 
States,  to  be  the  guest  speaker.  The  Arizona 
Medical  Association  provided  speakers  for  the 
other  Health  Day  programs. 

At  the  luncheon  honoring  the  past-presidents 
there  was  a brief  musical  program  and  an  ad- 
dress by  Mrs.  Jesse  D.  Hamer,  past  National 
President  and  currently  National  Historian  of 
the  Auxiliary.  Mrs.  Hamer  prefaced  her  address 
with  a brief  history  of  the  Auxiliary  and  then 
presented  an  account  of  some  of  the  outstanding 
work  in  which  the  Auxiliary  has  been  engaged 
in  recent  months.  She  emphasized  the  need  for 
each  Auxiliary  member  to  recognize  her  indi- 
vidual responsibility  in  the  education  program 
and  to  participate  enthusiastically  in  the  carry- 
ing out  of  pertinent  projects  and  plans,  explain- 
ing that  now,  as  never  before,  the  Auxiliary  has 
tasks  in  which  it  must  not  fail — tasks  which 
must  be  planned  judiciously  and  executed  diplo- 
matically— tasks  which  cannot  be  done  by  a few 
who  are  officers  or  leaders,  but  which  require 
serious  study  and  diligent  fulfillment  on  the 
part  of  every  doctor’s  wife.  Thirteen  honor- 
guests  were  present.  They  were : Mesdames  C. 
A.  Thomas,  Joseph  M.  Greer,  James  M.  Meason, 
Charles  E.  Patterson,  V.  G.  Presson,  B.  B.  Ed- 
wards, Jesse  I).  Hamer,  Edward  M.  Hayden, 
James  H.  Allen,  Paul  H.  Case,  Hervey  S.  Faris, 
Harry  T.  Southworth,  and  Thomas  H.  Bate,  Jr. 

At  the  Wednesday  morning  session,  after 
greetings  by  Mrs.  Karl  S.  Harris,  and  Memorial 
services  conducted  by  Mrs.  James  R.  Moore,  Mrs. 
Thomas  A.  Hartgraves,  State  Commander  of  the 
Arizona  Division  of  the  American  Cancer  Soci- 
ety, spoke  on  the  work  and  plans  of  the  Cancer 
Society  in  our  state.  She  closed  her  address  with 
an  account  of  the  educational  conference  con- 
ducted by  the  Society  in  Phoenix  this  year  and 
a special  urge  to  each  county  auxiliary  to  in- 
clude in  its  next  year’s  plans  a program  designed 
to  bring  to  the  people  in  its  community  vital  in- 
formation relative  to  the  detection  of  the  pres- 
ence of  cancer  at  an  early  enough  time  that 
treatment  may  be  effective. 
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SEE  THE  A.  M.  A.  ACCEPTED 

BURDICK 

DIRECT  - RECORDING 

ELECTROCARDIOGRAPH 


distributed  in  Arizona  by — 

Standard  Surgical  Supply  Cov  Inc. 

Phoenix  Tucson 


ROCKLIN'S 

PROFESSIONAL  PHARMACY 

Where  Pharmacy  Is  a Profession 

39  East  Monroe  Street 
6 Doors  East  of  Professional  Bldg. 
Phone  3-3470 
PHOENIX,  ARIZONA 

24  Hour  Rx  Service 

NICHOLLS'  SOUTHERN  AVENUE 
PHARMACY 

8-1852  4-0094 

Night  Phone  2-9871 
South  Phoenix 

GUY  FISHER 

Business  Properties  - Ranches  - Estates 

Phone  3-0646  125  West  Monroe 

Phoenix,  Arizona 

INDIAN  SCHOOL  PHARMACY 

9 a.m.  to  10  p.  m. 

7 days 

GEORGE  BATCHELDER 

Third  St.  and  Indian  School  Road 
Phone  5-2484 
Phoenix,  Arizona 

LU.  CRECE  B.  DOWELL,  M.  S. 

Medical  Laboratories 
3 Vz  East  Fifth  Street,  Tempe,  Arizona 

South  Side  District  Hospital  Laboratories 
21  South  Hibbert,  Mesa,  Arizona 

THE  PRESCRIPTION  SHOP 

A Professional  Pharmacy 

RALPH  YONTZ,  R.  PH. 

105  W.  Boston  St.  Chandler,  Arizona 

Phone  5541 
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To  give  recognition  to  the  Members-at-Large 
and  the  very  essential  public  relations  work  that 
is  theirs  in  the  counties  in  which  auxiliaries  have 
not  been  organized,  the  Members-at-Large  pres- 
ent were  introduced  and  a general  discussion 
held  on  the  means  by  which  a closer  fellowship 
might  be  established  between  members-at-large 
and  the  members  of  organized  county  auxiliaries. 

Mrs.  Joseph  M.  Greer,  a member  of  the  Child 
Colony  Board,  reported  on  the  progress  being 
made  on  the  physical  plant  of  the  institution 
now  under  construction  near  Coolidge. 

A Public  Relations  Forum  was  included  in 
the  Convention  program  to  make  the  Auxiliary 
members  more  alert  to  the  fact  that  our  work 
must  harmonize  with  the  Association’s  program 
if  we  are  to  utilize  to  best  advantage  our  latent 
possibilities  as  a “helper  unit”  of  that  organi- 
zation. It  seemed  definitely  necessary  that  the 
Association  give  expression  to  what  it  believed 
the  Auxiliary  could  do  during  the  year  ahead 
that  would  prove  most  beneficial  to  the  overall 
program  of  Medical  Public  Relations. 

The  moderator  for  the  Forum  was  Mrs.  Louis 
Hirsch  and  Dr.  Marriner  W.  Merrill,  the  As- 
sociation’s Public  Relations  Chairman,  was  the 
speaker.  Dr.  Merrill  reviewed  the  public  rela- 
tions work  of  the  Association  in  former  years 
as  contrasted  to  the  changed  and  increased  pro- 
gram which  conditions  now  make  necessary  and 
outlined  ways  by  which  the  Auxiliary  could  ef- 
fectively coordinate  its  activities  in  this  field 
with  the  work  being  planned  and  executed  by  the 
Association. 

The  importance  of  liaison  between  the  Auxili- 
ary and  the  Medical  Associations  and  Societies 
was  established  from  the  reports  on  the  Regional 
and  National  levels  that  the  most  outstanding 
public  relations  accomplishments  had  been  in 
those  states  in  which  there  had  been  full  coopera- 
tion of  the  Auxiliary  and  the  parent  organiza- 
tion in  the  basic  planning  of  the  projects.  Dr. 
Merrill  not  only  assured  the  Auxiliary  of  the 
cooperation  of  his  Committee  and  the  Central 
office  in  Phoenix  but  indicated  that,  opportunity 
would  be  given  for  the  Association  and  Auxili- 
ary to  plan  together  special  projects  for  the  dis- 
semination of  general  health  knowledge  and  for 
the  imparting  to  the  public  of  factual  informa- 
tion relative  to  currently  proposed  legislations 
and  the  ultimate  results  which  could  be  expect- 
ed should  they  be  enacted. 
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He  urged  the  County  Auxiliaries  to  avail 
themselves  of  the  assistance  of  their  Medical  So- 
ciety’s Auxiliary  Advisory  Committee  in  plan- 
ning and  executing  their  program  of  action  for 
the  coming  year,  to  keep  up-to-date  both  the 
cross-files  on  members’  positions  in  local  organ- 
izations and  the  files  concerning  key  lay  people 
of  the  community,  and  to  further  in  every  pos- 
sible way  the  building  up  of  their  organization 
into  an  integrated  unit  which  can  be  better  able 
to  function  as  a public  relations  force  whenever 
an  appropriate  occasion  arises. 

Mrs.  James  H.  Allen  prepared  and  submitted 
for  adoption  the  courtesy  resolutions. 

The  following  officers,  elected  to  serve  during 
1950-1951,  were  installed  by  Mrs.  Harry  T. 
Southworth : 

President  ..Mrs.  Benjamin  Herzberg 

President-Elect  Mrs.  Royal  W.  Rudolph 

First  Vice-President  Mrs.  D.  L.  Secrist 

Second  Vice-President Mrs.  George  S.  Enfield 

Recording  Secretary  ..Mrs.  Alvin  Kirmse 

Treasurer  Mrs.  Brick  P.  Storts 

Special  guests  at  the  final  luncheon  were  rep- 
resentatives of  the  Medical  Association : Drs. 
Robert  E.  Hastings,  Robert  S.  Flinn,  Frank  J. 
Milloy,  Preston  T.  Brown,  and  Marriner  W. 
Merrill.  Mrs.  Herzberg,  the  new  president, 
briefly  spoke  of  the  Auxiliary’s  aims  for  the 
year  ahead,  urged  the  fullest  assistance  in  Auxili- 
ary work  from  the  members,  and  presented  those 
who  had  been  selected  for  appointment  on  the 
Executive  Board. 

Respectfully  submitted, 

Mrs.  Charles  Starns, 
Tucson 


JULIUS  CITRON,  D.  S.  C., 

F.  P.  R.  S. 

DISORDERS  OF  THE  FOOT 

517  West  McDowell  Road 
Hours  9-5  Phone  2-9312 

Phoenix,  Arizona 
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when  an  Orthopedic 

MATTRESS  IS  INDICATED 

Restful,  healthful  body  adjustment  is 
supplied  by  the  Spring  Air  Back  Supporter 
Mattress,  with  its  high  density  construction 
of  lightly  compressed  coils  of  extra  large 
diameter.  Made  of  conventional,  time-proven 
materials,  to  a new  design  which 
provides  positive  back  support  without 
interfering  with  circulation.  See  it 
at  your  favorite  furniture  store  . . . 
recommend  it  with  confidence. 


Manufactured  in  Phoenix  by 
SOUTHWEST  MATTRESS  CO. 
1710  EAST  WASHINGTON  ST. 
PHOENIX,  ARIZONA 


SPENCER 
SUPPORTS 

Are  Individually 
Designed. 

To  aid  the  doctor's 
treatment  of  back  de- 
rangements; following 
spinal,  abdominal,  or 
breast  operations;  dis- 
placed internal  organs, 
movable  kidney;  in- 
operable hernia;  and 
other  disabilities. 

SPENCER  SUPPORT  SHOP 

W.  B.  8i  Maude  Keen,  Dealers 

Phone  3-4(52:1  700  N.  First  Street 

Phoenix,  Arizona 


TELEX  HEARING  CENTER  by 


PAUL  E.  LAU,  State  Mgr. 

PHONE  8-5612 

311  HEARD  BLDG.  PHOENIX,  ARIZONA 


DOCTORS  DIRECTORY  ESTABLISHED 
1920 
3-4189 

Emergency  cal's  given  special  attention.  We  will 
locate  your  doctor  before  or  after  office  hours. 

BERTHA  CASE,  R.  N.,  Director 
ADA  JOY  CASE 

1493  East  Roosevelt 
Phoenix,  Arizona 


CLIFFORD  A-  LOKEN,  Ph.  T. 

“Equalized  Foot  and  Body  Balance” 

311  East  McDowell  Rd.  Phone  3-6956 
Phoenix,  Arizona 


E.  S MILLER  LABORATORIES, 
INC. 

Manufacturers  of 

CHEMICALS  and  PHARMACEUTICALS 

DAN  J.  LEDWIDGE 

Arizona  Representative 

4123  No.  17th  St.  Telephone  5-3891 

Phoenix,  Arizona 


Culver’s  Rest  Home 

GLENDALE 

Reasonable  Beautiful  Acreage  Accredited 

No  Tuberculars  or  Open  Carcinoma 
Cases  Accepted 

120  W.  B Street  Phone  549 


It  is  important  to  all  members  of  the 
Association  to  patronize  the  advertisers 
who  use  space  in  our  Journal.  They  pay 
the  bills  and  make  it  possible  for  a bigger 
and  better  journal. 
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PHYSICIANS'  DIRECTORY 


NEUROLOGY  and  PSYCHIATRY 


EDWARD  BLANK,  M.  D. 

PSYCHIATRY  and  NEUROLOGY 

733  West  McDowell  Road 
Phoenix 

Hours  by  Appointment 

CHARLES  W.  SULT,  Jr.,  M.  D. 
RICHARD  E.  H.  DUISBERG,  M.  D. 

Diplomates  of  the  American  Board 

NEUROLOGY,  PSYCHIATRY  AND 
ELECTROENCEPHALOGRAPHY 

419  Professional  Building  Phoenix,  Arizona 

OTTO  L.  BENDHEIM,  M.  D. 

MILTON  H.  ERICKSON,  M.  D. 

PSYCHOTHERAPY  AND  PSYCHIATRY 

NEUROLOGY  and  PSYCHIATRY 

Certified  by  American  Board  of 

1515  North  Ninth  Street 

Psychiatry  and  Neuro'ogy 

PHOENIX,  ARIZONA 

32  West  Cypress  Street  Phone  2-4254 

Certified  by  American  Board  of 
Psychiatry  and  Neurology 

Phoenix,  Arizona 

HOSPITAL  NEUROLOGICAL  SURGERY 


WALTER  V.  EDWARDS,  Jr.,  M.  D. 

Lawrence  Memorial  Hospital 

JOHN  RAYMOND  GREEN,  M.  D. 

Certified  by  the  American  Board  ; 

of  Neurological  Surgery 

Cottonwood,  Arizona 

1010  Professional  Building 

Telephone  8-3756 
PHOENIX,  ARIZONA 

UROLOGY 


MERRIWETHER  L.  DAY,  M.  D. 

W.  G.  SHULTZ,  M.D.,  F.  A.  C.  S. 

F.  A.  C.  S. 

Diplomate  of  The  American 

Diplomate  of  The  American 

Board  of  Urology 

Board  of  Urology 

LADDIE  L.  STOLFA,  M.  D. 

Lois  Grunow  Memorial  Clinic 

1010  N.  Country  Club  Road 

926  East  McDowell  Road 

Telephone  5-2609  Tucson,  Arizona 

Tel.  4-3674  Phoenix 

PAUL  L.  SINGER,  M.  D.#  F.  A.  C.  S. 

DONALD  B.  LEWIS,  M.  D. 

Certified  American  Board  of 
UROLOGY 

UROLOGY 

39  West  Adams  Street  Phone  3-1739 

1 23  So.  Stone  Ave.  Phone  4500 

PHOENIX,  ARIZONA 

Tucson,  Arizona 
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UROLOGY— (Cont'd.) 


james  h.  McDonald,  m.  d. 

ROBERT  H.  CUMMINGS,  M.  D. 

UROLOGY 

Diplomate  of  the 

American  Board  of  Urology 

711  Professional  Building  Telephone  8-0969 

808  Professional  Building 

Phoenix,  Arizona 

15  East  Monroe  Phone  4-3577 

Phoenix,  Arizona 

INTERNAL  MEDICINE 


ROBERT  S.  FLINN,  M.  D. 

DANIEL  H.  GOODMAN,  M.  D. 

INTERNAL  MEDICINE 

INTERNAL  MEDICINE  CARDIOLOGY 

CARDIOLOGY  and  ELECTROCARDIOGRAPHY 

ELECTRO  CARDIOGRAPHY 

1118  Professional  Building 

Phone  4-1078 

607  Heard  Bldg.  Phone  4-7204 

Phoenix,  Arizona 

Phoenix,  Arizona 

KENT  H.  THAYER,  M.  D. 

INTERNAL  MEDICINE 
Diplomate  of  the  American  Board 
of  Internal  Medicine 

ROBERT  H.  STEVENS,  M.  D. 

INTERNAL  MEDICINE 
ALLERGY 

1313  North  Second  Street 
Phone  3-8907 
Phoenix,  Arizona 


JOSEPH  BANK,  M.  D. 

FRANK  J.  MILLOY,  M.  D. 

Diplomate  of 

F.  A.  C.  P. 

American  Board  of  Internal  Medicine 

INTERNAL  MEDICINE 

American  Board  of  Gastroenterology 

JOHN  W.  FINDLEY,  Jr.,  M.  D. 

61  1 Professional  Building 

GASTROENTEROLOGY,  GASTROSCOPY 

Phone  4-2171 
Phoenix,  Arizona 

800  North  First  Avenue  Phone:  4-7245 

PHOENIX,  ARIZONA 

THIS  SPACE  FOR  SALE 

HAROLD  F.  STOLZ,  M.  D. 

FOR  INFORMATION  AND  RATES 

M.  S.  in  Medicine 

Diplomate,  American  Board  of  Internal  Medicine 

write  to 

INTERNAL  MEDICINE  AND 

ARIZONA  MEDICINE 

DISEASES  OF  THE  HEART 

401  Heard  Bldg. 
PHOENIX,  ARIZONA 

Telephone  2-1262  614  N.  Fourth  Avenue 

Tucson,  Arizona 

JESSE  D.  HAMER,  M.  D. 

1 

i 

1 

F.  A.  C.  P. 

INTERNAL  MEDICINE 

CARDIOLOGY 

Suite  910 

Phoenix 

1 5 E.  Monroe  St. 

Arizona 
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INTERNAL  MEDICINE— (Cont'd.  > 


W.  PAUL  HOLBROOK,  M.D.,  F.A.C.P. 

DONALD  F.  HILL,  M.D.,  F.A.C.P. 
CHARLES  A.  L.  STEPHENS,  Jr.,  M.D. 

Tucson,  Arizona  Phone  5-1511 

PHYSICAL  MEDICINE  ALLERGY 

E.  A.  GATTERDAM,  M.  D. 

ALLERGY 

15  E.  Monroe  St.,  Professional  Bldg. 

Office  Hours:  11  A.  M to  5 P.  M. 
Phoenix,  Arizona 

CHEST  DISEASES  AND  SURGERY 


GEORGE  D.  BOONE,  M.D.,  F.A.C.S. 

DISEASES  AND  SURGERY  OF  THE  CHEST 

601  East  Sixth  Street  Telephone  4-1561 

TUCSON,  ARIZONA 


PROCTOLOGY  CLINIC 


WALLACE  M.  MEYER,  M.  D. 

PROCTOLOGY 

MESA  MEDICAL  CENTER 

MARK  H.  WALL,  M.  D. 
FRANKLIN  B.  LANEBACK,  M.  D. 

903  Professional  Bldg. 

J.  EDWIN  KEPPEL,  M.  D. 

206  East  Main  St. 

Phone  2-2822  - 3-4189 

Mesa,  Arizona 

Phoenix,  Arizona 

Office  Phone  4350 

BUTLER  CLINIC 
D.  E.  NELSON,  M.  D. 
F.  W.  BUTLER,  M.  D. 

501-505  Fifth  Avenue 
SAFFORD,  ARIZONA 


SUN  VALLEY  CLINIC 

34  North  Macdonald 
MESA,  ARIZONA 


HENRY  J.  STANFORD,  M.  D. 

THORACIC  SURGERY 

Diplomate  American  Board  of  Surgery  and 
The  Board  of  Thoracic  Surgery 

2530  E.  Broadway  Phone  5-1531 

Tucson,  Arizona 


M.  E.  FULK,  M.  D. 

GLENDALE  CLINIC  HOSPITAL 
Clinic  Open  Daily:  9 a.m.  to  6 p.m. 
Sundays  and  Holidays  by  Appointment 

245  East  A Avenue  Phone  240 

Glendale,  Arizona 


ROBERT  E.  RIDER,  M.  D. 

INTERNAL  MEDICINE 
ELECTROCARDIOGRAPHY 

Del  Sol  Hotel  Bldg.  Phone  26 

Yuma,  Arizona 


go 


Arizona  Medicine 


■June,  1950 


PHYSICIANS’  DIRECTORY 


ORTHOPEDIC  SURGERY 


GEORGE  L.  DIXON,  M.  D. 

GEO.  A.  WILLIAMSON,  M.D.,  F.A.C.S. 

ORTHOPAEDIC  SURGERY 

LEO  L.  TUVESON,  M.  D. 

Diplomate  of  the  American  Board 

of  Orthopaedic  Surgery 

ORTHOPAEDIC  SURGERY 

744  N.  Country  Club  Road  Telephone  5-1533 

800  North  First  Ave.  Telephone  2-2375 

TUCSON,  ARIZONA 

PHOENIX,  ARIZONA 

ROBERT  E.  HASTINGS,  M.D.,  F.A.C.S. 

JAMES  LYTTON-SMITH,  M.  D. 

ALFRED  0.  HELDOBLER,  M.  D. 

RONALD  S.  HAINES,  M.  D. 

Diplomates  American  Board  of  Orthopaedic 
Surgery 

JOHN  H.  RICKER,  M.  D. 

ORTHOPAEDIC  SURGERY 

STANFORD  F.  HARTMAN,  M.  D. 

1811  East  Speedway 

926  East  McDowell  Road 

TUCSON,  ARIZONA 

Phoenix,  Arizona 

PHYSICIANS  and  SURGEONS 


GEORGE  B.  IRVINE,  M.  D. 

D.  T.  MOATS,  M.  D. 

W.  G.  PAYNE,  M.  D. 

PHYSICIAN  AND  SURGEON 

PHYSICIANS  AND  SURGEONS 

Office  Phone  2-6672  Home  Phone  5-8849 

8 West  Fifth  Street  Phone  526 

312-316  W.  McDowell  Road 

Tempe,  Arizona 

Phoenix,  Arizona 

ANESTHESIOLOGY 


THIS  SPACE  FOR  SALE 

LOUISE  BEWERSDORF,  M.  D. 

FOR  INFORMATION  AND  RATES 

F.  A.  C.  A. 

write  to 

ANESTHESIOLOGY 

ARIZONA  MEDICINE 

208  West  Glenrosa 

401  Heard  Bldg. 

Phone  5-4471  - 8-2392 

PHOENIX,  ARIZONA 

Phoenix,  Arizona 

DERMATOLOGY 


HARRY  A.  CUMMING,  M.  D. 

DERMATOLOGY 

Diplomate  of  American  Board 
of  Dermatology  and  Syphilology 

Phone  8-4883 

1313  North  Second  Street  Phoenix,  Arizona 


KENNETH  C.  BAKER,  M.  D. 

DERMATOLOGY 

Telephone  3-0602  729  N.  Fourth  Ave. 

Tucson,  Arizona 
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ATOLOGY 

GEORGE  K.  ROGERS,  M.  D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermato'ogy  and  Syphilology 

Phone  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

401  Heard  Bldg. 
PHOENIX,  ARIZONA 

OBSTETRICS  a 

nd  GYNECOLOGY 

HARRY  J.  FELCH,  M.  D. 

Physician  and  Surgeon 

Residence  Office 

325  W.  Granada  703  Professional  B'dg. 

Phoenix,  Arizona  15  E.  Monroe  Street 

Residence  3-1  151  Office  3-1  151 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

401  Heard  Bldg. 
PHOENIX,  ARIZONA 

PATHOLOGIC/ 

d.  LABORATORIES 

G.  0.  HARTMAN,  M.  D. 

PATHOLOGICAL  LABORATORY 
20  E.  Ochoa  St.  Phone:  3-4861 

TUCSON,  ARIZONA 

PATHOLOGICAL  LABORATORY 

507  Professional  Building  Telephone  3-4105 

W.  WARNER  WATKINS  AND 
ASSOCIATES 

1313  North  Second  Street  Telephone  8-3484 

Phoenix,  Arizona 

EYE,  EAR,  NC 

)SE 

and  THROAT 

DUNCAN  G.  GRAHAM,  M.  D. 

EYE,  EAR,  NOSE  and  THROAT 
Certified  by  American  Board  of  Otolaryngology 

114  West  Pepper  Street 
Mesa,  Arizona 

JOHN  S.  MIKELL,  M.  D. 

1811  East  Speedway 
Tucson,  Arizona 

EAR,  NOSE  AND  THROAT 
BRONCHOSCOPY 

BERNARD  L.  MELTON,  M.  D. 

F.  A.  C.  S.,  F.  I.C.  S. 

EYE,  EAR,  NOSE  AND  THROAT 
Certified  by  American  Board  of  Ophtha'mology 
Certified  by  American  Board  of  Otolaryngology 

JOHN  J.  McLOONE,  M.  D. 

EYE,  EAR,  NOSE  AND  THROAT 
BRONCHOSCOPY  AND  ESOPH AGOSCOPY 
605  Professional  Bldg.  Phone  3-8209 

PHOENIX,  ARIZONA 

PERRY  W.  BAILEY,  M.  D. 

EYE,  EAR,  NOSE  AND  THROAT 

Telephones:  Office  8-0661;  Residence  2-6233 
Office:  39  W.  Adams,  1 17  Winters  Bldg., 
PHOENIX,  ARIZONA 
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ARCHIE  E.  CRUTHIRDS,  M.  D., 

F.  A.  C.  S.,  F.  I.  C.  S. 

EYE,  EAR,  NOSE  AND  THROAT 
Certified  by  American  Board  of  Otolaryngology 
American  Academy  of  Ophthalmology  and 
Otolaryngology 

1011  Professional  Bldg.  Phone  3-5121 

Phoenix,  Arizona 


H.  FIELDING  WILKINSON,  M.  D. 

Organic  Diseases  and  Psychogenic  Disorders  of 
Eye,  Ear,  Nose  and  Throat 

Refractions  (Fitting  of  Glasses) 

39  West  McDowell  Road  Phone  8-3167 

Phoenix,  Arizona 


SURGERY 


L.  MANOIL,  M.  D. 

SURGERY  AND  GYNECOLOGY 

34  W.  Lynwood  Phone  3-3092 

Phoenix,  Arizona 

LOWELL  C.  WORMLEY,  M.  D. 

SURGERY  AND  UROLOGY 
1202  East  Washington 
Office  Phone  3-2273 
Phoenix,  Arizona 

ALFRED  D.  LEVICK,  M.  D. 

DELBERT  L.  SECRIST.  M.  D., 

PROCTOLOGY 

F.  A.  C.  S. 

1 137  West  McDowell  Road 

123  South  Stone  Avenue 

Phones  8-2194  - 3-4189 

Tucson,  Arizona 

Phoenix,  Arizona 

Office  Phone  2-3371  Home  Phone  5-9433 

H.  D.  KETCHERSIDE,  M.  D. 

SURGERY  and  UROLOGY 

DONALD  A.  POLSON,  M.  D. 

GENERAL  SURGERY 

Certified  by  the  American  Board  of  Surgery 
800  North  First  Avenue 
Phone  4-7245 
Phoenix,  Arizona 


W.  R.  MANNING,  M.  D.,  F.  A.  C.  S. 

SURGERY 

Diplomate  American  Board  of  Surgery 

620  North  Country  Club  Road  Phone  5-2687 
Tucson,  Arizona 


LOUIS  P.  LUTFY,  M.  D. 

SURGERY  and  GYNECOLOGY 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

301  West  McDowell  Rd.  Phone  3-4200 

ARIZONA  MEDICINE 

Phoenix,  Arizona 

401  Heard  Bldg. 
PHOENIX,  ARIZONA 
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GENERAL  MEDICINE  GENERAL  PRACTICE 


SAMUEL  R.  JOSEPH,  M.  D. 

RAYMOND  1.  McGILVRA,  M.  D. 

PHYSICIAN  AND  SURGEON 

GENERAL  PRACTICE 

Office  Phone  5-9645  * Res.  Phone  5-2365 

307  E.  Indian  School  Road 

Directory  Phone  3-4189 

Office  Phone  5-0750 

711  West  Thomas  Road 

Office  Hours:  10-12  and  2-5  By  Appointment 

Phoenix,  Arizona 

Phoenix,  Arizona 

J.  REICHERT,  M.  D. 

PAUL  S.  ARMOUR,  M.  D. 

General  Practice 

Office  Phone  4-0293 

CARDIO  VASCULAR  DISEASES 

If  No  Answer,  Call  3-4189 

ELECTROCARDIOGRAPHY 

543  East  McDowell  - Medical  Arts  Building 

303  West  McDowell  Rd.  Office  Phone  4-7028 

Phoenix,  Arizona 

Phoenix,  Arizona 

RADIOLOGY 


GOSS  - DUFFY  LABORATORY 

PATHOLOGICAL  LABORATORY 

507  Professional  Building  Telephone  3-4105 

X-RAY  AND  CLINICAL  DIAGNOSIS 

MEDICAL  CENTER  X-RAY 
LABORATORY 

316  West  McDowell  Road 

1313  North  Second  Street  Telephone  8-3484 

W.  Warner  Watkins,  M.D.  R.  Lee  Foster,  M.D. 

John  W.  Kennedy,  M.  D. 

Phoenix,  Arizona 

Diplomates  of  American  Board  of  Radiology 
Phoenix,  Arizona 

DRS.  HAYDEN,  PRESENT,  WELSH 
AND  HILEMAN 

MARCY  L.  SUSSMAN,  M.  D., 

Diplomates  of 

F.  A.  C.  R. 

American  Board  of  Radiology 

Diplomate  of  American  Board  of  Radiology 

DIAGNOSTIC  ROENTGENOLOGY 

801  North  Second  Ave. 

23  East  Ochoa 

Telephone  8-  1 027 
Phoenix,  Arizona 

Tucson 

CHILDREN'S  DISEASES  SPEECH  PATHOLOGY 


WILLIAM  F.  SCHOFFMAN,  M.  D. 

ROBERT  N.  PLUMMER,  Ph.  D. 

CECILIA  H.  SHEMBAB,  M.  D. 

SPEECH  PATHOLOGY 
including 

JAMES  L.  COFFEY,  M.  D. 

Lip  Reading  and  Speech  for  the  Deaf 

DOCTORS  BUILDING 

316  West  McDowell  Road  Telephone  4-7287 

Professional  Member 
American  Speech  and  Hearing  Association 

Phoenix,  Arizona 

Medical  Arts  Bldg.  Phone  3-2051 

Phoenix,  Arizona 

THE  ORTHOPEDIC  CLINIC 

For  the  Treatment  of  Fractures,  Diseases  and  Surgery  of 
the  Bones  and  Joints 

ORTHOPEDIC  SURGERY 

W.  A.  BISHOP,  Jr.,  M.  D.,  F.  A.  C.  S ALVIN  L.  SWENSON,  M.  D. 

Diplomates  of  the  American  Board  of  Orthopedic  Surgery 

ARTHRITIS 

DeWITT  W.  ENGLUND,  M.  D 

1313  North  Second  Street  Phone  8-1586 

Phoenix,  Arizona 


PATHOLOGY  — — = _ 

This  is  to  announce  that  tissues  for  diagnosis  are  accepted  by  the  follow- 
ing physicians  who  practice  in  Arizona,  are  not  exclusively  governmentally 
employed,  and  are  qualified  as  pathologic  anatomists: 


J.  D.  BARGER,  M.  D. 

Maricopa  County  Hospital 
3435  W.  Apache 
Phoenix,  Arizona 

RALPH  H.  FULLER,  M.  D. 

St.  Mary's  Hospital 
Tucson,  Arizona 

GEORGE  O.  HARTMAN,  M.  D. 

20  East  Ochoa  Street 
Tucson,  Arizona 


LOUIS  HIRSCH,  M.  D. 

Tucson  Medical  Center 
Tucson,  Arizona 

MAURICE  ROSENTHAL,  M.  D. 

St.  Monica's  Hospital 
Phoenix,  Arizona 

O.  0.  WILLIAMS,  M.  D. 

425  North  Fourth  Street 
Phoenix,  Arizona 


HAROLD  WOOD,  M.  D. 

1033  East  McDowell  Road 
Phoenix,  Arizona 


RADIOLOGY  - 

TUCSON  TUMOR  INSTITUTE 

LUDWIG  LINDBERG,  M.  D.  JAMES  H.  WEST,  M.  D„  F.A.C.R. 
Diplomates  of  American  Board  of  Radiology 

RADIUM  AND  X-RAY  THERAPY 

721  North  4th  Ave.  TUCSON,  ARIZONA 
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— or  "as  much  as  you  wish” — when  written  in  a prescrip- 
tion, permits  the  use  of  unlimited  quantity.  Mention  of  this 
privilege  provides  an  opportunity  to  point  out  that  in  every 
prescription  the  minimal  requirements  for  quality  may  be 
exceeded — as  much  as  you  wish. 


There  is  ample  room  for  improvement  over  official  standards, 
which  demand  no  more  than  the  minimum.  The  maximum 
toward  which  Eli  Lilly  and  Company  consistently  directs 
every  conceivable  effort  is  perfection  of  products. 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 
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BENADRYL 


This  is  the  season  when  bleary-eyed, 
sneezing  patients  turn  to  you  for  the  rapid, 
sustained  relief  of  their  hay  fever 
symptoms  which  BENADRYL  provides. 

Today,  for  your  convenience  and  ease  of  administration, 

BENADRYL  Hydrochloride 
(diphenhydramine  hydrochloride, 
Parke-Davis)  is  available  in  a 
wider  variety  of  forms  than  ever 
before,  including  Kapseals®, 
Capsules,  Elixir  and  Steri-Vials®. 


PARKE,  DAVIS  & COMPANY 
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The  Protein-Rich  Breakfast 
and  Morning  Stamina 

Extensive  studies*  by  the  Bureau  of  Human  Nutrition  have  established  that 
breakfasts  rich  in  protein  and  supplying  500  to  700  calories,  effectively 
promote  a sense  of  well-being,  ward  off  fatigue,  and  sustain  blood  sugar 
levels  at  normal  values  for  the  entire  morning  postbreakfast  period. 

These  physiologic  advantages  are  related  mainly  to  the  protein  content  rather 
than  to  the  caloric  content  oj  the  breakfast.  In  fact,  when  isocaloric  breakfasts 
were  compared,  those  with  the  higher  amounts  of  protein  led  to  the  great- 
est beneficial  effects.  Breakfasts  providing  the  lower  quantities  of  protein 
(7  Gm.,  9 Gm.,  1 6 Gm.,  and  17  Gm.  respectively)  produced  a rapid  rise  in 
the  blood  sugar  level  and  a return  to  normal  during  the  next  three  hours. 
Breakfasts  providing  more  protein  (22  Gm.  and  2 5 Gm.  respectively)  pro- 
duced a maximal  blood  sugar  rise  which  was  lower  than  that  following  the 
breakfasts  of  lower  protein  content,  but  the  return  to  normal  was  delayed 
beyond  the  three  hour  period. 

The  subjects  on  the  higher  protein  breakfasts  “reported  a prolonged 
sense  of  well-being  and  satisfaction.”  The  findings  indicated  that  the 
beneficial  effects  of  the  high  protein  breakfast  on  the  blood  sugar  level 
may  extend  into  the  afternoon. 

Meat,  man’s  preferred  protein  food,  is  a particularly  desirable  means  of 
increasing  the  protein  contribution  of  breakfast.  The  many  breakfast 
meats  available  are  not  only  temptingly  delicious  and  add  measurably  to 
the  gustatory  appeal  and  variety  of  the  morning  meal,  but  they  also  pro- 
vide biologically  complete  protein,  B-complex  vitamins,  and  essential 
minerals.  Meat  for  breakfast,  a time-honored  American  custom,  is  sound  nutri- 
tional practice. 

*Orent-Keiles,  E.,  and  Hallman,  L.  F.:  The  Breakfast  Meal  in  Relation  to  Blood-Sugar 
Values,  Circular  No.  827,  United  States  Department  of  Agriculture,  Bureau  of  Human 
Nutrition  and  Home  Economics,  Agricultural  Research  Administration,  Dec.,  1949. 


The  Seal  of  Acceptance  denotes  that  the  nutritional  statements 
made  in  this  advertisement  are  acceptable  to  the  Council  on 
Foods  and  Nutrition  of  the  American  Medical  Association. 


American  Meat  Institute 

Main  Office,  Chicago. ..Members  Throughout  the  United  States 
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15  E.  Monroe,  Phoenix 

Preston  T.  Brown  Alternate-Delegate 

1313  North  Second  St.,  Phoenix 

DISTRICT  COUNCILORS 


Thomas  H.  Bate  Central  District 

15  E.  Monroe,  Phoenix 

A.  I.  Podolsky  Central  District 

Yuma 

Walter  Brazie  Northern  District 

Kingman 

Herbert  B.  Potthoff  .Northern  District 

Holbrook 

Hugh  C.  Thompson Southern  District 

110  S.  Scott,  Tucson 

Donald  E.  Nelson  Southern  District 

Safford 

COUNCILORS  AT  LARGE 

Harold  W.  Kohl  Tucson 

Preston  T.  Brown  Phoenix 

Robert  S.  Flinn  Phoenix 


COMMITTEES  AND  BOARDS 


STANDING  COMMITTEES 

INDUSTRIAL  RELATIONS:  Dr.  Ronald  S.  Haines,  Phoenix;  Dr. 
J.  P.  McNally.  Prescott;  Dr.  John  R.  Schwartzmann,  Tucson; 
Dr.  Carl  H.  Gans,  Morenci;  Dr.  Charles  W.  Suit,  Jr.,  Phoenix. 

SCIENTIFIC  ASSEMBLY:  Dr.  Harry  T.  Southworth,  Prescott; 

Dr.  O.  W.  Tho.'ny.  Phoenix;  Dr.  Louis  G.  Jekel,  Phoenix;  Dr. 
Robert  S.  Flinn,  Phoenix. 

MEDICAL  ECONOMICS:  Dr.  George  G.  McKhann,  Phoenix;  Dr. 
H.  D.  Ketcherside,  Phoenix;  Dr.  Edward  M.  Hayden,  Tucson. 

MEDICAL  DEFENSE:  Dr.  Ernest  A.  Born,  Prescott;  Dr.  Carl  H. 
Gans,  Morenci;  Dr.  O.  E.  Utzinger,  Ray. 

EDITING  AND  PUBLISHING:  Dr.  Walter  Brazie,  Kingman;  Dr. 
R.  Lee  Foster.  Phoenix;  Dr.  Donald  E.  Nelson,  Safford. 

LEGISLATION:  Dr.  Jesse  D.  Hamer,  Phoenix;  Dr.  Walter  Brazie, 
Kingman;  Dr.  H.  D.  Cogswell.  Tucson;  Dr.  H.  B.  Lehmberg, 
Casa  Grande:  Dr.  Charles  H.  Laugharn,  Clifton;  Dr.  C H. 
Peterson,  Winslow;  Dr.  F.  W.  Knight,  Safford;  Dr.  Charles 
B.  Huestis,  Hayden;  Dr.  M.  G.  Fronske,  Flagstaff;  Dr.  Reed 

D.  Shupe,  Phoenix. 

HISTORY  AND  OBITUARIES:  Dr.  Hal  W.  Rice,  Historian,  Bis- 
bee;  Dr.  Frank  J.  Milloy,  Phoenix;  Dr.  Harold  W.  Kohl,  Tuc- 
son: Dr.  W.  W.  Watkins,  Phoenix. 

PROFESSIONAL  BOARD 

Dr.  A.  J.  Present,  Tucson;  Dr.  Hugh  C.  Thompson,  Tucson;  Dr. 

E.  A.  Born,  Prescott;  Dr.  Boris  Zemsky,  Tucson;  Dr.  B.  L. 
Snyder,  Phoenix;  Dr.  C.  E.  Van  Epps.  Phoenix;  Dr.  James 
Lytton-Smith.  Phoenix;  Dr.  J.  M.  Kinkade,  Tucson. 

BOARD  OF  PUBLIC  RELATIONS 
Dr.  M.  W.  Merrill,  Phoenix;  Dr.  Robert  M.  Matts,  Yuma;  Dr. 
William  B Steen,  Tucson;  Dr.  Broda  O.  Barnes,  Kingman;  Dr. 
A.  H.  Dysterheft,  McNary;  Dr.  H.  H.  Brainard,  Tucson;  Dr.  Paul 
W.  McCracken.  Phoenix. 


Woman  i cduxiliary. 


NATIONAL  OFFICERS  AND  CHAIRMEN  OF 
STANDING  COMMITTEES  FOR  1949-1950 

President Mrs.  David  B.  Allman 

104  St.  Charles  Place,  Atlantic  City,  N.  J. 

President-Elect Mrs.  Arthur  A.  Herold 

731  Oneota  Street,  Shreveport,  La. 

Vice-Presidents 

First  Mrs.  Harold  F.  Walquist 

129  W.  48th  Street,  Minneapolis,  Minn. 

Second  _ Mrs.  Henry  Garnjobst 

508  Jefferson  Street,  Corvallis,  Oregon 

Third  _...Mrs.  W.  E.  Hoffman 

4000  Noyes  Ave.,  S.  E.,  Charleston  5,  W.  Va. 

Fourth  — Mrs.  Mason  G.  Lawson 

200  Ridgeway,  Little  Rock,  Arkansas 

Treasurer  Mrs.  George  Turner 

3009  Silver  Street,  El  Paso,  Texas 

Const.  Secretary  Mrs.  Harry  M.  Gilkey 

4941  Westwood  Road.  Kansas  City,  Mo. 

Historian  Mrs.  Jesse  D.  Hamer 

1819  N.  11th  Avenue,  Phoenix,  Arizona 

Parliamentarian  Mrs.  William  E.  Dodd 

Bay  Avenue  and  Ocean  Street,  Beach  Haven,  N.  J. 

Chairmen  of  Standing  Committees 

Finance  Mrs.  Scott  C.  Applewhite 

240  Bushnell  Street,  San  Antonio,  Texas 

Hygeia  Mrs.  Herbert  W.  Johnson 

714  Grande  Avenue,  Everett.  Wash. 

Legislation  _ Mrs.  Bruce  Schaefer 

110  Whitman  Street,  Taccoa,  Ga. 

Organization  _ Mrs.  Harold  F.  Walquist 

129  W.  48th  Street,  Minneapolis,  Minn 

Program  Mrs.  Leo  J.  Schaefer 

700  Highland,  Salina,  Kansas 

Public  Relations  .. Mrs.  Paul  C.  Craig 

232  N.  Fifth  Street,  Reading,  Pa. 

Revisions  Mrs.  Eustace  A.  Allen 

18  Collier  Road.  N.  W..  Atlanta.  Ga. 

Chairman  of  Special  Committee 

Reference  Mrs.  Rollo  K.  Packard 

14093  Davana  Terrace,  Sherman  Oaks,  Calif. 

Directors 

One  year  Mrs.  Luther  H.  Kic« 

95  Brook  Street,  Garden  City,  Long  Island,  N.  Y. 

One  year  Mrs.  James  P.  Simonds 

2033  W.  Morse  Avenue,  Chicago  45,  111. 

One  year  Mrs.  Jesse  D.  Hamer 

1819  N.  11th  Avenue  Phoenix,  Arizona 

One  year  Mrs.  Leo  J.  Schaefer 

700  Highland.  Salina,  Kansas 

Two  years  Mrs.  Scott  C.  Applewhite 

240  Bushnell  Street,  San  Antonio  2,  Texas 

Two  years . Mrs.  Ralph  Eusden 

4360  Myrtle  Avenue,  Long  Beach  7.  Calif. 

Two  years  Mrs.  William  W.  Potter 

129  Kenesaw  Terrace,  Knoxville,  Tenn 


OFFICERS  OF  THE  AUXILIARY  TO  THE 
ARIZONA  MEDICAL  ASSOCIATION 
1950  - 1951 

President Mrs.  Benjamin  Herzberg 

1131  W.  Palm  Lane.  Phoenix 

President  Elect  Mrs.  Royal  W.  Rudolph 

El  Encanto  Estates,  Tucson 

1st  Vice  President Mrs.  Delbert  L.  Secrist 

2527  E.  Third  Street.  Tucson 

2nd  Vice  President  Mrs.  George  S.  Enfield 

335  W.  Cambridge  Ave.,  Phoenix 

Treasurer  Mrs.  Brick  P.  Storts 

El  Encanto  Estates,  Tucson 

Recording  Secretary  Mrs.  Alvin  Kirmse 

Whipple 

Corresponding  Secretary  Mrs.  Archie  Cruthirds 

1809  N.  13th  Ave.,  Phoenix 

Directors — Mrs.  Charles  Starns,  2934  Croydon  Drive.  Tucson 
Mrs.  Thomas  Bate,  305  W.  Cypress.  Pho:nix 
Mrs.  Phillip  Corliss,  Yuma,  Arizona 
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COMMITTEE  CHAIRMEN 

Bulletin Mrs.  Joseph  C.  Ehrlich 

310  W.  Granada  Road,  Phoenix 

Finance  Mrs.  R.  Lee  Foster 

2215  N.  11th  Ave.,  Phoenix 

Health  Mrs.  Donald  Carlson 

316  W.  Wilshire  Dr.,  Phoenix 

Legislation  Mrs.  Louis  Hirsch 

4745  Camino  Real,  Tucson 

Organization  Mrs.  Delbert  L.  Secrist 

2527  E.  Third  Street,  Tucson 

Parliamentarian  Mrs.  Jesse  D.  Hamer 

1819  N.  Eleventh  Avenue,  Phoenix 

Program  Mrs.  George  S.  Enfield 

335  W.  Cambridge  Ave.,  Phoenix 

Publicity  Mrs.  Matthew  Cohen 

934  W.  Palm  Lane.  Phoenix 

Public  Relations  Mrs.  L.  L.  Tuveson 

3318  N.  17th  Place  W„  Phoenix 

State  Student  Nurses’  Loan  Fund Mrs.  Carlos  Craig 

727  Encanto  Drive,  S.  E.,  Phoenix 


COUNTY  AUXILIARY  OFFICERS  FOR 
1949-1950 

GILA  COUNTY 

President  .Mrs.  Cyril  M.  Cron 

304  Live  Oak  Street,  Miami 

Vice-President Mrs.  A.  J.  Bosse 

135  N.  Sixth  Street,  Globe 

Secretary-Treasurer Mrs.  William  E.  Bishop 

605  S.  Third  Street,  Globe 


MARICOPA  COUNTY' 

President  Mrs.  Karl  S.  Harris 

16  East  Catalina  Avenue,  Phoenix 

President-Elect  Mrs.  Thomas  W.  Woodman 

3203  W.  Manor  Drive,  Phoenix 

1st  Vice-President  Mrs.  Archie  Cruthirds 

1809  N.  13th  Avenue,  Phoenix 

2nd  Vice-President  Mrs.  Robert  H.  Cummings 

2914  N.  17th  Avenue,  Phoenix 

Recording  Secretary ____Mrs.  John  R.  Green 

2221  N.  40th  Street,  Phoenix 

Corresponding  Secretary Mrs.  Zeph  B.  Campbell 

1626  Palmcroft  Drive,  Phoenix 

Treasurer  ..Mrs.  L.  L.  Tuveson 

3318  N.  17th  Place  West,  Phoenix 


PIMA  COUNTY 
OFFICERS 

President... Mrs.  Roy  Hewitt 

130  Camino  Miramonte 

President-Elect Mrs.  Brick  P.  Storts 

El  Encanto  Estates 

1st  Vice-President Mrs.  Leo  J.  Kent 

No.  4 La  Creciente 

2nd  Vice-President Mrs.  Richard  Hausmann 

2639  E.  8th 

Treasurer  — Mrs.  Kenneth  Baker 

5325  Camino  Real 

Recording  Secretary Mrs.  Darwin  Neubauer 

3017  E.  Lorretta  Dr. 

Corresponding  Secretary...' Mrs.  David  Engle 

322  N.  Olson  Ave. 


YAVAPAI  COUNTY 


President  Mrs.  J.  H.  Allen 

829  Country  Club  Drive,  Prescott 

Vice-President  ..  — Mrs.  Harry  Southworth 

Country  Club,  Prescott 

Treasurer  _ Mrs.  Melvin  Phillips 

829  Flora  Avenue,  Prescott 

Secretary  .'. 1 Mrs.  A.  G.  Wagner 


Doctors 

see 

Roy  Brooks 

about  your 
Plumbing 
and 

Heating 

PHONE  4-2215 

913  North  Seventh  St.  Phoenix,  Arizona 

• 

ACCIDENT  - HOSPITAL  - SICKNESS 

INSURANCE 


FOR  PHYSICIANS,  SURGEONS,  DENTISTS  EXCLUSIVELY 


$5,000.00  accidental  death  $8.00 

$25.00  weekly  indemnity,  accident  and  sickness  Quarterly 


$10,000.00  accidental  death  $16.00 

$50.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$15,000.00  accidental  death  $24.00 

$75.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$20,000.00  accidental  death  $32.00 

$100.00  weekly  indemnity,  accident  and  sickness  Quarterly 

Cost  has  never  exceeded  amounts  shown. 

ALSO  HOSPITAL  POLICIES  FOR  MEMBERS,  WIVES 
\ AND  CHILDREN  AT  SMALL  ADDITIONAL  COST 

85c  out  of  each  $1.00  gross  income 
used  for  members’  benefit 

$3,700,000.00  $16,000,000.00 

I N VESTED  ASSETS  PAID  FOR  CLAIMS 

3200,000  deposited  with  State  of  Nebraska  for  protection  of  our  members. 

Disability  need  not  be  incurred  in  line  of  duty  — benefits 
from  the  beginning  day  of  disability. 

PHYSICIANS  CASUALTY  ASSOCIATION 
PHYSICIANS  HEALTH  ASSOCIATION 

48  years  under  the  same  management 
400  First  National  Bank  Building  Omaha  Z,  Nebraska 
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^ LONG  BEFORE  I 
GOT  THE  DOCTOR'S 
report;  I KNEW 
CAMELS  AGREED  WITH 
MY  THROAT.  THEY 
SMOKE  SO  MILD— 
AND  THEY  ARE  SO 
GOOD-TASTING  ! 


Throat  Specialists  report  on 
30-day  test  of  Camel  smokers: 


Not  one 
single  case  of 
throat  irritation 
due  to  smoking 
Camels ! 


THAN  ANY  OTHER  CIGARETTE 


Yes,  doctors  smoke  for  pleasure,  too!  In  a nationwide  survey,  three  independent  research  organi- 
zations ••bed  113,597  doctors  what  cigarette  they  smoked.  The  brand  named  most  was  Camel* 


R.  J.  Reynolds  Tobacco  Co.,  Winston-Salem,  N.  C. 


Yes,  these  were  the  findings  of  throat  spe- 
cialists after  a total  of  2,470  weekly  exami- 
nations of  the  throats  of  hundreds  of  men 
and  women  who  smoked  Camels  — and  only 
Camels  — for  30  consecutive  days. 


ACCORDING  TO  A NATIONWIDE  SURVEY: 


More  Doctors  Smoke  Camels 


* m 


to  florida 


in  december 


Pollens  may  invade  the  air  as  early  as  January  in 
California  and  last  through  December  in  Florida. 

wherever  hay  fever  may  be 

and  whatever  the  pollens,  a valued  measure  of  symptomatic 
relief  can  be  expected  in  most  patients  with 


Trimeton* 

(brand  of  prophenpyridamine) 


Trimeton,®  one  of  the  first  of  the  more 
potent  antihistaminic  compounds, 
continues  to  be,  as  always,  a reliable 
means  of  making  the  hay  fever  sufferer 
more  comfortable.  Because  the 
incidence  of  side  effects  is  relatively 
low,  it  is  rarely  necessary  to 
discontinue  Trimeton. 


Packaging:  Trimeton  Tablets 
(prophenpyridamine)  25  mg. 

Bottles  of  100  and  1000  scored  tablets. 
Trimeton  Maleate  Elixir  containing 
7.5  mg.  per  teaspoonful  is  available 
in  bottles  of  4 and  16  oz. 

Patients  taking  Trimeton  should  be 
informed  of  the  nature  of  side  effects 
common  to  all  antihistamines. 


CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


TRIMETON  * 
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boxing  the 


compass  in  infant  nutrition 


North,  East,  South,  West— for  every  type  of  nutritional  requirement,  there  is  a 
Borden  prescription  product  scientifically  designed  to  .meet  the  problem. 

BlOLAC,  Borden’s  improved,  evaporated-type  liquid  modified  milk,  provides  for 
all  the  known  nutritional  needs  of  early  infancy  except  vitamin  C. 

DRYCO,  a high-protein,  low-fat  powdered  milk,  serves  as  a valuable  food  in  itself 
and  as  a versatile  base  assuring  ample  protein  intake  plus  vitamins  A and  D. 
MULL-SOY  is  the  answer  to  milk  allergies— an  emulsified  hypo-allergenic  soy  food 
approximating  milk.  GERILAC,  a spray-dried  whole  milk  and  skim  milk  powder, 
supplies  elderly  patients  with  high  quality  protein,  calcium  and  iron,  and  also  vita- 
mins A,  D,  B and  C.  BETA  Lactose  promotes  normal  intestinal  flora  and  acidity 
when  used  as  a carbohydrate  modifier.  KLIM  is  powdered  pasteurized  whole 
milk,  spray-dried  for  rapid  solubility,  convenient  in  hot  climates  and  during  travel. 

These  Borden  products  conform  to  the  requirements  of  the  Council  on  Foods 
and  Nutrition  and  the  Advertising  Committee  of  the  American  Medical  Association 
and  are  available  only  in  pharmacies.  We  welcome  inquiries  from  physicians. 
Write  for  professional  literature  and  attractive  practical  Recipe  Books. 

The  Borden  Company,  Prescription  Products  Division 
350  Madison  Avenue,  New  York  17 


The  carefully  adjusted,  low  surface  tension  of  Koromex  Jelly  and  Cream, 
assures  even  spreading  over  the  entire  vaginal  mucosa.  This  results  in 
greater  penetration,  increased  barrier  action  and  faster  spermicidal  time 


A CHOICE  OF  PHYSICIANS 


mmmm 
limm 


ISIlll 


HOLLAND. RANTOS  COMPANY,  INC.  • 145  HUDSON  STREET,  NEW  YORK  13,  N.  Y. 


MERLE  L.  YOUNGS 


PRESIDENT 
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in  Surgical  and 

Other  Infections  A U R E O IVI  Y C I N 


r 


Surgeons  are  now  generally  coming  to  the  conclusion 
that  the  use  of  aureomycin  preoperatively  and  post- 
opera tively  in  all  cases  is  worthwhile  insurance  against 
infection.  This  is  particularly  true  in  infections  in- 
volving the  peritoneum. 

Aureomycin  has  also  been  found  effective  for  the  con- 
trol of  the  following  infections:  African  tick-bite  fever, 
acute  amebiasis,  bacterial  and  virus-like  infections  of 
the  eye,  bacteroides  septicemia,  boutonneuse  fever, 
acute  brucellosis,  Gram-positive  infections  (including 
those  caused  by  streptococci,  staphylococci,  and  pneu- 
mococci), Gram-negative  infections  (including  those 
caused  by  the  coli-aerogenes  group),  granuloma  in- 
guinale, H.  influenzae  infections,  lymphogranuloma 
venereum,  primary  atypical  pneumonia,  psittacosis 
(parrot  fever),  Q,  fever,  rickettsialpox,  Rocky  Moun- 
tain spotted  fever,  subacute  bacterial  endocarditis  re- 
sistant to  penicillin,  tularemia  and  typhus. 

Capsules:  Bottles  of  25,  50  mg.  each  capsule. 

Bottles  of  16,  250  mg.  each  capsule. 

Ophthalmic:  Vials  of  25  mg.  with  dropper;  solution 

prepared  by  adding  5 cc.  of  distilled  water. 


LEDERLE  LABORATORIES  DIVISION  AMERICA* 


' company  30  Rockefeller  Plaza,  New  York  20,  N.  Y. 
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PHOSPHO-SODA  (FLEET) 


Gentle,  Effective  Action 

Phospho-Soda  (Fleet's*  action  is  prompt  and  thorough,  free 
from  any  disturbing  side  effects.  That's  why  so  many  modern 
authoritative  clinicians  endorse  it... why  so  many  thousands 
of  physicians  rely  on  it  for  effective,  yet  judicious  relief  of  con- 
stipation. Liberal  samples  will  be  supplied  on  request. 

* Phospho-Soda  (Fleet)  is  a solution  containing  in  each  100  cc.  sodium  biphosphate  48  Gm.  and  sodium 
phosphate  18  Gm.  Both  'Phospho-Soda'  and  'Fleet'  are  registered  trade  i^arks  of  C.  B.  Fleet  Company,  Inc. 

C.  B.  FLEET  CO.,  INC.  • lynchburg,  Virginia 

o 


ACCEPTED  FOR  ADVERTISING  BY  THE  JOURNAL  OF  THE  AMERICAN  MEDICAL  ASSOCIATION 


• Many  chronic  asthmatics  have  been  restored  to  activity— 
and  maintained  that  condition  — by  controlling  attacks 
with  Norisodrine  powder  inhalation. 

Using  the  Aerohalor®,  Abbott’s  powder  inhaler,  and  a 
cartridge  containing  Norisodrine  Powder,  the  patient 
inhales  three  or  four  times  and  the  bronchospasm  usually 
ends  quickly.  This  take-it-with-you  therapy  is  effective 
against  mild  as  well  as  severe  forms  of  asthma. 

Proved  by  clinical  investigation1’2,  Norisodrine  is  a 
bronchodilator  with  relatively  low  toxicity.  Few  side-effects 
result  when  the  drug  is  properly  administered  and  these 
are  usually  minor.  Before  prescribing  Norisodrine, 
however,  please  write  to  Abbott  Laboratories, 

North  Chicago,  Illinois,  for  literature.  This  tells  how  to 
establish  individual  dosage  and  precautions  to  be  taken. 
Norisodrine  Sulfate  powder  10%  and  25%  is  supplied 
'-'-'in  multiple-dose  Aerohalor*  Cartridges,  with  rubber 
caps,  three  to  an  air-tight  vial.  The  n n • • 

Aerohalor  is  prescribed  separately.  vXIMjCTLC 


♦Trade  Mark  for  Abbott  Sifter  Cartridge 


. Krasno,  L.R.,  Grossman,  M.I.,  and  Ivy, 
A.C.  (1949),  The  Inhalation  of  l-(3',4'-Di- 
hydroxyphenyl)-2-Isopropylaminoethanol 
(Norisodrine  Sulfate  Dust),  J.  Allergy, 
20:111,  March.  2.  Krasno,  L.R.,  Gross- 
man,  M.,  and  Ivy,  A.C.  (1948),  The  In- 
halation of  Norisodrine  Sulfate  Dust, 
Science,  108:476,  Oct.  29. 


NOTE 
THE  NAME 


(Isopropylarterenol  Sulfate,  Abbott) 


ALWAYS  READY  FOR  USE  WHEN  THE  NEED 


ARISES 
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REPAIR  ■ MANUFACTURE 
DEVELOPMENT 

The 

SCOTT  TECHNICAL  INSTRUMENT  CO. 
of  Phoenix  has  the  complete  facilities  for 
the  development,  manufacture,  and  re- 
pair of  all  types  of  scientific  instruments, 
including  optics. 

If  you  have  any  problems  in  this  line 
please  call  on  us  at  any  time. 

333  North  Third  Ave.,  Phoenix,  Arizona 
Phone  3-9003 


SPENCER 

SUPPORTS 

Are  Individually 
Designed 

To  aid  the  doctor's 
treatment  of  back  de- 
rangements; following 
spinal,  abdominal,  or 
breast  operations;  dis- 
placed internal  organs, 
movable  kidney;  in- 
operable hernia;  and 
other  disabilities. 


SPENCER  SUPPORT  SHOP 

W.  B.  & Maude  Keen,  Dealers 

Phone  :}-4(>23  706  N.  First  Street 

Phoenix,  Arizona 


WAYLAND’S 

TWO  STORES 


Wayland's  Prescription  Pharmacy 
13  E.  Monroe  Street 
Phone  4-4171 

Wayland's  McKinley  Pharmacy 
138  W.  McKinley  Street 
Phone  4-7243 

PHOENIX,  ARIZONA 
❖ 

FREE  DELIVERY 


No  wonder  drug  - a sure  prescription 
for  security  is  a savings  account, 
strengthened  by  regular  deposits. 
Write  this  prescription  for  yourself  - 
open  a federally  insured  savings  ac- 
count now  and  let  your  investment 
earn  2%  dividends  for  you. 


FIRST  FEDERAL 


SAYINGS  Q&M: 


(TnniJt)' 

30  WEST  ADAMS,  PHOENIX 


JOSEPH  C RICE,  f 


148  E.  SECOND  ST.,  YUMA 
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The  . . . estrogen 
preferred  by  us  is 
'Premarin, ’ a mixture 
of  conjugated  estrogens, 
the  principal  one 
of  which  is 
estrone  sulfate.” 

Hamblen,  E.  C.:  North  Carolina  M.J.  7:533  (Oct.)  1946. 


In  treating  the  menopausal  syndrome 
with  “Premarin”  Perloff*  reports  that 
“Ninety-five  and  eight  tenths  per  cent 
of  patients  treated  with  3.75  mg. 
or  less  daily  obtained  complete  relief 
of  symptoms”;  also,  “General  tonic 
effects  were  noteworthy  and  the  greatest 
percentage  of  patients  who  expressed 
clear-cut  preferences  for  any  drug 
designated  ‘Premarin!” 

Thus,  the  sense  of  “well-being” 
usually  imparted  represents  a “plus”  in 
“Premarin”  therapy  which  not  only 
gratifies  the  patient  but  is  conducive  to 
a highly  satisfactory  patient-doctor 
relationship. 

Four  potencies  of  “Premarin” 
permit  flexibility  of  dosage:  2.5  mg., 
1.25  mg.,  0.625  mg.  and  0.3  mg.  tablets; 
also  in  liquid  form,  0.625  mg.  in 
each  4 cc.  (1  teaspoonful) . 

•PerlofT,  W.  H.:  Am.  J.0bst.&  G’  occ.  58:684  (Oct.)  1949. 


While  sodium  estrone  sulfate  is  the  principal  estrogen  in 
“Premarin”  other  equine  estrogens. ..estradiol,  equilin, 
equilenin,  hippulin...are  probably  also  present  in  varying 
amounts  as  water-soluble  conjugates. 


Estrogenic  Substances  (water-soluble)  also  known  as  Conjugated  Estrogens  ( equine) 

Ayerst,  McKenna  & Harrison  Limited 
22  East  40th  Street,  New  York  16,  N.  Y. 
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cf(ainbow  Water 

★ 

A constantly  reliable  bottled  water  . . 
Pure  . Fresh  . . . Naturally  Soft 
Untreated  . . Sterilized  Equipment 

Delivered  Also  Distilled  Water 

* 

PHONE  2-4645 
* 

RAINBOW  WATER  CO. 

332  East  Seventh  Tucson 


. ; - ' , 

> 


■■  m. 

-m . 


• ■ . -• 
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Medical  & Dent 

FINANCE  BUREAU 


407  PROFESSIONAL  BLDG.  • PHOENIX,  ARIZONA 
PHONE  4-4688 

Geo  E.  Richardson,  Pres 


* Convenient  monthly  payments 
for  the  patient. 

*Cash  for  the  doctor. 

* Doctor  does  not  guarantee 
payment. 


AN  ETHICAL 
FINANCIAL  SERVICE 
FOR  YOUR  PATIENTS- 
FOUNDED  1936 

* ^ 


ITARIUM 


MEDICAL  STAFF 

CHARLES  W.  THOMPSON,  M.D.,  F.A.C.P.,  Director 
CLIFTON  H.  BRIGGS,  M.D.,  F.A.C.S.,  Associate  Director 
ETHEL  FANSON,  M.D.  CARLOS  F.  SACASA,  M.D. 

DOUGLAS  R.  DODGE,  M.D.  HERBERT  A.  DUNCAN,  M.D 
KENNETH  P.  NASH,  M.D. 


PASADENA,  CALIFORNIA 


The  famous  English  poet,  Algernon  Charles  Swinburne,  who  began  to  show 
signs  of  epilepsy  at  the  age  of  25,  is  a prominent  example  that  despite  epilepsy 
a man  may  develop  to  true  greatness. 

Comparative  studies  have  shown  that  in  some  cases  better  control  of  grand 
mal  as  well  as  petit  mal  seizures  can  be  obtained  with  Mebaral  than  with 
corresponding  doses  of  other  antiepileptic  drugs. Mebaral  produces  tranquillity 
with  little  or  no  drowsiness.  It  is  particularly  desirable  not  only  in  epilepsy 
but  also  in  the  management  of  anxiety  states  and  other  neuroses.  The  fact 
that  Mebaral  is  almost  tasteless  simplifies  its  administration  to  children. 
Average  dose  for  children  Vi  to  3 grains,  adults  3 to  6 grains  daily.  Tablets 
Vi,  1 Vi  and  3 grains. 
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LIVERMORE  SANITARIUM 


• The  Hydropathic  Department 
devoted  to  the  treatment  of  gen- 
eral diseases,  excluding  surgical 
and  acute  infectious  cases.  Special 
attention  given  functional  and  or- 
ganic nervous  diseases.  A well 
equipped  clinical  laboratory  and 
modern  X-ray  Department  are  in 
use  for  diagnosis. 


• The  Cottage  Department  (for 
mental  patients)  has  its  own  fa- 
cilities for  hydropathic  and  other 
treatments.  It  consists  of  small 
cottages  with  homelike  surround- 
ings, permitting  the  segregation  of 
patients  in  accordance  with  the 
type  of  psychosis.  Also  bungalows 
for  individual  patients,  offering 
the  highest  class  of  accommoda- 
tions with  privacy  and  comfort. 


1. 

2. 

3. 


GENERAL  FEATURES 

Climatic  advantages  not  excelled  in  United  States.  Beautiful  grounds  and  attractive  surrounding  country. 

Indoor  and  outdoor  gymnastics  under  the  charge  of  an  athletic  director.  An  excellent  Occupational  Department. 

A resident  medical  staff.  A large  and  well-trained  nursing  staff  so  that  each  patient  is  given  careful  individual  attention. 


Information  and  circulars  upon  request. 


Address:  O.  B.  JENSEN,  M.D. 
Superintendent  and  Medical  Director 
Livermore,  California 
Telephone  3 1 3 


CITY  OFFICES: 


San  Francisco 

450  Sutter  Street 
GArfield  1-5040 


Oakland 

1624  Franklin  Street 
GLencourt  1-5988 


conipm.'iNC..  ne* 


FOR  INFANT  FEEDING 
IN  HOT  WEATHER 


A : 

■ 


i i H 


...  at  home 


...away 


Hot  summer  months  need  bring  no  infant 
feeding  problems.  Lactogen  fed  babies  1A- 
keep  happy,  healthy.  When  refrigeration  S\1 
isnot  available  feedings  maybe  prepared 
as  needed. 


LACTOGEN® 

+ WATER 

= FORMULA 

1 level 

2 fl.  ozs. 

2 fl.  ozs. 

tablespoon 

(20  Cals,  per 

(40  Cals.) 

fl.  oz.) 

sills 


1 . 

1 ! ; 

M p* 
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when  an  Orthopedic 

MATTRESS  IS  INDICATED 

Restful,  healthful  body  adjustment  is 
supplied  by  the  Spring  Air  Back  Supporter 
Mattress,  with  its  high  density  construction 
of  lightly  compressed  coils  of  extra  large 
diameter.  Made  of  conventional,  time-proven 
materials,  to  a new  design  which 
provides  positive  back  support  without 
interfering  with  circulation.  See  it 
at  your  favorite  furniture  store  . . . 
recommend  it  with  confidence. 


Manufactured  in  Phoenix  by 
SOUTHWEST  MATTRESS  CO. 
1710  EAST  WASHINGTON  ST. 
PHOENIX,  ARIZONA 


ARIZONA  GOAT 
DAIRY 

"It's  A Good  Food" 

Carl  G.  Wilson,  M.  D.,  of  Palo  Alto,  Calif., 
states : “I  am  irrevocably  convinced  that 
goat’s  milk  is  the  best  substitute  for  hu- 
man milk  for  infant  feeding,  not  only  be- 
cause of  its  close  similarity  chemically  and 
physically,  but  also  the  readiness  with 
which  the  infant’s  digestive  organs  receive 
and  digest  goat’s  milk.” 

Health  Department  License 
Grade  A Pasteurized 

1551  E.  Bethany  Home  Road 
Phoenix,  Arizona 

Phone  5-4988 
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CHOICE  OF  DOSAGE  ROUTES 
VARIED  POTENCIES  A 

Clinical  observations  confirm  the 
value  of  Schieffelin  BENZESTROL 
in  securing  estrogenic  therapy 
benefits  while  reducing  the  like- 
lihood of  untoward  side-effects. 


Schieffelin  8 Co. 

Pharmaceutical  and  Research  Laboratories 
20  Cooper  Square  • New  York  3,  N.Y 


Samples  and  literature  on  request. 


Schieffelin  BENZESTROL 
Elixir  — 15  mg.  per  fluid  ounce  — 
pint  bottles. 


Oral:  Schieffelin  BENZESTROL 
tablets  — 0.5,  1.0  mg.  1 00's  — 1 000's. 
2.0,  5.0  mg.  50’s  — 100’s—  1 000’s. 


Local:  Schieffelin  BENZESTROL 
Vaginal  Tablets  — 0.5  mg.  — 100's. 


Intramuscular  Schieffelin  BENZESTROL 
Solution  — 5.0  mg.  per  cc.—  10  cc.  vials. 
Aqueous  suspension  — 1 cc.  amps. 


SEE  THE  A.  M.  A.  ACCEPTED 

BURDICK 

DIRECT  - RECORDING 

ELECTROCARDIOGRAPH 


distributed  in  Arizona  by — 

Standard  Surgical  Supply  Cov  Inc. 


Phoenix 


T ucson 
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THE  DIAGNOSIS  OF  PATENT  FORAMEN  OVALE  IN  CASES 
OF  CONGENITAL  PULMONARY  STENOSIS,  INCLUDING 
ONE  CASE  OF  LEVOCARDIA 

MARCY  L.  SUSSMAN,  M.  D  *  * 

BERNARD  M.  SCHWARTZ,  M.  D. 

SIGMUND  A.  BRAHMS,  M.  D.t 
FREDERICK  H.  KING.  M.  D. 


A/fOST  instances  of  congenital  pulmonary 
stenosis  are  associated  with  other  defects, 
particularly  those  which  comprise  the  tetralogy 
of  Fallot,  namely,  interventricular  septal  defect, 
dextroposition  of  the  aorta,  and  hypertrophy  of 
the  right  ventricle.  Pulmonary  stenosis  with  in- 
tact interventricular  septum,  often  designated 
“pure”  or  “isolated”  pulmonary  stenosis,  oc- 
curs less  frequently  than  the  tetralogy,  but  is 
not  rare.  In  Abbott’s  series  of  one  thousand 
cases  of  congenital  heart  disease1,  2,  there  were 
85  cases  of  pulmonary  stenosis  associated  with 
a defect  in  the  interventricular  septum  and  25 
cases  of  pulmonary  stenosis  with  an  intact  inter- 
ventricular septum. 

A fact  not  generally  appreciated  is  that  a 
large  percentage  of  cases  of  pulmonary  stenosis 
with  intact  interventricular  septum  is  associated 
with  patent  foramen  ovale.  Of  Abbott’s  25  cases 
of  pulmonary  stenosis  with  closed  interventricu- 
lar septum,  16  were  in  this  group.  In  a similar 
series  of  11  cases  reported  by  Currens,  Kinney, 
and  White3,  6 had  a patent  foramen  ovale.  There 
are  other  recent  reports  of  such  cases.4,  5’  8'  9 
In  the  literature3,  4 cases  of  pulmonary  sten- 
osis with  intact  interventricular  septum  are  often 
called  “isolated”  or  “pure”  pulmonary  sten- 
osis, regardless  of  whether  the  foramen  ovale 
is  patent  or  not.  The  latter  is  not  only  signifi- 
cant from  the  physiological  but  also  from  the 
therapeutic  point  of  view  because  cases  of  pul- 

From the  Cardiovascular  Research  Group,  The  Mount  Sinai 
Hospital,  New  York  City. 

These  studies  were  aided  bv  grants  from  the  Linde  Air  Prot- 
ucts,  Isaac  Scrneierson  Foundation,  and  the  Dazian  Foundation 
for  Medical  Research. 

t Fellow  of  the  Dazian  Foundation  for  Medical  Research. 

* Now  of  Phoenix,  Arizona. 


monary  stenosis  with  intracardiac  shunt  result- 
ing in  cyanosis  may  be  amenable  to  ameli- 
oration by  the  Blalock6  or  Potts7  procedures, 
whereas  cases  of  truly  isolated  pulmonary  sten- 
osis are  at  present  not  thus  remediable.  The 
recent  articles  of  Seltzer,  et  al.8  Allenby  and 
Campbell9,  and  Burchell  and  Wood20  have  served 
to  clarify  the  clinical  significance  of  a patent 
foramen  ovale  in  conjunction  with  pulmonary 
stenosis. 

The  diagnosis  of  these  cases  is  further  com- 
plicated by  the  fact  that  the  tetralogy  of  Fallot 
also  is  frequently  accompanied  by  a patent  fora- 
men ovale.  Of  Abbott’s  85  cases  of  pulmonary 
stenosis  with  interventricular  septal  defect,  34 
were  in  this  group.  Command10  also  has  found 
by  cardiac  catheterization  that  a physiologically 
significant  interatrial  septal  defect  not  infre- 
quently complicated  the  tetralogy.  However, 
when  an  interatrial  septal  defect  and  pulmonary 
stenosis  are  present,  the  presence,  in  addition, 
of  an  interventricular  septal  defect  or  overriding 
aorta  can  be  determined  only  when  the  cardiac 
catheter  passes  from  the  right  ventricle  into  the 
aorta  or  when  the  right  ventricular  blood  bas  a 
significantly  higher  oxygen  content  than  the 
right  atrial  blood.11 

Recently  we  studied  three  patients  with  pul- 
monary stenosis  and  interatrial  septal  defect  by 
means  of  angiocardiography12  and  cardiac  cathe- 
terization13, in  addition  to  the  usual  clinical 
procedures.  In  one  case  the  diagnosis  was  con- 
firmed by  autopsy.  In  the  last  two  cases,  the  dif- 
ficulty in  excluding  an  over-riding  aorta  is  em- 
phasized. Finally,  the  last  case  is  one  of  the  few 
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cases  of  levocardia  in  which  the  diagnosis  lias 
been  established  during  life. 

CASE  I 

V.  B.,  a 2-year-old  girl,  was  admitted  to  the 
hospital  January  7,  1948,  because  of  increasing 
cyanosis  during  the  previous  six  months.  At 
the  age  of  one  month,  the  infant  choked  during 
her  feedings.  She  was  considered  to  have  an  en- 
larged thymus  and  radiotherapy  was  adminis- 
tered with  relief  of  symptoms.  At  the  age  of  12 
months,  a cardiac  murmur  was  heard,  but  no 
cyanosis  -was  evident.  She  had  an  attack  of 
“croup"  at  this  time.  At  the  age  of  17  months, 
cyanosis  and  easy  fatigability  were  noted.  At 
the  age  of  20  months  pronounced  cyanosis  of  the 
fingers  and  toes  was  present. 

Physical  examination  showed  an  underdevel- 
oped infant  with  deep  cyanosis  of  the  lips,  fin- 
gers and  toes,  and  clubbing  of  the  fingers  and 
toes.  The  precordium  bulged  at  the  left  of  the 
lower  sternum.  No  thrill  was  palpable.  A long, 
loud,  harsh  systolic  murmur,  heard  over  the 
entire  precordium,  was  loudest  to  the  left  of 
the  manubrium.  The  second  pulmonary  sound 
was  louder  than  the  aortic.  An  auricular  sound 
was  heard.  Blood  pressure  was  104/72  in  the 
right  arm  and  98/78  on  the  left.  The  peripheral 
pulses  were  of  good  amplitude. 

The  electrocardiogram  revealed  right  axis 
deviation  and  inversion  of  T-2  and  T-3.  The  pre- 
cordial and  unipolar  limb  leads  were  indicative 
of  right  ventricular  hypertrophy.  The  phono- 
cardiogram  confirmed  the  presence  of  a long  sys- 
tolic murmur,  with  more  high  than  low  fre- 
quencies, to  the  left  of  the  manubrium. 

Fluoroscopy  showed  the  heart  to  be  enlarged 
towards  the  left  due  to  right  ventricular  en- 
largement. The  main  pulmonary  artery  and  the 
hilar  branches  were  small  (Fig.  1).  The  aortic 
knob  was  normal.  There  was  no  deviation  of  the 
barium  filled  esophagus. 

Cardiac  catheterization  and  angiocardiography 
were  performed  on  January  14th,  1948.  Under 
sodium  pentobarbital-avertin  anesthesia,  the 
right  saphenous  vein  was  isolated,  and  the  cathe- 
ter passed  easily  up  the  inferior1  vena  cava 
through  the  right  atrium  into  the  right  ventricle. 
At  the  region  of  the  pulmonary  valve,  however, 
the  catheter  met  with  an  obstruction  and  could 
not  be  passed  into  the  pulmonary  artery.  At- 
tempts to  aspirate  blood  through  tin1  catheter  in 
this  position  were  unsuccessful.  Slight  with- 
drawal of  the  catheter  enabled  the  operator  to 
aspiratb  blood  from  the  outflow  tract  of  the 
right  ventricle.  Blood  was  later  taken  from  a 
ventricular  site  closer  to  the  tricuspid  valve.  The 
catheter  tip  was  withdrawn  into  the  right  atrium 
and  again  advanced.  It  was  again  observed  to 
move  towards  the  left  but  at  a more  cephalad 
level  than  previously  when  the  right  ventricle 
was  entered.  The  tip  of  the  catheter  reached  the 


Figure  I.  Case  I. 


Upper — conventional  postero-anterior  view. 

Lower — tip  of  catheter  in  left  atrium  having 
passed  through  an  interatrial  septal  defect 
(oxygen  content  in  left  atrium  12.4  volumes 
per  cent,  in  right  atrium  8.5  volumes  per  cent. 


left  cardiac  border  below  the  prominence  of  the 
pulmonary  artery  (Fig.  I)  and  then  curved 
caudally  along  this  border  for  a short  distance 
beyond  which  it  could  not  be  manipulated.  The 
opinion  was  that  the  left  atrium  had  been  en- 
tered through  a defect  in  the  interatrial  septum. 
This  was  confirmed  by  the  oxygen  determina- 
tions on  the  blood  samples  (Table  I,  Column  1) 
and  by  the  angiocardiogram.  A sample  of  blood 
obtained  from  the  right  femoral  artery  on  the 
folloiwng  day  (Table  1,  Column  1)  showed  only 
57%  saturation  with  oxygen. 

Angiocardiography  (Fig.  II)  demonstrated 
diodrast  in  the  left  atrium  simultaneously  with 
initial  visualization  of  the  right  atrium.  Only 
two  cardiac  systoles  occurred  between  the  latter 
and  opacification  of  the  aorta.  The  right  ven- 
tricle was  dilated  as  was  the  pulmonary  artery, 
It  was  impossible  to  determine  if  diodrast  had 
reached  the  aorta  by  traversing  the  left  atrium 
and  the  left  ventricle  or  from  the  right  ventricle 
by  way  of  an  overriding  aorta. 

The  child  finally  lapsed  into  coma  and  died, 
apparently  from  anoxia  on  January  23,  1948. 

At  post  mortem  examination  the  heart  was 
found  to  be  at  least  double  the  expected  weight. 
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TABLE  I 

OXYGEN  CONTENT  AND  SATURATION  OF  BLOOD  OBTAINED  BY 
CARDIAC  CATHETERIZATION 


CASE 

I 

CASE 

n 

CASE 

in 

0.,  Content 

% Satn. 

0.,  Content 

% Satn. 

0„  Content 

% Satn. 

Volume  % 

Volumes  % 

Volumes  % 

Superior  Vena  Cava.. 

— 

10.1 

58 

7.2 

40 

Inferior  Vena  Cava  .. 

..  9.2 

49 

— 



Right  Auricle  

..  8.2 

43 

— 

7.0 

4.8** 

27** 

Right  Ventricle  

..  8.8 

47 

8.7 

50 

6.4 

36 

8.5 

45 

( 1.1  ) *** 

( 6 ) * * 

Left  Auricle  

..  12.4 

66 

16.9 

98 

Pulmonary  Vein  

— 

17.1 

99 

— 

Brachial  or 

Femoral  Artery  

..  10.8* 

57* 

15.7 

91 

11.4 

64 

* Arterial  blood  drawn  on  day  after  catheterization. 

**  This  was  the  sample  in  which  an  abrupt  color  change  was  visible  while  it 
was  being  withdrawn. 

***  Probably  coronary  sinus. 


It  Avas  enclosed  in  a well  developed  pericardial 
sac,  with  no  increase  in  pericardial  fluid.  The 
inferior  and  superior  venae  cavae  were  dilated. 
The  right  atrium  and  its  appendage  were  greatly 
dilated  and  hypertrophied.  The  thickness  of  the 
right  ventricle  was  0.6  cm.  The  tricuspid  valve 
AAras  very  large  but  well  formed,  and  had  a cir- 
cumference at  its  base  of  4.  cms.  The  pulmonary 
valve  was  an  almost  solid  membrane,  1.2  cm.  in 
diameter,  whose  cusps  were  completely  fused 
except  for  an  ostium  2 mm.  in  diameter  at  the 
center  of  the  membrane.  This  constituted  the 
only  intracardiac  orifice  through  which  blood 
could  pass  from  the  heart  to  the  lungs.  The 
pulmonary  artery  and  its  branches  were  thin 
and  considerably  dilated  above  the  valve. 
The  completely  obliterated  ductus  arteriosus  was 
in  its  usual  situation  about  3 cm.  above  the  \ren- 
tricles.  The  pulmonary  veins  were  not  dilated 
and  emptied  into  a small  left  atrium.  The  mitral 
valve  was  Avell  formed  and  had  a circumference 
of  4 cm.  The  left  ventricle  was  hypertrophied 


Upper — left  oblique  angiocardiogram,  showing 
simultaneous  visualization  of  the  atria  and 
aorta.  The  arrow  points  to  the  left  atrium. 

Lower — postero-anterior  angiocardiograms.  The 
arrow  on  the  right  indicates  diodrast  in  the  left 
atrium  visualized  simultaneously  with  the 
right  atrium.  The  arrow  on  the  left  points  to 
dilated  pulmonary  artery. 


with  a muscle  thickness  of  0.5  cm.  A patent 
foramen  ovale  measured  1 cm.  in  diameter.  The 
aortic  valve  was  not  unusual.  The  aorta  itself 
Avas  Avell  formed  and  of  uniform  caliber  though 
someAvhat  dilated.  The  coronary  arteries  orig- 


Figure  II.  Case  I. 
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inated  at  the  usual  locations  and  were  normal  in 
size.  The  lumina  of  the  bronchial  and  intercostal 
arteries  were  not  more  than  1 mm.  in  diameter. 
The  ribs  showed  no  notching.  The  azygos  vein 
was  3 mm.  in  diameter  and  was  distended  with 
blood.  Pronounced  endocardial  fibrosis  was 
found  in  the  outflow  tracts  of  both  ventricles 
and  in  the  right  atrium.  The  lungs  showed  areas 
of  focal  congestion. 

There  was  superficial  infection  in  the  opera- 
tive wound.  The  inferior  vena  cava  and  its  trib- 
utaries from  the  right  thigh  were  carefully  ex- 
posed and  explored  to  and  below  the  site  of  pre- 
vious surgical  exposure  of  the  saphenous  sys- 
tem. No  thrombi  were  found  and  blood  could  be 
expressed  freely  from  the  iliac  and  femoral  veins. 
No  evidence  of  thrombophlebitis  or  abscess  was 
found. 

COMMENT 

This  case  is  a classical  example  of  the  valvular 
type  of  pulmonary  stenosis  with  patent  foramen 
ovale.  There  were  no  other  defects.  A note- 
worthy feature  was  the  acyanotic  period  early  in 
life  followed  by  the  appearance  of,  and  fairly 
rapid  increase  in.  cyanosis.  The  diagnosis  of  an 
interatrial  septal  defect  was  established  during 
life,  first,  by  the  passage  of  the  catheter  from 
the  right  atrium  into  what  was  interpreted  to  be 
the  left  atrium ; second,  by  the  finding  that  the 
blood  oxygen  content  in  the  latter  region  was 
higher  than  in  the  right  atrium;  and,  third,  by 
the  angiocardiographic  demonstration  that  the 
area  reached  by  the  catheter  was  indeed  the  left 
atrium  which  was  visualized  directly  after  dio- 
Irast.  was  recognized  in  the  right  atrium  and 
before  the  pulmonary  vessels  were  opacified. 

The  low  blood  oxygen  saturation  in  the  left 
atrium  (66%),  though  higher  than  that  in  the 
right  atrium,  also  suggested  interatrial  right-to- 
left  shunt  and  consequent  admixture  of  venous 
and  arterial  blood  in  the  left  atrium  since  there 
was  no  reason  to  suspect  incomplete  oxygenation 
in  the  lungs.  How  completely  oxygenation  oc- 
curred in, the  lungs  was  not  investigated  during 
life,  but  at  the  post  mortem  examination  there 
was  no  microscopic  evidence  of  pulmonary  vas- 
cular disease.  It  is  doubtful  that  the  areas  of 
focal  congestion  in  the  lungs  were  sufficiently 
extensive  to  have  caused  the  high  degree  of  un- 
saturation  of  the  left  atrial  blood. 

In  this  connection,  patient  No.  8 of  Brannon, 
Weens,  and  Warren14  is  of  interest.  In  their  pa- 
tient, a 3ft-  year-old  man,  who  had  developed  cya- 
nosis and  polycythemia,  the  presence  of  an  inter- 
atrial septal  defect  was  established  when  cardiac 
catheterization  showed  the  blood  oxygen  content 


in  the  right  atrium  (12.4  Volumes  per  cent)  to 
be  considerably  higher  than  that  in  the  superior 
vena  cava  (7.9  volumes  per  cent).  Arterial  oxy- 
gen saturation  was  only  67  per  cent.  The  ob- 
servations that  oxygen  inhalation  increased  the 
saturation  to  88  per  cent  and  that  some  of  the 
pulmonary  branches  showed  a “moderately  in- 
creased pulsation,  whereas  others  had  practical- 
ly no  pulsatory  volume  changes,”  led  them  to 
postulate  the  coexistence  of  intrapulmonary  vas- 
cular disease.  Post  mortem  examination  con- 
firmed their  conclusions.15  This  case  illustrates 
how  increased  blood  flow  to  the  lungs  may  lead 
to  secondary  pulmonary  changes.  That  decreased 
blood  flow  may  also  lead  to  alterations  in  the 
pulmonary  vessels  has  recently  been  shown  by 
Itich1B  who  found  intravascular  thrombi  in  cases 
of  tetralogy. 

The  dilatation  of  the  pulmonary  artery,  dem- 
onstrated by  angiocardiography,  is  interesting 
since  it  is  likely  that  the  pulmonary  artery  pres- 
sure was  low.  The  latter  is  suggested  by  the  ab- 
sence of  forceful  pulsation  during  fluoroscopy 
and  by  the  autopsy  findings.  Post-stenotic  dila- 
tation of  the  pulmonary  artery  apparently  is 
the  rule  in  cases  of  “isolated”  pulmonary  sten- 
osis. 

Early  visualization  of  the  aorta,  approximate- 
ly simultaneously  with  the  pulmonary  artery 
ordinarily  indicates  an  overriding  aorta  and  in- 
terventricular septal  defect.  However,  similar 
early  visualization  of  the  aorta  will  occur  when 
diodrast  passes  through  an  interatrial  septal 
defect  into  the  left  atrium,  and  from  there, 
through  the  left  ventricle  to  the  aorta.  Any 
slight  difference  in  the  transit  time  that  might 
occur  is  not  likely  to  be  recognized  because  even 
the  recently  improved  angiocardiographic  meth- 
od12 is  not  precise  enough  to  detect  slight  varia- 
tions. This  difficulty  also  arose  in  connection 
with  case  III.  Indeed  it  is  resolved  conclusively 
only  if  the  catheter  is  seen  to  enter  the  aorta 
from  the  right  ventricle. 

In  Eisenmenger ’s  complex,  where  dilatation 
of  the  pulmonary  artery  coexists  with  dextropo- 
sition of  the  aorta,  the  demonstration  of  at  least 
adequate  blood  flow  through  the  lungs  (normal 
or  increased  pulsations  in  the  hilar  vessels,  in- 
creased pressure  in  the  pulmonary  artery,  the 
absence  of  pulmonary  stenosis)  serves  to  differ- 
entiate this  condition  from  cases  in  which  pul- 
monary stenosis  is  present. 

Finally,  when  the  oxygen  content  of  blood 
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from  the  right  ventricle  is  not  significantly 
higher  than  the  blood  from  the  right  atrium,  as 
occurred  in  this  case,  it  is  unlikely  that  an  inter- 
ventricular defect  and  the  tetralogy  are  present 
since  according  to  Bing,11  a significant  oxygen 
difference  is  usually  found  in  the  tetralogy  of 
Fallot. 

CASE  II. 

S.  F.,  a 3Vk-year-old  boy,  was  admitted  to  the 
hospital  on  April  19,  1948,  for  investigation  be- 
cause of  a heart  murmur.  The  murmur  first 
had  been  heard  at  the  age  of  10  days.  He  had 
never  been  cyanotic.  He  led  a full  and  active 
life  with  no  symptoms,  except  that  he  became  a 
“little  winded”  on  exertion. 

Physical  examination  showed  him  to  be  well 
developed  and  well  nourished.  Clubbing  and 
cyanosis  were  absent,  as  were  signs  of  congestive 
heart  failure.  The  point  of  maximal  impulse  of 
the  heart  was  in  the  fifth  intercostal  space  at  the 
mid-clavicular  line.  A very  loud,  rough  systolic 
murmur  was  heard  all  over  the  precordium  and 
posteriorly  throughout  the  chest.  It  was  maxi- 
mal in  the  pulmonary  area.  A systolic  thrill 
was  present  over  the  precordium  and  over  the 
carotid  arteries.  Blood  pressure  was  130/80  in 


the  left  arm,  140/110  in  the  left  leg.  The  hemo- 
globin was  12.5  grams  per  100  c.c.  of  blood. 

The  electrocardiogram  showed  right  axis  devi- 
ation in  the  standard  leads.  The  unipolar  limb 
leads  and  the  precordial  leads  were  indicative 
of  right  ventricular  preponderance.  The  phono- 
cardiogram  confirmed  the  holosystolic  murmur 
to  be  maximal  at  the  pulmonary  area  with  trans- 
mission to  the  left  subcl'avicular  area.  The  caro- 
tid pulse  tracing  showed  a few  systolic  vibra- 
tions late  in  the  flow  phase,  corresponding  in 
time  to  the  thrill.  The  radial  and  femoral  pulses 
were  simultaneous  in  their  onset. 

Fluoroscopy  revealed  the  heart  to  be  of  normal 
size.  (Fig.  Ill,  1.)  The  pulmonary  artery  seg- 
ment and  the  secondary  branches  of  the  pulmon- 
ary artery  were  normal  in  appearance,  but  in 
the  teleoroentgenogram  the  pulmonary  artery 
appeared  prominent.  There  was  no  definite  evi- 
dence of  right  ventricular  enlargement.  The 
barium-filled  esophagus  was  not  displaced. 

Cardiac  catheterization  and  angiocardiography 
were  performed  on  April  21,  1948  under  sodium 
pentobarbital-avertin  anesthesia.  Through  the 
right  saphenous  vein,  the  catheter  was  passed 
into  the  right  ventricle  but  it  could  not  be  passed 
into  the  pulmonary  artery.  It  was  then  with- 
drawn into  the  right  atrium  and  directed  fnTi- 


Figure  III.  Case  II. 


3.  Angiocardiogram,  showing  both  atria  filled  4.  Angiocardiogram,  showing  visualization  of 
with  diodrast.  The  arrow  points  to  the  left  the  right  ventricle  and  pulmonary  artery.  The 
atrium.  arrow  points  to  the  narrowed  outflow  tract 

of  the  right  ventricle. 
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ward  again.  It  progressed  across  the  cardiac 
shadow  to  the  left  and  the  tip  of  the  catheter 
was  seen  to  project  outside  the  left  cardiac  bor- 
der into  the  left  pulmonary  field.  The  interpre- 
tation was  that  the  catheter  had  traversed  a de- 
fect in  the  interatrial  septum,  and  after  crossing 
the  left  atrium  had  entered  a pulmonary  vein. 
This  was  confirmed  by  the  results  of  the  oxygen 
studies  (Table  I,  Column  II)  and  by  angiocar- 
diogram. 

The  angiocardiogram  (Fig.  Ill,  3 and  4)  re- 
vealed narrowing  of  the  outflow  tract  of  the  right 
ventricle  below  the  pulmonary  valve.  The  pul- 
monary artery  was  slightly  dilated.  An  inter- 
atrial septal  defect  was  indicated  by  early  visual- 
ization of  the  left  atrium. 

COMMENT 

Although  the  anatomical  diagnosis  in  this  case 
was  the  same  as  that  in  Case  I,  hut  with  infra- 
valvular  stenosis,  the  clinical  contrast  between 
tl  em  was  striking.  Indeed  the  two  cases  may 
he  considered  to  represent  opposite  extremes  in 
severity.  The  pulmonary  stenosis  in  Case  II 
was  functionally  so  mild  that  the  right  atrial 
and  ventricular  pressures  caused  no  cyanosis 
and  minimal  right-to-left  intracardiac  shunt.  It 
is  unfortunate  that  facilities  for  satisfactory 
pressure  recordings  during  catheterization  were 
not  available  when  this  patient  was  examined. 
Pressure  readings  may  be  important  since,  as 
Burchell  and  Wood20  point  out,  in  this  condition 
the  right  ventricular  systolic  pressure  is  likely 
to  he  elevated  and  may  greatly  exceed  a simul- 
taneously-determined systemic  arterial  systolic 
pressure.  The  presence  of  a right-to-left  shunt 
was  established  in  this  case,  despite  the  absence 
of  cyanosis,  by  the  finding  that  the  blood  oxygen 
content  and  saturation  were  lower  in  the  femoral 
artery  than  in  the  left  atrium  and  pulmonary 
vein.  The  difference,  though  relatively  small, 
was  significant.  Furthermore,  the  absence  of  any 
significant  left-to-right  shunt  was  evident  from 
the  fact  that  the  right  ventricular  blood  oxygen 
content  was  not  higher  than  the  caval.  (Unfor- 
tunately, the  right  atrial  sample  clotted.)  The 
presence  of  an  interatrial  septal  defect  was  es- 
tablished according  to  the  criteria  as  in  Case  I. 
Subvalvular  pulmonary  stenosis  was  clearly  evi- 
dent on  the  angiocardiogram. 

The  presence  of  a palpable  thrill  over  the 
carotid  arteries  is  worth  emphasis.  Apparently, 
in  pulmonary  stenosis,  a murmur  and  thrill  may 
be  transmitted  to  the  neck  in  the  absence  of  the 
left  ventricular  outflow  obstruction  usually  as- 
sociated with  this  transmission. 


CASE  III 

A.  G.,  a 3-year-old  girl  of  Italian  extraction, 
was  admitted  to  the  hospital  on  June  14,  1949. 
Her  mother  had  “rheumatic  heart  disease”  since 
the  age  of  13.  The  child  had  been  cyanotic  since 
birth,  developed  clubbing  early,  and  had  moder- 
ate exertional  dyspnea.  Her  physical  and  mental 
development  were  normal,  hut  she  had  never  run. 
Examination  showed  her  to  be  cyanotic,  in  no 
distress  at  rest.  Clubbing  of  the  fingers' and  toes 
was  present.  The  cervical  veins  were  not  dis- 
tended. The  lungs  were  clear.  The  apex  impulse 
of  the  heart  was  palpable  in  the  4th  left  inter- 
space within  the  nipple  line.  Percussion  demon- 
strated slight  enlargement  of  the  heart  to  the 
right  and  left.  A grade  III  systolic  murmur  was 
heard  best  in  the  3rd  interspace  to  the  left  of  the 
sternum,  transmitted  to  the  apex  and  base'.  The 
second  aortic  sound  was  louder  than  the  second 
pulmonic  sound,  which  was  faint.  The  blood 
pressure  was  140/80.  The  spleen  was  palpable 
beneath  the  right  costal  margin.  Blood  count 
showed  a hemoglobin  of  18  grams  per  cu.  mm., 
an  erythrocyte  count  of  7.8  million,  and  an 
hematocrit  of  71  per  cent.  With  the  patient  cry- 
ing, blood  obtain*  from  a femoral  artery  showed 
an  oxygen  content  of  12.0  volumes  per  cent,  an 
oxygen  capacity  of  21.4  volumes  per  cent,  and 
a percentage  saturation  of  57.1  per  cent.  Elec- 
trocardiogram showed  a sinus  tachycardia  of 
190  per  minute;  marked  right  axis  deviation; 
high,  wide,  notched  P waves;  and  (^RS  complexes 
of  high  voltage.  The  P and  T waves  were  up- 
right in  Lead  1.  Conventional  postero-anterior 
roentgenograms  of  the  chest  showed  the  cardiac 
shadow  to  he  enlarged  especially  towards  the 
left  (Fig.  4).  The  aortic  shadow  was  seen  to  the 
right  of  the  mid-line  and  a vascular  shadow  was 
present  in  the  paramediastinal  region  on  the  left 
side  extending  to  the  root  of  the  neck.  A curved 
prominence  high  on  the  left  border  of  the  heart 
was  interpreted  as  a dilated  left  auricular  ap- 
pendage. The  gastric  air  bubble  was  seen  just 
below  the  right  diaphragm  and  a homogeneous 
density  presumably  that  of  liver  was  present 
below  the  left.  The  pulmonary  vascular  mark- 
ings as  seen  in  the  postero-anterior  projection 
were  not  distinctly  abnormal  in  appearance. 
However,  in  the  oblique  projections  the  main 
pulmonary  vessels  and  the  hila  were  diminished 
in  size. 

Angiocardiogram  carried  out  through  the  right 
upper  extremity  showed  the  right  superior  vena 
cava  to  be  normal  in  caliber  (Fig.  5).  Its  upper- 
half  was  displaced  laterally  and  its  lower  por- 
tion coursed  obliquely  to  the  left  to  enter  the 
right  atrium  considerably  to  the  left  of  the  nor- 
mal position.  The  inferior  vena  cava  entered  the 
heart  to  the  left  of  the  mid-line.  The  hepatic 
venous  circulation  was  well  delineated  and  ap- 
peared to  terminate  in  a large  vessel,  as  wide  as 
the  inferior  vena  cava.  One-half  second  after 
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Figure  IV. 


the  initial  appearance  of  diodrast  in  the  right 
atrium,  with  the  heart  rate  at  150  per  minute, 
diodrast  was  present  in  small  quantity  in  the 
left  atrium  and  left  ventricle  as  evidenced  by 
faint  mottling  in  the  region  of  these  chambers. 
Immediately  following,  the  left  atrium  and  its 
appendage  were  outlined  in  the  usual  position 
and  the  latter  corresponded  to  the  prominence 
seen  in  the  upper  part  of  the  left  cardiac  border. 
The  aorta  arose  in  part  at  least  from  the  right 
ventricle  and  the  arch  was  seen  to  be  on  the  right 
side.  The  main  pulmonary  artery  was  not  visual- 
ized as  such  but  the  right  and  left  branches  ap- 
peared small.  The  aorta  descended  on  the  right 
side  in  the  thorax  and  in  the  abdomen  was  still 
on  the  right  side  as  far  as  the  2nd  lumbar  verte- 


Case  III. 


Upper  left:  Conventional  postero-anterior  roent- 

genogram showing  increased  width  of  the  su- 
perior mediastinum  to  left  and  right;  prominent 
right  atrium  and  a prominent  curve  of  the  left 
upper  cardiac  contour.  Note  the  stomach  bub- 
ble on  the  right. 

Upper  right:  Shows  the  stomach  to  be  in  a mir- 
ror-image position. 

Lower:  Barium  enema  demonstrating  most  of 

the  large  bowel  on  the  right. 


bra.  There  was  a left  innominate  artery  and 
possibly  another  innominate  on  the  right. 

Barium  meal  examination  showed  the  esopha- 
gus to  traverse  the  thorax  slightly  to  the  left  of 
the  mid-line.  At  D-ll  it  crossed  over  to  the  right 
where  it  entered  the  stomach.  The  antrum  point- 
ed toward  the  left  side  and  the  duodenal  bulb 
was  on  the  left.  The  liver  was  identified  on  the 
left  and  the  spleen  on  the  right.  Barium  enema 
was  not  entirely  satisfactory  but  demonstrated 
the  sigmoid  and  the  descending  colon  to  be  to 
the  right  of  the  mid-line.  Only  a portion  of  the 
transverse  colon  extended  to  the  left  of  the  mid- 
line. The  cecum,  however,  appeared  to  be  in  the 
right  lower  quadrant. 

On  June  29,  cardiac  catheterization  was  per- 
formed through  the  right  saphenous  vein.  The 
catheter  entered  the  heart  through  an  inferior 
vena  cava  to  the  left  of  the  mid-line,  confirming 
the  angiocardiographic  demonstration.  The  right 
atrium,  left,  atrium,  and  a right  pulmonary  vein 
then  entered  in  this  order.  The  catheter  also 
entered  a vessel  which  extended  superiorly  to 
the  left  of  the  mid-line,  evidently  a left  superior 
vena  cava.  The  catheter  could  not  be  passed  into 
the  ventricles  or  pulmonary  artery.  The  pres- 
sures and  oxygen  contents  of  the  blood  from  the 
various  locations  were  as  follows : 
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Figure  V.  Case  III. 


Upper  left:  Angiocardiogram  showing  the  su- 

perior vena  cava,  indented  on  its  left  by  a right- 
sided aortic  arch  and  curving  mesially  before 
entering  the  heart;  retrograde  filling  of  inferior 
vena  cava  and  hepatic  circulation  and  partial 
filling  of  both  atria. 

Upper  right:  Succeeding  angiocardiogram  show- 

ing opacification  of  the  left  auricular  append- 
age and  right-sided  aortic  arch. 

Lower  left:  Catheter  in  left  superior  vena  cava. 

Lower  right:  Catheter  in  a right  pulmonary 

vein. 
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COMMENT 

This  case  is  an  example  of  so-called  levocardia, 
i.  e.  situs  inversus  of  the  abdominal  viscera  with 
the  heart  in  its  normal  left-sided  position.  It  is 
the  mirror  image  of  isolated  dextrocardia.  Re- 
cently, Forgacs17  and  Donzlet,  et  al.is  have  pre- 
sented cases  of  levocardia  diagnosed  clinically 
and  have  reviewed  the  literature.  Forgacs  has 
pointed  out  that,  in  contrast  to  complete  situs 
inversus,  the  heart  is  invariably  abnormal  in  this 
condition  and  the  structural  defects  are  apt  to 
be  complex.  In  the  majority  of  instances,  trans- 
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position  of  the  atria,  a common  atrium,  or  a large 
interatrial  communication,  but  especially  the 
first  named  anomaly,  was  present  in  addition  to 
other  abnormalities.  In  our  case,  the  venae  cavae 
were  shown  to  enter  the  heart  to  the  left  of  the 
normal  position,  but  still  apparently  into  the 
right  atrium.  A huge  interatrial  septal  defect 
may  be  postulated  because  of  the  low  oxygen 
saturation  of  the  blood  in  the  left  atrium.  There 
must  have  been  some  separation  of  the  two  atria, 
however,  since  the  pressure  was  shown  to  be  dis- 
tinctly greater  on  the  left  than  on  the  right. 
The  failure  to  visualize  the  main  pulmonary 
artery  on  angiocardiography  indicates  a prob- 
able pulmonary  stenosis.  The  early  visualiza- 
tion of  the  aorta  may  have  occurred  as  a result 
of  the  mixing  of  the  venous  and  oxygenated  blood 
m the  atria  or  may  indicate  in  this  case,  in  addi- 
tion, an  overriding  aorta  and  interventricular 
septal  defect.  The  fact  that  the  aorta  is  right- 
sided and  displaced  to  the  right  favors  the  latter 
possibility. 

DISCUSSION 

In  the  literature,  the  term  “isolated”  or 
“pure”  pulmonary  stenosis  is  often  used  indis- 
criminately to  include  all  cases  in  which  there 
is  an  intact  interventricular  septum.  It  is  ap- 
parent, however,  that  cases  in  which  pulmonary 
stenosis  is  the  only  lesion  differ  physiologically 
from  those  in  which  there  is,  in  addition,  intra- 
cardiac  shunt  through  an  interatrial  septal  de- 
fect, Clinically,  these  two  conditions  are  sim- 
ilar in  some  respects  but  differ  greatly  in  oth- 
ers. Following  are  some  of  the  clinical  find- 
ings3, 4-  5 : — 

1.  The  murmur  in  both  groups  is  apt  to  be 
best  heard  higher  along  the  left  sternal  border 
and  appears  to  originate  “closer  to  the  ear” 
than  in  the  tetralogy  of  Fallot, 

2.  When  “pure”  pulmonary  stenosis  is  pres- 
ent, i.  e.  when  it  is  complicated  by  no  other  le- 
sions, the  oxygen  saturation  of  the  arterial  blood 
is  normal.  Cyanosis,  when  present  is  usually  mild 
and  is  a late  development.  It  may  become  se- 
vere preterminally  due  to  right-sided  congestive 
heart  failure.  Dyspnea  is  frequently  out  of  pro- 
portion to  the  cyanosis.19  When  pulmonary  sten- 
osis is  complicated  by  a significantly  patent  for- 
amen ovale,  cyanosis  ultimately  becomes  severe 
and  is  accompanied  by  reduced  arterial  oxygen 
saturation  resulting  from  right-to-left  shunt 
and,  possibly,  associated  pulmonary  vessel 
changes.8,  9 Characteristically,  however,  it  does 


not  appear  until  some  time  after  birth.  Taussig 
believes  that  patency  of  the  ductus  arteriosus  ac- 
counts for  the  absence  of  cyanosis  at  least  in  the 
first  month  of  life.  Many  infants  succumb  with- 
in the  first  two  years  of  life,  a few  months  after 
the  first  appearance  of  cyanosis.  On  the  other 
hand  ,many  patients  live  to  adult  life  and  the 
progression  of  cyanosis  and  polycythemia  ex- 
tends over  years.  These  differences  are  in  all 
probability  related  to  the  degree  of  pulmonary 
stenosis.4 

3.  In  infants,  enlargement  of  the  heart  to 
the  right  is  more  evident  in  pulmonary  stenosis 
with  intact  interventricular  septum  than  in  the 
tetralogy,  in  which  the  heart  may  be  normal  in 
size  for  many  years. 

4.  The  pulmonary  artery  is  frequently  nor- 
mal in  size  or  dilated  with  “isolated”  pulmonary 
stenosis  but  this  is  not  common  in  conjunction 
with  the  tetralogy.8,  9 

5.  A “right  ventricular  strain”  pattern  on 
the  electrocardiogram,  as  opposed  to  simple 
right  axis  deviation,  favors  “isolated”  pul- 
monary stenosis  over  the  tetralogy  of  Fallot.5 

The  presence  of  an  intracardiac  shunt  may  be 
suspected  in  the  presence  of  one  or  more  of  the 
following:  reduced  oxygen  saturation  of  the 

arterial  blood,  reduction  in  the  saturation  of 
arterial  blood  with  exercise,  very  short  saccharin 
or  calcium  gluconate  circulation  time,  and  pares- 
thesias in  the  extremities  during  the  determina- 
tion of  the  ether  circulation  time. 

Despite  the  presence  of  several  of  the  above 
findings  the  clinical  diagnosis  of  pulmonary 
stenosis  with  or  without  an  intracardiac  shunt, 
may  be  difficult  and  differentiation  from  the 
tetralogy  of  Fallot,  Eisenmenger ’s  complex  or 
other  lesions  may  require  cardiac  catheterization 
and  angiocardiography.  Catheterization  will 
support  this  diagnosis  if  the  pulmonary  artery 
can  be  catheterized.  A lower  pressure  in  the  pul- 
monary artery  than  in  the  right  ventricle  will 
be  found.  If  the  catheter  cannot  be  passed  into 
the  pulmonary  artery  after  its  tip  has  been  di- 
rected into  the  outflow  tract  of  the  right  ven- 
tricle, a high  degree  of  stenosis  may  be  present. 
However,  as  is  well  known,  attempts  at  pulmon- 
ary artery  catheterization  may  be  unsuccessful 
where  there  is  no  reason  to  suspect  stenosis. 

Infundibular  stenosis  is  usually  associated 
with  the  tetralogy  and  is  rare  in  conjunction 
with  an  intact  interventricular  septum.  In  the 
latter,  the  stenosis  is  usually  valvular.  Oppor- 
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tunity  to  correlate  the  angiocardiographic  visual- 
ization of  the  outflow  tract  of  the  right  ven- 
tricle with  post-mortem  appearance  has  been  too 
infrequent  to  say  that  angiocardiography  un- 
equivocally permits  the  differentiation  of  pul- 
monary valvular  from  subvalvular  stenosis. 

Early  visualization  of  the  left  atrium  in  the 
angiocardiogram  strongly  suggests  the  presence 
of  interatrial  septal  defect.  This  finding  was 
present  in  the  cases  being  reported.  Early  opaci- 
fication of  the  left  atrium  is  unusual  in  cases  of 
uncomplicated  interatrial  septal  defect.  Cardiac 
catheterization  offers  unequivocal  evidence  if 
the  catheter  tip  enters  the  left  atrium  as  in  Cases 
I and  II  and  the  oxygen  content  of  the  blood 
sample  from  this  area  if  found  to  be  higher  than 
in  the  samples  obtained  from  the  right  atrium. 
If  blood  in  the  left  atrium  or  in  a peripheral 
artery  is  found  to  have  a lower  oxygen  content 
than  in  the  pulmonary  vein,  or  is  less  than  95 
per  cent  saturated  with  oxygen,  a right-to-left 
shunt  will  be  proven  if  no  intrapulmonary  dis- 
ease is  present. 

It  is  not  within  the  scope  of  this  report  to 
discuss  in  detail  the  indications  for  the  recently 
devised  operations  to  increase  blood  flow  to  the 
lungs.6,  7 In  this  connection,  however,  we  wish 
to  emphasize  the  necessity  for  distinguishing 
between  pure  pulmonary  stenosis  and  pulmonary 
stenosis  with  patent  foramen  ovale.  Taussig1  has 
pointed  out  that  “it  is  doubtful  whether  the  op- 
eration (Blalock’s)  will  be  of  value  in  pure  pul- 
monic stenosis  because  even  though  the  obstruc- 
tion at  the  pulmonary  orifice  were  circumvent- 
ed, there  would  still  be  difficulty  in  the  expul- 
sion of  blood  from  the  right  ventricle  and  only 
oxygenated  blood  would  be  directed  to  the 
lungs.”  However,  when  pulmonary  stenosis  is 
associated  with  a physiologically  significant 
patent  foramen  ovale,  despite  the  presence  of  an 
intact  interventricular  septum,  the  following 
criteria  for  the  operation11  will  in  many  instanc- 
es be  satisfied  : 

1.  Presence  of  an  interatrial  or  interventricu- 
lar septal  defect. 

2.  Obstruction  to  flow  in  the  pulmonary  ar- 
tery resulting  in  a mean  blood  pressure  in  the 
pulmonary  artery  which  is  less  than  that  in  the 
aorta  and  its  branches. 

3.  Oxygen  saturation  of  peripheral  arterial 
blood  less  than  88  per  cent. 

It  remains,  of  course,  to  be  determined  by  fur- 
ther experience  whether  or  not  the  operation 


will  be  as  successful  in  cases  of  the  type  de- 
scribed in  this  paper  as  it  has  in  the  tetralogy 
of  Fallot. 

SUMMARY 

1.  Three  cases  of  pulmonary  stenosis  and 
interatrial  septal  defect,  one  proven  at  autopsy 
and  one  complicating  levocardia,  are  presented. 

2.  The  value  of  angiocardiography  and  car- 
diac catheterization  in  the  differential  diagnosis 
of  this  combination  of  lesions  is  discussed. 

3.  The  practical  need  of  differentiating  pure 
pulmonary  stenosis  from  pulmonary  stenosis 
with  physiologically  patent  foramen  ovale,  both 
with  intact  interventricular  septum,  is  empha- 
sized particularly  with  regard  to  possible  surgi- 
cal amelioration. 

We  wish  to  thank  Drs.  Arthur  (Irishman,  Irv- 
ing Kroop,  and  Arthur  M.  Master  for  the  use  of 
their  cardiological  records.  Also  Drs.  Elliott  S. 
Hurwitt  and  S.  Lee  for  their  surgical  assistance 
in  the  cardiac  catheterizations. 
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DIBUTOLINE  - A USEFUL  ANTISPASMODIC 

LEO  J.  KENT,  M.  D. 

Tucson,  Arizona 


T)AIN  associated  with  smooth  muscle  spasm 
-*■  from  whatever  cause,  has  always  been  a 
source  of  distress  to  both  the  patient  and  the 
doctor.  This  is  evidenced  by  the  myriad  of  anti- 
spasmodic  drugs  and  various  types  of  sedatives 
that  have  flooded  the  market  in  recent  years. 
Biliary  colic,  ureteral  colic,  spasm  and  pain 
caused  by  duodenitis  or  duodenal  ulcer,  and  by 
far  the  most  common  source  of  distress,  the  gar- 
den variety  of  spastic  colon,  has  led  many  in- 
vestigators into  the  field  of  research  pertaining 
to  the  relief  of  painful  spasm. 

In  recent  months  we  have  had  an  opportunity 
to  work  with  a new  type  of  antispasmodic 
drug  that  has  been  reported  in  literature  since 
1943. 2’  3>  4’  5>  6 It  was  first  mentioned  as  being 
an  effective  cyeloplegic  and  midriatic  agent, 
but  in  1945  it  was  reported  as  being  of  help  in 
the  treatment  of  smooth  muscle  spasm.7-  8 The 
name  of  the  drug  is  dibutoline  (dibutyl  urethane 
of  dimethyl  ethyl-B-hydroxv  ethyl  ammonium 
sulfate,  Merck  and  Company,  Inc.).  In  our  ex- 
perience, this  drug  has  proven  to  be  a useful 
adjunct  in  the  treatment  of  a source  of  pain 
associated  with  smooth  muscle  spasm,  especially 
in  cases  where  other  antispasmodic  drugs  have 
not  been  satisfactory. 

Pharmacology 

Spasm  of  smooth  musculature  is  caused  by 
stimulation  of  post-ganglionic,  cholinergic  nerve 
fibers  that  innervate  the  individual  muscle 
groups.  Such  spasm  can  be  initiated  by  a me- 
chanical or  a chemical  irritation,  infection,  or 
by  psychic  tension  as  seen  in  mental  distress  or 
worry.  Pain  is  a direct  result  of  this  spasm. 
Dibutoline  acts  as  a blocking  agent  and  inhibits 
the  structures  that  are  innervated  by  these 
nerve  fibers  and  thus  spasm  is  prevented.7,  8 It 
blocks  the  usual  response  of  the  cells  and,  there- 
fore, it  relaxes  the  iris  constrictor  in  the  ciliary 
muscle,  inhibits  the  sub-maxillary  gland,  and 
relaxes  smooth  muscles  in  the  arterioles  and  the 
gastro-intestinal,  biliary,  and  urinary  tracts.7,  8i  9 
Moreover,  dibutoline  exerts  a direct  inhibitory 
action  on  non-striated  musculature  as  shown  by 
its  action  on  isolated  animal  intestines.8  The  site 
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of  the  action  is  directly  on  the  effector  cells  and 
not  on  the  nerve  endings.  In  this  way  it  acts 
similar  to  atropine.  In  comparing  dibutoline 
with  atropine,  it  is  found  that  the  effect  of 
dibutoline  lasts  a relatively  shorter  time  than 
does  the  effect  of  atropine,  but  prolonged  efftcts 
without  toxicity  are  obtained  with  higher  dos- 
ages. Moreover,  it  has  been  found  that  the  ef- 
fects of  dibutoline  occur  more  quickly  than  those 
of  atropine  and  a more  intense  action  is  ef- 
fected. In  addition,  the  side  effects,  such  as 
pupil  dilatation  and  mouth  dryness,  are  less 
severe.8,  9-  10, 11>  12 

Toxicity 

Animal  experimentation  has  shown  that  the 
drug  has  a remarkably  low  toxicity.  It  was 
shown  that  when  dibutoline  was  given  intrave- 
nously, experimentally  in  large  doses,  there  was 
a transitory  decrease  in  blood  pressure  and  a 
slight  drop  in  the  pulse  rate,  but  cardiac  irregu- 
larities were  absent.8  There  was  no  influence 
either  on  the  amplitude  or  the  rate  of  respira- 
tions with  ordinary  doses ; however,  massive 
doses  given  intravenously  did  cause  some  slight 
increase  in  respiratory  rate.  It  was  observed 
that  the  amounts  of  dibutoline  that  was  re- 
quired to  obtain  a response  from  the  cardiovas- 
cular system  were  of  a higher  order  than  those 
which  were  effective  upon  gastro-intestinal  mus- 
culature. Thus,  it  was  shown  that  1000  times 
the  minimal  effective  dosage,  for  inhibiting  in- 
testinal motility  and  tone,  may  be  given  without 
causing  serious  or  dangerous  side  effects  in 
animals.7,  8’  9 

In  our  experience  only  two  patients  showed 
evidences  of  circulatory' effect.  One  was  a young 
woman  who  had  had  gastro-intestinal  bleeding 
from  a duodenal  ulcer.  She  was  weak  from  loss 
of  blood  and  in  a state  of  semi-shock  when 
first  seen.  She  was  suffering  from  a great  deal 
of  abdominal  cramping  and  pain  that  had  not 
been  relieved  by  atropine  or  demerol.  Conse- 
quently, an  initial  dosage  of  10  mg.  of  dibutoline 
was  administered  subcutaneously.  Approximate- 
ly two  minutes  after  the  injection  the  patient 
became  extremely  pale  and  there  was  a drop 
in  her  blood  pressure  and  an  increase  in  her 
pulse  rate  which  in  turn  became  weak  and 
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thready.  The  patient  remained  in  a state  of  cir- 
culatory  collapse  for  approximately  two  to 
three  minutes,  but  recovered  fully  following  the 
administration  of  three  minims  of  adrenalin. 

The  other  patient  was  an  elderly  woman  who 
had  received  dibutoline  prior  to  barium  enema 
studies  in  order  to  relieve  the  spasm  of  the 
lower  bowel.  Approximately  one  to  two  minutes 
following  the  subcutaneous  injection  of  10  mg. 
of  dibutoline,  the  patient  exhibited  a state  of 
circulatory  collapse  but  recovered  within  three 
t)  five  minutes.  It  was  assumed  that  dibutoline 
was  the  causative  factor  in  each  case.  No  perma- 
nent effects  were  noted  in  either  patient.  The 
chief  side  effects  noticed  during  the  administra- 
tion of  this  drug  are  dryness  of  the  mouth  and 
dilation  of  the  pupils  with  defective  visual  ac- 
commodation in  some  patients.  However,  we 
have  found  that  with  the  reduction  of  the  dosage 
from  10  mg.  to  5 mg.  the  side  effects  have  been 
minimal. 

Administration  and  Dosage 

As  an  antispasmodic,  dibutoline  may  be  in- 
jected intramuscularly  or  subcutaneously.  The 
usual  subcutaneous  dose  for  adults  is  10  mg. 
or  1 c.c.  If  no  relief  is  obtained  in  15  to  20 
minutes,  the  10  mg.  dosage  may  be  repeated. 
The  drug  appears  to  be  ineffective  when  given 
by  mouth."-  12  Intravenous  administrations  have 
been  avoided,  in  view  of  the  fact  that  circulatory 
collaspe  has  been  reported  in  animals  when  it 
is  given  in  this  manner.  Because  of  the  low  tox- 
icity of  the  drug,  the  physician  lias  considerable 
latitude  in  determining  the  dosage  for  his  pa- 
tient, and  the  individual  dosages  can  be  worked 
out  for  the  individual  patient.  Duration  of  the 
action  of  the  drug  varies  from  thirty  minutes 
to  one  or  two  days.  In  cases  of  severe  pain  and 
critically  ill  patients  initial  dosages  have  been 
as  high  as  twenty  to  thirty  milligrams.  Sustain- 
ing dosages  range  from  10  to  20  milligrams  four 
times  a day  for  several  days  to  weeks.  No  ill 
effects  have  resulted  from  these  prolonged  dos- 
ages, in  our  experience. 

Stability 

Solutions  of  dibutoline  may  be  stored  at  room 
temperature  for  periods  of  at  least  one  year 
without  precipitation,  change  of  color  loss  of 
potency,  or  any  other  evidence  of  instability. 

Observations  on  the  Use  of  Dibutoline 
Clinically 

Diseases  of  the  gastro-intestinal  tract.  In  gas- 


tritis and  duodenitis,  not  associated  with  ulcers, 
a total  of  fourteen  cases  were  treated  with  dibuto- 
line. There  was  complete  relief  from  pain  in 
nine,  partial  relief  in  two,  and  no  relief  in  three 
cases.  Symptoms  consisted  of  pain,  with  or  with- 
out food,  and  bouts  of  associated  nausea  and 
vomiting.  Drugs  that  had  been  used  without 
much  success  included  belladonna,  atropine,  and 
various  antispasmodic  preparations.  The  usual 
dosages  and  methods  of  injection  were  used  and 
the  duration  of  relief  varied  greatly.  Some  pa- 
tients obtained  relief  for  several  hours  from  one 
injection  of  10  milligrams;  others  required  in- 
jections every  three  or  four  hours.  Freedom 
from  distress  lasted  only  thirty  minutes  to  one 
hour.  In  some  patients  relief  lasted  for  as  long 
as  severa  ldays.  There  was  complete  subsidence 
of  nausea  and  vomiting  and  cramp-like  pain  in 
all  cases. 

Gastric  Ulcer. — Four  cases  of  gastric  ulcer 
were  treated  with  this  medication.  Of  the  four 
only  one  was  completely  relieved  of  distress, 
two  were  partially  relieved,  and  one  received 
no  relief  at  all. 

Duodenal  Ulcer. — Twenty-four  cases  of  duo- 
denal ulcer  were  diagnosed  by  X-ray  studies.  Of 
these  people  fourteen  received  complete  relief 
following  a dietary  regime  plus  interval  injec- 
tions of  dibutoline,  six  received  partial  relief, 
and  four  seemed  to  notice  no  difference.  In  this 
series  there  were  five  patients  whose  pain  could 
not  be  controlled  by  any  other  medication,  and 
the  relief  in  these  cases  was  most  gratifying. 
These  people  were  given  10  mg.  dosages  every 
three  or  four  hours,  day  and  night,  for  the  first 
two  to  three  days,  then  the  medication  was  grad- 
ually withdrawn,  and,  following  relief,  patients 
were  placed  on  an  nicer  regime  with  ordinary 
antispasmodic  drugs. 

Pylorospasm. — Ten  cases  of  pylorospasm,  with 
or  without  ulcer,  were  treated.  Of  the  ten,  eight 
received  complete  relief,  two  partial  relief.  Two 
of  these  cases  formerly  had  been  treated  with 
a combination  of  demerol  and  atropine,  with 
only  partial  relief,  whereas  they  were  completely 
relieved  by  dibutoline  therapy. 

Gastroenteritis  (Acute). — Twenty-six  cases  of 
acute  gastroenteritis,  with  nausea,  vomiting,  and 
watery  diarrhea  were  seen.  Sixteen  of  these  pa- 
tients received  almost  immediate  complete  relief 
with  dibutoline  alone,  six  partial  relief,  and  four 
did  not  respond.  One  case  of  regional  enteritis 
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was  seen,  and  the  patient  obtained  marked  relief 
following  injections  every  six  hours.  He  had  not 
received  any  relief  previously  from  atropine, 
belladonna  or  demerol. 

Diverticulitis. — Eight  such  cases  were  seen 
and  treated  over  varying  lengths  of  time.  Five 
patients  received  complete  relief  and  three  par- 
tial relief  from  abdominal  pain.  These  patients 
formerly  had  received  atropine  and  belladonna 
and  various  antispasmodic  drugs  with  less  suc- 
cess. Several  of  these  cases  were  maintained  on 
this  medication  for  as  long  as  two  weeks,  with 
injections  at  regular  intervals,  with  no  ill  effects 
and  with  complete  subsidence  of  abdominal 
distress. 

Ulcerative  Colitis. — Three  cases  of  ulcerative 
colitis  were  seen.  Patients  in  two  cases  stated 
that  they  were  greatly  relieved  from  the  cramp- 
ing and  watery  diarrhea,  which  had  not  been 
controlled  by  atropine  or  the  usual  antispas- 
modic drugs.  One  patient  received  only  partial 
relief. 

Spastic  Colon. — It  was  rather  difficult  to  fol- 
low these  cases,  inasmuch  as  most  of  them  were 
ambulatory ; however,  we  were  able  to  follow 
fourteen  patients  rather  closely,  ten  of  whom  re- 
ceived complete  relief  following  each  injection. 
Length  of  time  of  relief  varied  from  several 
hours  to  a day.  Four  received  only  partial  relief, 
or  at  least  the  same  type  of  comfort  they  had 
obtained  from  other  antispasmodic  drugs.  Those 
who  did  receive  help  stated  that  it  was  much 
more  satisfactory  than  the  help  they  had  re- 
ceived fro  many  other  type  of  medication. 

Biliary  Colic. — Sixteen  such  cases  were  seen 
and  in  ten  of  the  patients  the  results  were  rather 
dramatic,  one  received  partial  relief  and  five 
received  no  relief  whatsoever.  In  the  successful 
cases,  narcotics,  atropine,  and  various  other 
type  of  antispasmodic  drugs  were  used  to  no 
avail.  Several  of  the  patients  obtained  no  com- 
fort from  large  doses  of  demerol ; whereas,  10  to 
20  mg.  of  dibutoline  relieved  their  symptoms 
completely.  In  this  series  are  included  three 
cases  of  common  duct  stone,  in  which  an  attempt 
was  made  to  force  the  stone  to  move  following- 
massive  antispasmodic  treatment.  Two  of  these 
ca^es  were  successful,  one  was  not.  In  one  case, 
under  fluoroscopy  and  diodrast,  actual  dilation 
of  the  duct  was  demonstrated. 

Dysmenorrhea. — Ten  cases  of  dysmenorrhea 
were  treated.  Five  patients  obtained  complete 


relief,  five  partial  relief,  and  two  noticed  no 
effects.  The  patients  who  complained  of  pre- 
menstrual spasm  were  relieved  almost  immedi- 
ately. Those  who  had  pain  and  stress  during 
the  menstrual  flow  were  not  relieved.  Two  of  the 
successful  cases  had  been  treated  with  narcotics 
and  other  powerful  sedatives  previously  with 
no  results. 

Ureteral  Colic. — Twelve  cases  were  seen,  seven 
with  and  five  without  stone.  Five  patients  ob- 
tained complete  relief,  three  partial  relief,  four 
no  relief.  Here  again  narcotics  had  been  used 
unsuccessfully  to  obtain  comfort,  but  in  five 
cases  the  patient  was  made  comfortable  by  the 
use  of  dibutoline  alone. 

The  drug  has  also  been  used  with  success  in 
post-cystoscopic  spasms,  and  in  bladder  spasms. 
In  all  these  cases  there  has  been  relief  of  pain. 

There  was  one  patient  with  a diaphragmatic 
hernia  and  oresulting  spastic  pain  who  received 
rather  dramatic  relief  following  dibutoline  in- 
jection. 

Dibutoline  was  tried  in  the  treatment  of 
asthma  without  success. 

The  drug  has  proven  to  be  useful  to  the  roent- 
genologist in  combatting  spasm  of  the  intestinal 
tract  in  X-ray  visualization  of  the  gastro-in- 
testinal  tract.12 

SUMMARY 

We  believe  that  dibutoline  has  proven  to  be  a 
very  effective  addition  to  our  armamentarium  in 
the  treatment  of  smooth  muscle  spasm.  It  has 
been  of  particular  value  in  those  cases  where 
other  antispasmodic  medications  and  even  nar- 
cotics have  failed  to  effect  relief,  and  although 
it  is  not  a cure-all  for  nonstriated  muscle  spasm 
disorders,  it  has  proven  to  be  a very  useful  drug- 
in  this  field.  As  seen  in  the  outline  under  “Clin- 
ical Observations,”  relief  has  been  dramatic  and 
long-lasting  in  some  cases;  whereas,  in  other 
cases  it  has  not.  However,  we  feel  that  true 
spasm  with  associated  severe  colic  and  pain  has 
been  relieved  in  the  majority  of  our  cases  in  a 
gratifyin  gmanner.  The  action  of  the  drug  has 
been  swift  and  at  times  long-acting.  In  many 
instances  a single  dose  provides  relief  for  a 
period  which  far  exceeds  the  duration  of  pharma- 
cological activity.  This  would  indicate  that  in 
these  cases,  once  a spasm  is  relieved,  it  does  not 
recur  immediately  even  though  no  drug  is  acting 
to  prevent  it.12  There  is  a disadvantage  to  the 
mode  of  administration,  inasmuch  as  it  is  inef- 
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fective  other  than  by  subcutaneous  or  intramus- 
cular injection,  which  makes  it  rather  incon- 
venient for  both  the  physician  and  the  ambu- 
latory patient.  However,  in  cases  where  the  drug- 
lias  proven  to  be  of  value  over  a long  period  of 
time  following  a single  injection,  this  disad- 
vantage is  minimal. 

We  may  summarize  by  saying  that  in  our  ex- 
perience dibutoline  has  been  a useful  antispas- 
modic  drug. 

CONCLUSION 

1.  Dibutoline,  a powerful  antispasmodic  agent 
with  cholyinergic  nerve  fiber  blocking  properties 
and  smooth  muscle  inhibitory  action,  has  been 
described. 

2.  It  has  been  reported  that  the  drug  has 
remarkably  low  toxicity,  and  clinical  observa- 


Type of  Spasm 

Total 

Cases 

Complete 

Relief 

Partial 

Relief 

None 

Gastritis 

16 

10 

2 

4 

Duodenitis 
Gastric  Ulcer 

4 

1 

2 

1 

Duodenal  Ulcer 

20 

14 

6 

4 

Pylorospasm 

10 

8 

2 

Acute 

Gastroenteritis 

26 

16 

6 

4 

Diverticulitis 

8 

5 

2 

1 

Ulcerative 

Colitis 

3 

2 

i 

Spastic 

Colon 

14 

10 

4 

Biliary 

Colic 

18 

12 

1 

5 

Ureteral 

Colic 

12 

5 

3 

4 

Dysmenorrhea 

10 

5 

3 

2 

tions  of  its  use  in  various  types  of  smooth  muscle 
spasm  disorders  have  been  described. 

3.  The  drug  has  proven  to  be  of  value  in  the 
treatment  of  pain  caused  by  smooth  muscle 
spasm  and  also  has  been  reported  as  being  of 
value  in  roentgenology. 

4.  There  is  a disadvantage  to  the  mode  of 
administration,  inasmuch  as  the  drug  is  in- 
effective when  taken  orally,  but  the  relief 
afforded  by  the  medication  outweighs  this 
disadvantage. 
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PARIETO-COLIC  MEMBRANES  AND  CHRONIC 
APPENDICITIS 

II.  VERN  SOPER,  M.  I). 

Los  Angeles,  California 


't'IIE  term  “ Parieto-colic  membranes”  as  used 
in  this  paper  will  be  limited  to  those  acces- 
sory membranes  or  bands  of  the  caecum,  ascend- 
ing colon  and  hepatic  flexure,  when  the  gut  is 
normally  rotated. 

They  are  probably  congenital  in  origin,  al- 
though various  opiniins  are  prevalent,  and  aided 
in  the  support  of  the  large  bowel  in  the  hori- 
zontal position  when  man  walked  on  all  fours ; 
but  which  in  the  upright  position  produce  con- 
striction of  the  lumen,  and  intermittent  partial 
obstruction  with  distension  of  the  proximal 

Read  before  the  Harlow  Brooks  Navajo  Clinical  Conference, 
Ganado,  Arizona,  August,  1949. 


caecum,  and  with  distress  and  nerve  reflexes 
to  other  segments  of  the  bowel. 

The  parieto-colic  membranes  of  this  area  are 
divided  into  four  main  types — 

1 . The  post  operative  adhesions,  with  which 
this  paper  is  not  particularly  concerned. 

2.  Jackson’s  membranes,  or  veil,  consisting 
of  a broad  filmy  sheet  attahced  to  the  posterior 
peritoneum,  lateral  to  the  ascending  and  trans- 
verse colon,  sweeping  medially  and  downward 
over  and  around  the  ascending  colon  and  reach- 
ing even  to  the  caecum. 

3.  Lane’s  band — an  ileo-pelvic,  short,  thick, 
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band  connecting  the  antit-mesenteric  border  of 
the  lower  four  inches  of  terminal  ileum  to  the 
pelvic  brim. 

4.  Peri-colic  membranes  involving  the  lower 
ascending  colon  or  caecum  or  ileo  caecal  junc- 
tion and  attaching  to  the  peritoneal  wall.  In- 
flamatory  adhesions  about  the  ileocaecal  junc- 
tion are  not  of  particular  concern  here,  but  the 
author  believes  that  they  should  be  severed  so 
as  to  release  the  viscera  to  normal  motility. 

With  this  as  an  introduction,  the  purpose  of 
this  paper  is  to  emphasize  that  parieto-colic 
membranes  by  whatever  name,  are  pathologi- 
cal and  do  produce  distressing  symptoms  and 
should  be  looked  for  and  removed  whenever 
they  limit  the  normal  motility  of  the  bowel. 

The  height  of  humiliation  to  one’s  pride  is 
reached  by  making  a diagnosis  of  so-called 
“chronic  appendicitis,”  finding  a non-inf  lamed 
appendix  with  adhesions  and  feeling  confident 
after  removing  it,  that  the  patient  would  be  rid 
of  his  complaints;  and  later  to  find  him  hound- 
ing you  with  the  statement:  “But,  Doctor,  I 
still  have  the  same  pains  1 had  before — are  you 
sure  you  removed  my  appendix?”  Psychosoma- 
tologv  won’t  work  here. 

A typical  example : Robert  M.,  age  36,  had 
complaintd  of  distresses  in  the  abdomen  for  ten 
years ; chief  among  them  were  indigestion,  belch- 
ing, feeling  of  fullness  in  the  right  side,  distress 
in  the  right  side  on  exercising,  right  rectus 
muscle  resistance,  mild  constipation,  distress 
after  large  meals,  pain  in  the  R.  L.  Q.,  tenderness 
-of  the  right  side,  some  nausea  at  times,  flatu- 
lence, and  more  than  normal  nervousness  and 
irritability.  He  stated  he  couldn’t  eat  heartily 
and  had  to  pass  up  many  foods.  He  has  at  times 
had  a pain  and  burning  in  the  epigastrium. 

In  a hospital  he  had  been  thoroughly  exam- 
ined, including  a gastrointestinal  study,  barium 
enema,  gall  bladder  dye  study — stomach  analy- 
sis, kidney  study,  and  pylograms — nothing  sig- 
nificant was  found  ami  he  was  discharged. 

Later  he  was  examined  by  a private  physician 
who  advised  and  did  an  appendectomy,  follow- 
ing which  his  convalescence  was  xmeventful  for 
one  week.  Then  came  a return  of  all  of  the  pre- 
vious symptoms.  He  later  moved  to  California 
hoping  for  a climate  cure. 

He  finally  went  to  the  Veterans  Hospital 
where  another  complete  check-up  was  done, 
including  kidney  study  and  pyelograms.  At 
this  time  a peptic  ulcer  was  diagnosed  and 
he  was  placed  on  medical  care  along  with  thia- 
mine chloride. 

Six  months  later  I saw  him  for  the  first  time. 


His  complaints  included  pain  and  distress  of  the 
right  side,  flatulence,  nervousness,  irritability, 
pain  on  exercising,  indigestion,  weakness,  ex- 
haustion, some  loss  of  appetite,  feeling  of  full- 
ness on  light  eating  and  much  discouragement. 

He  was  moderately  nourished  with  a slightly 
nervous  temperament  and  unhappy  in  his  out- 
look at  doctors.  He  had  completely  normal  physi- 
cal findings  except  for  a high  right  rectus  scar 
and  a definitely  tender  right-sided  abdomen 
with  some  right  rectus  resistance  from  his  gall 
bladder  area  to  the  pelvis.  This  had  a doughy 
sort  of  feeling  and  some  flatulence  was  audible 
on  palpation. 

A barium  enema  was  given  and  the  roentgen- 
ologist’s report  was  essentially  normal  except 
for  the  following : ‘ ‘ The  caecum  was  well  filled 
and  was  intrinsically  negdtive  except  for  some 
spasticity.  There  appear  to  be  also  some  small 
adhesions  in  the  ileocaecal  area.  An  incompetent 
ileocaecal  valve  allowed  some  barium  to  flow  into 
the  ileum.  A later  picture,  after  evacuation, 
showed  only  a moderate  amount  of  barium  re- 
maining, chiefly  in  the  lower  ileum  and  descend- 
ing colon  and  sigmoid.  The  appendix  was  not 
visualized.”  His  summary  was:  “The  findings 
are  those  of  moderate  angulation  of  the  colon 
together  with  adhesions.” 

He  was  further  studied,  including  stool  exam- 
inations, for  parasites,  digestive  disturbances, 
ldod  studies,  and  so  forth.  Celiotomy  was  ad- 
vised after  two  months  of  observation  and  treat- 
ment. Then  it  was,  I lost  him. 

Two  years  later  he  returned.  During  the  in- 
terim he  had  seen  a neurosurgeon  for  possible 
cord  tumor — one  chiropractor,  and  two  osteo- 
paths, the  last  of  which,  after  three  months  of 
treatment,  advised  him  to  be  operated  because 
it  was  beyond  him. 

The  essential  findings  at  operation  were  : “The 
caecum  was  found  lying  snugly  attached  to  the 
posterio-lateral  wall  of  the  abdomen  with  adhe- 
sions at  the  junction  of  the  ileum.  There  were 
adhesions  between  the  ileum  and  caecum,  which 
were  separated  and  the  ileum  and  caecum  both 
mobilized  and  delivered.  A Jackson’s  membrane 
which  spread  out  in  a fan  shape  over  the  whole 
ascending  colon,  beginning  just  above  the  ileo- 
caecal valve,  was  found.  This  membrane  was  sev- 
ered between  ligatures  in  small  portions  until 
the  entire  ascending  colon  was  mobilized,  leaving 
it  and  the  caecum  freely  movable.  No  other  path- 
ology was  found.”  He  has  been  entirely  free 
from  all  complaints  and  in  excellent  health  for 
two  years,  after  ten  years  of  distress. 

A second  case,  a lady,  Mrs.  A.  F.,  age  33,  had 
an  appendectomy  six  years  previously.  Her  com- 
plaints on  her  first  visit  were : 
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1.  Gall  bladder  trouble  for  years. 

2.  Pain  in  R.  L.  Q. 

.‘3.  Nausea  at  times. 

4.  Pain  in  the  pit  of  the  stomach. 

Her  general  build  was  slender  and  asthenic. 
A roentgenologist’s  report — “Gallbladder  study 
showed  normal  filling,  no  stones,  and  normal 
emptying;  kidney  study  normal,  x-ray  barium 
study  of  the  stomach  and  duodenum  normal. 
At  the  end  of  24  hours  and  after  evacuation, 
there  was  a definite  stasis  in  the  caecum  suggest- 
ing the  presence  of  a band  or  adhesions.  The 
barium  enema  passed  in  readily.  Lack  of  mobil- 
ity and  tenderness  of  the  caecum  were  noted. 
His  conclusion  was : ‘ ' Probable  adhesions  or  band 
across  the  caecum.” 

Upon  opening  the  abdomen  the  caecum  was 
found  lying  well  in  the  pelvis,  and  about  4" 
above  the  pelvic  brim  the  ascending  colon  was 
found  surrounded  and  suspended  by  a typical 
Jackson's  veil.  This  membrane  was  severad  in 
numerous  places  between  uigatures.  The  caecum 
and  ascending  colon  were  completely  freed  and 
mobilized  and  all  constrictions  removed.  She 
bad  an  uneventful  recovery  and  has  been  free 
of  all  complaints  for  four  years. 

I was  embarrassed  about  ten  years  ago  by  the 
failure  of  a patient  to  stop  complaining  after 
appendectomy  for  a chronic  appendicitis.  I 
had  had  ample  opportunity  to  rule  out  all  other 
diagnoses  and  expected  complete  relief.  Some 
time  later  I saw  the  late  Charles  E.  Phillips 
make  a diagnosis  of  a Jackson’s  membrane,  name 
it  as  the  pre-operative  diagnosis,  sever  an  exten- 
sive Jackson’s  membrane,  and  remove  the  appen- 
dix, after  which  the  patient  was  completely  re- 
lieved. I recalled  that  my  patient  also  bad  a Jack- 
son’s  membrane.  Needless  to  say  1 re-examined 
him.  The  x-ray  showed  the  caecum  distended,  ten- 
der, and  relatively  fixed  with  very  little  barium 
in  the  transverse  colon.  Following  the  second  op- 
eration in  which  the  membranes  were  severed, 
my  patient  became  quite  happy  and  has  bad  no 
abdominal  complaints  since.  Thus  came  my  in- 
terest in  these  membranes.  Though  my  own  cases 
are  few  they  correspond  identically  with  those 
in  the  literature. 

I was  very  amazed  to  find  this  subject  not  well 
featured  in  the  Book  of  Standard  Nomenclature 
as  used  in  the  hospital  records  classification; 
and  further  to  find  that  in  many  hospitals  these 
membranes,  bands  and  veils  are  given  slight 
recognition  in  the  cross  index  system,  thus  mak- 
ing it  extremely  difficult  to  study  the  subject. 


The  literature  is  also  very  scant  on  Parieto-colic 
membranes. 

The  surgical  text  books  treat  these  parieto- 
colic  membranes  with  but  scant  courtesy  by 
mentioning  them,  and  often  miss  the  point  by 
advising  against  all  interference  unless  they 
produce  obstruction. 

In  discussing  this  subject  with  numerous  sur- 
geons they  generally  consider  these  as  normal 
and  steer  away  from  them.  However,  accord- 
ing to  W.  A.  Bigelow  of  Brandon,  Manitoba, 
Canada  in  reporting  a series  of  over  a thousand 
patients  with  peri-colic  membranes,  10%  had 
previous  appendectomies. 

He  reported  in  1938  on  the  end  results  of  his 
operations  for  these  congenital  bands  and  mem- 
branes, on  those  who  had  previous  operations 
for  chronic  appendicitis  only,  and  who  had  not 
experienced  any  relief  whatever  from  the  ap- 
pendectomy performed — and  whom  he  had  op- 
erated with  complete  removal  of  all  abnormal 
congenital  bands  and  membranes  from  the  cae- 
cum, ascending  colon,  hepatic  flexure,  or  any 
combination  of  these  membranes.  Out  of  169 
patients  questioned,  147  answered,  of  which 
136  reported  complete  cures.  Eleven  reported 
not  cured,  of  which  two  had  post-operative  ad- 
hesions— were  re-operated  and  cured.  One  was 
later  diagnosed  a neuralgia  of  the  ileo-hypo- 
gastric  nerve.  One  had  no  pain  until  a subse- 
quent pregnancy  and  confinement  when  she  re- 
ported similar  right-sided  abdominal  pain.  Seven 
did  not  return  for  examination.  Thus  he  re- 
ported 92%  cured  of  those  who  received  no  relief 
from  a previous  operation  for  so-called  chronic 
appendicitis  complaints. 

Ur.  Warren  L.  Duffield  of  Brooklyn,  N.  Y. 
in  1932  reported  approximately  200  cases  of 
which  10%  had  previous  appendectomies,  leav- 
ing the  same  symptoms  which  existed  prior  to 
surgery.  This  figure  corresponds  with  Bigelow’s 
experience  of  107  out  of  a total  of  1027  cases. 

He  further  calls  attention  to  the  change  in  the 
local  and  reflex  symptoms  depending  on  the  age 
of  the  patient.  Constipation  is  present  in  50% 
of  all  patients  of  all  ages.  Right  iliac  pain  and 
tenderness  are  complained  of  in  the  age  groups 
of  the  second  and  third  decades  but  diminishes 
in  the  later  decades.  Nausea  and  vomiting  are 
increasingly  present  with  the  increasing  age 
groups  as  also  are  epigastric  pain  and  flatulence. 
In  brief,  as  age  increases  the  local  right  lower 
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quadrant  symptoms  become  less  and  the  reflex 
symptoms  to  the  stomach,  pyloris,  gall  bladder, 
and  descending  colon  increase.  Thus  the  patient 
in  later  years  tends  to  develop  symptoms  of  gall 
bladder  disturbance,  stomach  ulcers,  pyloric 
spasms,  feeling  of  fullness  and  meteorism,  spas- 
tic colons,  gas  and  indigestion,  with  easy  vomit- 
ing. 

Warren  L.  Duffield  concludes  that  peri-colic 
membranes  must  be  thought  of  when  one  is 
tempted  to  make  a diagnosis  of  chronic  appen- 
dicitis in  the  young  and  that  they  be  considered 
in  those  beyond  the  second  decade  presenting 
early  or  typical  symptoms  and  findings  suggest- 
ing gastric  or  duodenal  unlcers  and  spasm  of  the 
colon. 

He  also  asks  the  question,  is  it  possible  that 
this  right  iliac  fossa  irritation  which  may  so 
definitely  and  distinctly  produce  pylorospasm 
with  its  accompanying  hyperacidity,  be  an  etio- 
logical factor  in  gastric  or  duodenal  ulcer? 

Dr.  W.  H.  Bueerman  of  Portland,  Oreg'on  in 
1934  described  at  considerable  length,  the  entire 
“congenital  peri-colic  membrane  syndrome”  and 
calls  attention  to  an  extensive  list  of  symptoms 
not  only  local,  as  well  as  generalized,  but  also 
reflex  in  nature  ; and  concluded  that  the  congeni- 
tal peri-colic  membrane  syndrome  may  explain 
why  some  of  the  cases  of  upper  and  lower  abdom- 
inal chronic  symptomatology  attributed  to  low 
grade  infections  of  the  gall  bladder  and  appen- 
dix were  not  relieved  by  the  removal  of  the  gall 
bladder  or  the  appendix  or  both. 

Holder  McWhorter  of  Chicago  in  1936  re- 
viewed the  literature  and  concluded  that  attacks 
and  symptoms  of  incomplete  obstruction  with 
distension  and  limitation  of  mobility  of  the  cae- 
cum and  ascending  colon  may  be  mistaken  most 
frequently  for  acute,  subacute  or  chronic  ap- 
pendicitis, and  that  a careful,  gentle  exploration 
should  be  made  for  parieto-colic  membranes  as 
well  as  other  pathological  conditions  at  all  oper- 
ations, except  in  acute  conditions,  or  where  it 
would  not  be  good  surgical  practice. 

Credit  must  be  given  to  Wilms  and  Jackson, 
who  did  much  to  call  attention  to  the  futility  of 
expecting  a clinical  cure  in  patients  complaining 


of  pain  in  the  right  iliac  fossa  by  simple  ap- 
pendectomy when  there  were  present  congenital 
membranes  constricting  the  ascending  colon  and 
hepatic  flexure.  Far  too  little  importance  has 
been  credited  to  Jackson’s  original  monograph 
on  “Membranous  Parieto-colitis”  published  in 
1909.  Though  the  title  is  a misnomer,  the  paper 
is  a classic  in  its  description  of  Parieto-colic 
membranes,  their  symptoms  and  treatment. 

In  conclusion: 

1.  There  is  much  eivclence  that  the  distress- 
ing symptoms  of  localized  ascending  large  bowel 
constriction  may  be  mistaken  for  the  clinical 
chronic  appendicitis  syndrome ; and  failure  to 
recognize  parieto-colic  membranes  and  to  re- 
move them  will  explain  some  of  the  failures 
to  cure  the  symptoms  attributed  to  chronic  ap- 
pendicitis. 

2.  Far  too  little  appreciation  and  signili 
cance  by  the  medical  profession  is  attributed  to 
the  distress  syndrome  and  pathology  produced 
by  these  membranes. 

3.  Far  too  much  significance  is  attached  to 
the  quick  appendectomy  and  the  small  incision, 
and  not  enough  to  the  symptom-producing  mem- 
branes of  the  ascending  colon  and  caecum. 

4.  All  such  membranes  should  be  searcheu 
for  in  the  abdomen  and  listed  in  the  cross  classi- 
fication in  the  hospital  records  as  well  as  the 
disposition  of  same  by  the  surgeon.  The  subject 
needs  to  be  better  known  and  considered  in  the 
differential  diagnosis  of  all  symptoms  of  the 
gastro  intestinal  tract  and  abdomen. 

BIBLIOGRAPHY 

1.  W.  A.  Bigelow.  Branden,  Manitoba.  Canada.  “A  Solution 
to  the  Mystery  of  Chronic  Appendicitis."  Canadian  Medicai 
Journal  38:36-37,  Jan.  1938. 

2.  Warren  L.  Duffield,  Brooklyn,  New  York.  "Peri-colic  Mem- 
branes." Annals  of  Surgery,  July  1932.  96:98-101. 

3.  W.  H.  Bueerman,  Portland,  Oregon.  “The  Congenital  Peri- 
colic Membrane  Syndrome  Olten  Misnamed  Cnronic  Appendici- 
tis.” American  Journal  of  Digestive  Diseases  and  Nutrition. 
May  1934.  1:196-202. 

4.  Golder  McWhorter,  Chicago.  Illinois.  “Chronic  Intermit- 
tent Obstruction  of  the  Ascending  Colon  by  Parieto-colic  Bands 
or  Membranes.’  Surgical  Clinics  of  N.  A.  Feb.  1936.  16:101-111. 

5.  J.  N.  Jackson.  Kansas  City.  ‘Membranous  Peri-coliosis." 
Surg.  Gyln.  and  Obst.  1901  IX:278-287. 

Wilms — (Quoted  by  Jackson)  1908. 

Charles  Eton  Phillips,  Los  Angeles,  Calif. 

A.  David  LeVay,  England.  .‘An  Unusual  Uleocaecal  Mem- 
brane.’ British  Medical  Journal.  2:223-224,  Aug.  17,  1940. 

J.  H.  Robinson,  “Mechanical  Partial  Obstruction  of  the  Colon 
by  Peri-colic  Membranes.’  Journal  Oklahoma  Medical  Associa- 
tion, 28:79-82,  March  1935. 

J.  W.  Davis.  "Persistent  Pain  in  R.  L.  Q.  Following  Appen- 
dectomy (Caused  by  Adhesions)"  Southern  Medicine  and  Sur- 
gery. 94:654,  Oct.  1932. 


38 


Arizona  Medicine 


July,  1950 


SERVICING  NATURE’S  “AIR  CONDITIONER" 

ERNEST  E.  TIFFIN,  M.  D. 

Wichita,  Kansas 


TN  recent  years  mechanical  engineers  have 
added  greatly  to  our  bodily  comfort  and 
pleasure  by  developing  year  around  “Air  Con- 
ditioning’’ for  our  homes  and  public  buildings, 
yet,  for  untold  centuries,  Nature  has  had  an 
“air-conditioner”  functioning  in  the  upper 
respiratory  tract  of  mammals  that  for  size  and 
efficiency  far  surpasses  anything  our  modern 
engineers  have  been  able  to  develop ! 

It  is  simply  ludicrous  to  imagine  that  a busi- 
ness firm  handling  air-conditioning  equipment, 
would  send  out  men  to  service  it  who  had  never 
been  taught  the  fundamentals  of  its  operation, 
and  yet,  the  paucity  of  the  knowledge  of  the 
average  physician  on  the  functions  of  the  nose 
is  appalling!  How  many  of  you  here  today  can 
give  a definite  yes  or  no  to  this  question,  “Do 
the  nasal  sinuses  play  any  appreciable  part  in 
modifying  tbe  air  we  breathe?” 

Why  should  you  have  any  knowledge  of  this 
when  none  of  the  textbooks  that  you  studied 
even  hinted  that  the  nose  plays  such  a vital  role 
in  this  business  of  actually  keeping  alive?  I 
have  searched  diligently  through  all  the  text- 
books of  general  physiology  and  1 failed  to  find 
a single  one  that  even  considered  the  nose  as  an 
organ,  like  the  heart  or  the  lungs.  Even  the  text- 
books on  Nose  and  Throat  devote  very  little  space 
to  functions  of  the  nose. 

To  the  pioneer  work  of  Arthur  Froetz  of  St. 
Louis,  as  much  as  to  any  one  man,  is  due  the 
honor  of  stimulating  the  great  amount  of  re- 
search that  has  been  done  in  the  last  few  years 
on  the  physiology  of  the  nose,  and  to  French  K. 
Hansel  goes  the  honor  of  focusing  our  attention 
on  the  part  that  Allergy  plays  in  upsetting  those 
normal  functions. 

Just  as  in  any  other  “Service  Manual”  on 
air-conditioning  equipment,  our  “Manual”  to- 
day, will  also  start  out  with  a brief  description 
of  the  parts  and  how  they  work. 

Since  every  phase  of  nasal  activity  is  de- 
pendent on  movements  of  air,  we  might  con- 
veniently divide  these  functions  into  two  groups: 
(1)  Those  that  affect  the  air  going  into  the  lungs, 
and  (2)  Those  functions  depending  on  air  going 
out  through  the  nose. 

Presented  at  the  Tenth  Harlow  Brooks  Memorial  Navajo  Clini- 
cal Conference,  Ganado.  Arizona.  August  22-24,  1949. 


In  the  first  group  are  (1)  the  sense  of  smell, 
(2)  a thermoregulatory  system,  (3)  the  respir- 
atory function  or  “air  conditioning,”  and  (4) 
Bacteriostasis. 

In  the  second  group — Phonation. 

A brief  review  of  the  anatomy  will  help  us 
visualize  how  such  a seemingly  small  organ 
can  accomplish  so  much.  In  this  slide,  both  the 
sagittal  and  coronal  sections  have  been  drawn 
to  the  same  scale.  It  serves  to  emphasize  two 
facts,  (1)  the  size  and  volume  of  the  air  space 
occupied  by  the  accessory  sinuses,  and  (2)  the 
vast  amount  of  mucous  membrane  surface  that 
is  exposed  to  the  air,  especially  when  you  com- 
pare this  total  area  with  the  cross-section  area 
of  the  nasal  meati. 

Another  factor  to  keep  in  mind  is  the  location 
of  the  openings  of  the  sinuses.  As  you  well 
remember,  the  ostia  of  the  frontal  and  maxillary 
lie  just  below  the  insertion  of  the  middle  turbin- 
ates on  the  lateral  walls,  while  practically  all 
the  other  ostia  are  above  this  point.  The  points 
that  I particularly  wish  to  emphasize  here,  are 
the  size  and  position  of  these  ostia,  especially  in 
relationship  to  their  own  individual  sinuses. 
With  the  exception  of  the  frontals,  each  ostium 
is  well  above  the  floor  of  its  sinus,  so  that  little 
or  no  fluid  can  drain  out  of  them,  even  in  the 
face  down  position.  Evidently,  then,  Nature  de- 
signed them  as  air  chambers.  Since  these  ostia 
are  so  small,  the  volume  of  air  interchange  be- 
tween the  sinuses  and  the  nasal  cavity  is  so  slight 
that  the  value  of  these  chambers  in  warming  and 
moistening  the  air  for  use  in  the  lungs  is  prac- 
tically nil.  They  are  so  situated  in  regard  to  the 
air  currents,  however,  that  they  make  excellent 
resonators.  However,  this  condition  is  present 
only  in  relation  to  expired  air.  The  contour  of 
the  turbinates  is  such  that  none  of  the  air  cur- 
rents set  up  by  inspiration  comes  in  direct  con- 
tact with  the  ostia,  but  the  air  currents  set  up 
by  expiration  flow  directly  past  them.  This  ac- 
complishes two  things:  it  insures  their  protec- 
tion against  dehydration  and  external  violence 
by  keeping  them  constantly  bathed  in  warm 
moist  aii',  and,  at  the  same  time,  the  sound  vibra- 
tions set  up  in  the  outgoing  air  column  by  the 
vocal  cords  can  be  readily  amplified.  Thus  we 
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see  that  one  important  function  of  the  accessory 
sinuses  is  the  amplification  of  sound. 

Another  important  anatomical  fact  to  consider 
is  the  blood  and  nerve  supply  to  these  parts. 
Since  the  sinuses  develop  by  a process  of  invagin- 
ation into  solid  bone,  and  as  the  mucosa  is  laid 
down  as  the  cavities  are  formed,  naturally  most 
of  the  nerves  and  blood  vessels  of  the  mucosa 
lining-  the  sinuses  must  get  there  by  way  of  the 
ostia.  Therefore,  any  factors  influencing  the 
state  of  the  mucosa  around  these  will  also  in- 
fluence the  state  of  the  mucosa  lining  the  sinuses. 
Hence  the  importance  of  getting  your  medica- 
ments to  the  ostia,  if  you  wish  to  get  the  maxi- 
mum effect  of  these  medicaments  on  the  sinuses. 
This  can  only  be  accomplished  at  home,  by  the 
patient,  by  his  assuming  one  or  the  other  of  these 
two  positions,  and  to  stay  in  that  position  long- 
enough  for  the  medicine  to  do  its  work  before 
it  runs  on  into  the  pharynx.  So,  if  you  feel  that 
you  must  prescribe  the  use  of  nose  drops,  be 
sure  that  you  instruct  the  patient  in  how  to  use 
them  right! 

Still  another  very  important  anatomical  fact 
to  consider  is  the  position  on  each  side  of  the 
nose,  of  one  of  the  largest  of  the  ganglia  of  the 
sympathetic  system,  the  sphenopalatine  or 
Meckel’s  ganglia.  These  two  ganglia,  as  you 
well  remember,  have  direct  connections  through 
the  vagi  and  the  parasympathetics  with  all  the 
somatic  processes  in  the  body.  Each  one  lies 
just  beneath  the  mucosa  at  the  posterior  tip  of 
the  middle  turbinate.  This  places  it  in  the  “slip- 
stream” of  both  in-coming  and  out-going  air, 
where  both  normal  and  abnormal  changes  in  this 
medium  can  easily  influence  it.  In  addition  to 
that,  the  normal  drainage  from  all  the  sinuses 
flows  directly  over  them.  They  are  separated 
from  three  different  sinuses,  antrum,  ethmoid 
and  sphenoid,  by  such  thin-walled  partitions  that 
any  internal  inflammatory  changes  in  these  par- 
ticular sinuses  can  easily  effect  them.  Is  it  any 
wonder,  then,  we  so  frequently  get  symptoms 
affecting  the  whole  body  when  there  is  some 
pathological  process  going  on  in  the  nose  and 
sinuses  ? 

The  organ  of  the  sense  of  smell  occupies  but 
a very  small  space,  and  that  in  the  uppermost 
part.  Since  man  is  not  dependent  on  this  func- 
tion to  obtain  his  food  or  protect  him  from  his 
enemies,  its  main  value  to  us  is  chiefly  through 
its  relationship  to  the  sense  of  taste  and  the 
nervous  mechanism  controling  digestion. 


A function  of  the  nose  that  has  received  but 
little  consideration  until  recently,  is  the  relation- 
ship betwen  the  nose  and  body  temperature. 

Muzio  ran  a series  of  interesting  experiments 
which  showed  that  thermic  excitation  of  the  up- 
per respiratory  tract  produces  a vasomotor  re- 
action in  the  skin.  It  was  demonstrated  that 
when  a current  of  warm  air  passes  through  the 
nose,  a cutaneous  vasodilation  is  produced,  and 
when  a current  of  cold  air  is  applied  in  the  same 
manner,  the  opposite  effect,  viz : vasoconstric- 
tion, is  produced  in  the  skin.  These  reactions 
show  that  the  nose  possesses  a thermo-regulator 
for  the  whole  body.  This  acts  through  the  sym- 
pathetic and  parasympathetic  systems.  This 
cutaneous  reaction  is  just  the  opposite  to  what 
happens  in  the  nose  itself,  for  inhalation  of  cold 
air  induces  a vasodilation  of  the  venous  plexuses 
of  the  turbinate  bodies. 

The  third  function,  that  of  changing  the  out- 
side air  to  make  it  suitable  for  the  lungs  to  han- 
dle, is  accomplished  in  a truly  remarkable  man- 
ner. In  the  exceedingly  short  time  that  the  an- 
uses in  passing  through  the  nose,  three  distinct 
changes  take  place:  (1)  the  temperature  is 
changed  to  approximately  body  temperature ; 

(2)  it  is  nearly  saturated  with  moisture;  and 

(3)  the  heavier  than  air  particles  are  cleaned 
or  “filtered”  out  to  a marked  degree.  All  three 
changes  are  aided  to  a great  extent  by  the  sim- 
ple expedient  of  slowing  down  the  speed  of  the 
air  currents  through  the  nose.  Everyone  is 
conscious  of  air  movements  at  the  entrance  and 
at  the  pharynx,  so  we  take  it  for  granted  that 
the  air  passes  just  as  rapidly  between  these  two 
points. 

You  have  all  seen  little  lakes  in  the  mountains. 
You  could  detect  no  movement  of  the  water  any 
place  except  at  the  outlet  or  inlet.  Just  so  has 
Nature  slowed  down  the  movements  in  the  nose. 
Compare  the  size  of  the  outlets  and  inlets  to  the 
actual  volume  of  the  cavity  of  the  nose  and  you 
will  see  what  I mean.  You  feel  movement  of  the 
air  as  it  goes  in  here  and  displaces  air  already  in 
this  space,  and  you  feel  the  movement  of  this 
displaced  air  going  into  the  pharynx,  so,  it  is 
natural  to  assume  that  it  goes  straight  through. 
What  really  happens  is  that  the  currents  tend 
to  go  straight  up  and  then  diffuse  down  and 
back  over  the  turbinates. 

You  can  prove  this  to  yourself  by  remember- 
ing that  when  you  wish  to  detect  a faint  odor 
you  instinctively  make  a sudden  “sniffing”  in- 
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halation  in  order  to  send  more  air  into  the  up- 
per part  of  the  nose  over  the  olfactory  area.  Or 
you  might  ask  yourself  this  question:  “Why 
should  a sudden  downward  movement  of  the 
diaphragm  cause  the  air  in  the  nose  to  shoot  up 
higher  than  it  does  in  normal  respiration?"  The 
answer  to  that  question  again  shows  how  Nature 
makes  use  of  very  simple  expedients  to  gain  her 
objectives : she  made  the  entrance  to  the  nose 
perpendicular  to  the  plane  of  the  face! 

This  was  done  to  take  advantage  of  a law  of 
physics  which  says  that  gases  on  being  forced 
through  a small  opening  move  at  a right  angle 
to  the  plane  of  that  opening.  Illustration — pin 
prick  in  a toy  balloon. 

In  ordinary  respiration,  then,  the  actual  speed 
of  the  air  is  perceptibly  slowed  down  before  it 
leaves  the  vestibule,  and  passes  over  and  under 
the  turbinates  by  slow  diffusion  eddies.  This 
slowing  of  the  air  not  only  allows  it  to  have 
longer  contact  with  the  turdinate  bodies  so  that 
temperature  and  humidity  changes  can  take 
place,  but  the  loss  in  momentum  allows  the  coars- 
er of  the  heavier  than  air  particles  that  have 
gotten  by  the  vibrisssae  to  settle  down  to  the 
floor.  The  lighter  particles,  like  the  bacteria- 
laden  moisture  droplets,  are  prevented  from 
passing  into  the  lungs  by  coming  in  contact  with 
the  sticky  surface  of  the  mucous  sheet  that  cov- 
ers the  whole  mucosa. 

Let  me  pause  here  to  emphasize  the  import- 
ance of  this  sheet  of  mucus.  It  is  one  of  the 
most,  if  not  the  most  valuable  means  of  defense 
our  bodies  have  against  bacterial  invasion  ! Here 
at  the  point  where  our  bodies  are  subjected  to 
the  most  violent  assaults  by  these  bacterial  in- 
vaders, Nature  has  furnished  us  with  a sub- 
stance that  not  only  has  some  bacteriostatic 
properties  of  its  own,  but  its  very  viscosity-  and 
constant  movement  tend  to  prevent  there  being 
any  chance  for  the  bacteria  to  come  in  actual 
contact  with  the  mucosa  itself.  It  is  only  when 
the  bacteria  get  through  the  mucosa  into  the 
submucosa  that  we  have  any  signs  of  inflam- 
matory changes.  So,  would  it  not  be  logical  to 
infer  that  anything  that  would  interfere  with 
the  normal  direction  of  movement  or  slow  it 
down  in  any  way,  would  make  it  easier  for  bac- 
teria to  make  contact  with  the  mucosa  and  pene- 
trate it?  Thus  it  behooves  us  to  learn  more 
about  the  agents  that  affect  this  mucus  and  its 
movement. 

During  the  last  few  years  a great  deal  of  re- 


search has  been  done  on  this  subject,  notably  by 
Proetz,  Van  Alyea,  Tremble,  and  many  others. 
They  have  shown  that  the  whole  mucous  surface 
lining  the  nose  and  sinuses  is  covered  with  a 
completetly  intact  sheet  of  mucus  which  is  con- 
stantly in  motion.  Inside  the  sinuses,  the  move- 
ment of  the  mucus  is  toward  the  ostia,  while  in 
the  nasal  passages  this  movement  is  toward  the 
posterior  orifices,  at  the  rate  of  4 to  6 mm.  per 
minute,  a new  layer  of  mucus  forming  every  ten 
minutes. 

The  total  amount  of  this  mucus  that  is  secreted 
every  twenty-four  hours  by  a normal  adult  is 
approximately  one  quart,  which  is  emptied  into 
the  pharynx,  mixed  with  the  saliva  and  swal- 
lowed. 

This,  at  first  thought,  seems  to  be  a rather 
peculiar  phenomenon.  Nature  goes  to  a great 
deal  of  trouble  to  filter  the  dust,  bacteria  and 
other  harmful  substances  out  of  the  air  that 
goes  into  the  lungs  and  then  dumps  it  into  the 
stomach  ! However,  the  gastric  juice  is  capable 
of  destroying  most  of  the  harmful  ingredients  in 
the  swallowed  mucus.  Yet,  in  a recently  pub- 
lished article,  one  of  our  leading  pediatricians 
stated  that  the  loss  of  appetite,  malaise,  etc.,  of 
youngsters  suffering  from  chronic  sinus  infec- 
tions was  due  to  the  pus  that  they  were  constant- 
ly swallowing.  Personally,  I believe  that  their 
symptoms  are  due  either  to  the  effect  these  tox- 
ins have  on  the  sphenopalatin  ganglia,  or  to 
the  amount  of  these  toxins  that  are  absorbed 
through  the  thin-walled  venous  plexuses  of  the 
turbinates,  rather  than  from  the  tough  lining 
of  the  stomach.  This  phenomenon  should  also 
explain  the  inefficacy  of  oral  vaccines.  If  swal- 
lowing vaccines  will  build  up  an  immunity,  why 
haven’t  we  all  developed  complete  immunity  to 
bacterial  diseases  long  ago,  since  we  are  daily 
swallowing  many  millions  more  bacteria  than  are 
ever  given  in  any  oral  vaccine? 

The  mechanism  that  keeps  this  sheet  of  mucus 
in  motion  has  received  a great  deal  of  study. 
The  outer  layer  of  cells  of  the  mucosa  of  the  nose 
and  sinuses  is  ciliated  columnar  epithelium,  in- 
terspersed with  numerous  goblet  cells  which 
form  the  mucus.  The  cilia  keep  up  a constant 
rhythmic  motion  and  always  in  the  same  direc- 
tion, so  that  the  layer  of  mucus  is  impelled  as  a 
complete  sheet.  If  for  any  reason  there  is  a 
slowing  down  of  the  ciliary  activity  in  one  small 
area,  the  mucus  beings  to  adhere  at  this  point, 
but  the  rest  of  the  sheet  keeps  on  moving,  until 
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the  force  of  the  whole  action  pulls  it  loose  or  pro- 
duces a tear.  If  a tear  occurs,  the  way  is  left 
open  for  the  bacterial  invaders  to  come  in  con- 
tact with  the  mucosa  itself. 

There  are  a great  many  factors,  both  chemical 
and  mechanical,  which  interfere  with  ciliary 
activity.  The  two  most  common  ones  are  trauma 
and  dehydration.  In  other  words,  anything  that 
will  cause  an  undue  amount  of  dryness  in  the 
nose,  or  that  will  mechanically  tear  this  mucous 
sheet,  either  on  the  part  of  the  patient  himself, 
or  the  doctor  treating  the  patient,  is  a poten- 
tially predisposing  factor  causing  infections  of 
the  upper  respiratory  tract. 

Let  us  consider  for  a little  the  factor  of  dry- 
ness in  the  nose.  The  various  investigators  are 
not  agreed  as  to  the  exact  amount  of  water 
given  off  by  the  nose  to  the  air  going  into  the 
lungs,  but  all  are  agreed  that,  with  the  outside 
air  containing  35%  humidity,  the  nose  of  the 
normal  individual  gives  up  at  least  one  quart 
every  twenty-four  hours.  Then  if  the  humidity 
of  the  air  is  materially  reduced,  much  more  mois- 
ture must  be  given  up  by  the  mucosa.  A normal 
nose  can  take  care  of  this  extra  burden  for  a 
reasonable  length  of  time,  but  if  this  period  is 
unduly  prolonged,  particularly  if  in  addition  to 
this  it  has  to  stand  the  added  insult  of  handling 
air  in  crowded  quarters  containing  an  unusual 
amount  of  infectious  material  from  sneezing  and 
coughing  of  those  already  infected,  it  soon 
reaches  the  limit  of  its  ability  to  handle  the 
situation. 

You  are  no  doubt  wondering  why  I bring  that 
up,  when  most  of  us  do  not  live  in  a particularly 
dry  climate.  Did  you  know  that  if  the  tempera- 
ture of  air  containing  35%  humidity  is  raised 
from  the  freezing  point  to  70°F  that  its  humidity 
is  lowered  to  15%  ? In  other  words,  the  air  in  the 
average  home  or  office  during  the  winter  time 
is  drier  than  that  of  the  Sahara  Desert ! 

While  the  nasal  mucosa  requires  a certain 
amount  of  moisture  in  order  to  function  prop- 
eerly,  an  excess  of  water  beyond  that  optimum 
amount  becomes  definitely  harmful.  Several  in- 
vestigators have  reported  that  irrigating  the  nose 
with  only  500  c.c.  of  normal  saline  will  cause  a 
temporary  cessation  of  ciliary  activity  for  quite 
a period  of  time,  and  repeated  irrigations  will 
destroy  the  cilia  completely  and  the  cuboidal 
cells  will  be  replaced  by  stratified  squamous 
cells.  Yet,  all  our  N.  & T.  Journals  still  carry 


ads  urging  the  sale  of  nasal  irrigators  for  treat- 
ment of  acute  sinusitis ! 

Many  of  the  drugs  commonly  used  in  the  nose 
have  been  shown  to  be  definitely  harmful  to 
ciliary  activity.  This  is  particularly  true  of  the 
sulfonamides,  which  not  only  inhibit  ciliary 
activity,  but  tend  to  cause  a degeneration  of  the 
surface  cells  of  the  mucosa.  Adrenalin,  even  in 
very  weak  dilutions,  will  cause  a permanent 
paralysis  of  the  cilii  with  which  it  comes  in  con- 
tact. Cocaine,  if  only  used  in  dilutions  of  4%  or 
less,  is  not  harfmul  to  the  cilia,  but  10%  or 
stronger  will  kill  the  cilia,  and  it  will  take  sev- 
eral days  for  them  to  regenerate. 

Oils  slow  down  ciliary  activity  by  their  mass 
action,  and  since  they  are  not  miscible  with  the 
mucus,  the  effectiveness  of  their  dissolved  medi- 
cation (is  open  to  question. 

Many  nasal  sprays  and  nose  drops  still  contain 
camphor,  eucalvptol,  or  menthol,  under  the  mis- 
taken assumption  that  they  will  “clear”  the 
nasal  passages.  It  has  been  proven  that  none  of 
these  drugs  have  any  vasoconstriction  action 
whatever.  Their  seeming  therapeutic  effect  is 
the  result  of  their  anesthetic  action  on  the  mu- 
cosa. 

The  isotonicity  and  the  pH  of  the  secretions 
are  vei\y  important.  Either  hypo-  or  hyper-tonic 
solutions  will  inhibit  ciliary  action.  The  normal 
pH  is  slightly  acid,  becoming  slightly  alkaline 
in  the  presence  of  acute  infections,  so,  the  ideal 
vehicle  for  nasal  medication  would  be  an  isotonic 
buffered  solution  with  a pH  of  6.2  to  5.7.  In 
this  solution  one  might  use  Vz  to  1%  ephedrine ; 
1%  neosynephrin ; or  0.1%  privine  without  ma- 
terially affecting  the  activity  of  the  cilia. 

It  is  apparent,  therefore,  that  the  concept  of 
treating  nasal  pathology  must  be  modified  from 
an  exclusively  anti-septic  or  anti-bacterialogical 
point  of  view,  to  one  that  encompasses  physio- 
logical principles. 

The  way  in  which  an  organ  is  used  will  also 
enhance  or  detract  from  its  efficiency.  Even  so 
simple  a thing  as  the  way  in  which  the  nose  is 
blown,  may  have  far  reaching  effects.  The  de- 
sire to  blow  the  nose  is  similar  to  the  desire  to 
scratch  when  you  have  a pruritis — if  you  indulge 
it  too  frequently  or  too  vigorously,  you  defeat 
the  end  you  sought.  Too  vigorous  blowing  of  the 
nose  not  only  tears  off  the  normal  protective 
sheet  of  mucus,  but  the  force  of  the  rapidly 
moving  air  causes  more  irritation  and  swelling, 
thereby  stopping  the  passages  still  further, 


42 


Arizona  Medicine 


July,  1950 


causing  more  desire  to  blow  and  so  on  ad  in- 
finatum.  Another  bad  feature  of  blowing  the 
nose  too  vigorously  is  the  danger  of  forcing  in- 
fectious material  back  into  the  sinuses  or  in 
through  the  eustachian  tubes  to  the  middle  ears. 

The  underlying  cause  of  the  big  majority  of 
all  the  symptoms  complained  of  by  patients  suf- 
fering from  pathology  of  the  nose  can  be  summed 
up  in  one  word  - — swelling.  Swelling  of  the 
nasal  mucosa,  in  turn,  is  caused  by  either  an 
inflammation  or  an  allergic  reaction,  or  it  may 
be  a combination  of  the  two.  For  so  many  years 
we  have  been  imbued  with  the  idea  that  all  tissue- 
swelling  is  of  inflammatory  origin,  that  it  is 
hard  to  believe  that  70%  of  all  these  cases  have 
an  allergic  factor.  Yet  that  figure  has  been  pret- 
ty well  agreed  upon  by  all  rhinologists  who  have 
really  made  an  investigation  of  the  subject. 
However,  a routine  smear  made  from  the  secre- 
tions of  the  nose  of  every  patient  showing  nasal 
symptoms  and  stained  as  you  would  for  a dif- 
ferential blood  count  will  soon  convince  you  of 
the  truth  of  these  figures.  No  satisfactory  ex- 
planation has  as  yet  been  made  of  the  role  that 
the  eosinophiles  play  in  allergic  reactions,  but 
they  are  always  there  in  large  numbers,  both  in 
the  tissues  themselves,  as  well  as  in  the  secretions 
from  the  tissues.  This,  then,  is  the  reason  for 
doing  routine  nasal  smears  as  a diagnostic  pro- 
cedure. 

Food  allergens  play  a rather  minor  role  as 
the  causative  factors  in  nasal  allergy,  but  it  is 
often  necessary  to  put  the  patient  on  an  “elim- 
ination” diet  in  the  early  part  of  the  treatment 
until  they  become  partially  desensitized  to  the 
inhalants. 

Inhalants  are  the  most  frequent  allergens  in- 
ducing nasal  allergies.  Among  the  common  ones 
of  these  are  feathers,  animal  danders,  cosmetics, 
tobacco  and  tobacco  smoke,  but  the  most  frequent 
of  all  are  house  dust  and  molds. 

Luckily  for  us,  nasal  patients  respond  well  to 
desensitization  to  the  inhalants,  when  treated 


with  the  minute  dosage  that  Hansel  calls  the 
“optimum”  dosage,  as  contrasted  to  the  original 
idea  of  trying  to  build  the  dose  up  as  high  and 
as  rapidly  as  possible.  I have  had  one  patient, 
whose  nose  was  completely  occluded  with  polypi, 
who  came  into  the  office  twenty-four  hours  after 
a single  dose  of  0.05  c.c.  of  a one  to  a million 
dilution  of  house  dust  and  molds,  stating  that 
she  had  breathed  through  her  nose  all  night  for 
the  first  time  in  weeks.  Of  course  it  is  not  often 
that  you  are  lucky  enough  to  hit  the  optimum 
dosage  that  easily,  but  all  cases  of  nasal  polypi 
are  benefited  by  allergic  treatment.  Cases  of 
third  degree  polyposis,  especially  if  they  have 
been  of  long  standing,  get  much  quicker  relief 
by  the  surgical  removal  of  the  polypi.  This 
should  be  followed  by  a thorough  allergic  exam- 
ination and  treatment  to  prevent  their  recur- 
rence. Many  seasonal  hay  fever  patients  are 
kept  symptom  free  during  the  heighth  of  the 
season  by  the  intra-dermal  injections,  at  twenty- 
four  or  forty-eight  hour  intervals,  of  a similar 
dilution  of  the  pollens  to  which  they  are  sensitive. 

The  anti-histaminie  drugs  are  of  great  value 
in  relieving  the  symptoms  of  these  patients,  but 
we  like  to  restrict  their  use  to  a minimum,  par- 
ticularly in  the  early  stages  of  the  treatment, 
while  the  “optimum”  dose  is  being  worked  out. 

The  vasoconstrictor  drugs  should  not  be  used 
by  patients  whose  symptoms  are  primarily  al- 
lergic, because  they  are  more  prone  to  become 
sensitized  to  them,  particularly  to  privine.  Neo- 
synephrin  is  also  a very  common  offender  in 
this  respect.  Ephedrine,  in  weak  dilutions,  has 
the  least  allergenic  tendencies  of  any  of  this 
class  of  drugs.  So  this  is  the  vasoconstrictor  of 
choice  to  use  when  there  is  an  acute  inflammatory 
reaction  present,  but  even  these  patients  should 
be  cautioned  against  using  it  too  long. 

In  closing,  let  me  again  emphasize  the  fact 
that  no  good  mechanic  ever  goes  out  to  service 
any  “air-conditioning”  equipment,  without  be- 
ing thoroughly  familiar  with  “how  it  works!” 
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T TERETOFORE  our  knowledge  of  the  remis- 
"*■  ^ sions  seen  in  rheumatoid  arthritis  has  been 
limited  to  the  study  of  unpredictable  and  indefi- 
nite cases  of  remissions  associated  with  preg- 
nancy, jaundice  and  occasionally  with  the  admin- 
istration of  gold.  ACTH  and  Cortisone  have 
made  it  possible  to  study  clinical  and  laboratory 
changes  from  active  disease  to  remission  in  the 
space  of  a few  days,  thereby  suggesting  that 
there  is  a definiee  remission  factor  present  and 
that  it  is  common  to  all  cases  of  rheumatoid 
arthritis.  In  previous  studies  it  was  found  that 
there  was  a distinct  difference  in  amino  acid 
urinary  excretion  values  between  normals  and 
patients  with  active;  rheumatoid  arthritis. 
Consequently,  the  remissions  produced  with  com- 
parative ease  by  ACTH  and  Cortisone  were 
studied  from  the  standpoint  of  amino  acid  excre- 
tion levels  before  the  administration  of  medicine 
and  following  a prearranged  schedule  of  ad- 
ministration. 

Selection  of  Patients  and  Methods  of  Study 

During  the  past  year  ACTH  and  Cortisone 
have  been  administered  to  a total  of  71  patients. 
These  patient  ssuffered  from  active  rheumatoid 
arthritis  and  had  been  under  close  observation 
for  several  months  or  longer.  Preference  was 
given  to  the  acute  and  severe  cases  with  minimal 
joint  destruction  and  in  whom  we  believed  there 
was  a measurable  amount  of  reversible  disease 
present. 

The  average  age  of  the  patients  studied  was 
43.5  years,  ranging  from  20  to  73  years  of  age. 
The  average  duration  of  the  disease  was  5.7  years, 
varying  from  six  months  to  17  years. 

The  first  patients  studied  were  hospitalized 
during  the  entire  period  of  investigation.  They 
were  observed  during  the  initial  control  period 
prior  to  the  institution  of  experimental  therapy, 
during  which  time  they  were  under  metabolic 
control  with  identical  daily  diets,  absence  of 
medications  and  degrees  of  daily  activity.  Ob- 
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jeetive  and  subjective  symptoms  and  signs  were 
noted  and  recorded  daily.  The  degrees  of  stiff- 
ness, rest  pain  and  motion  pain,  as  well  as  heat, 
swelling,  redness,  tenderness,  strength  of  grip 
and  degrees  of  function,  were  included  in  each 
patient’s  record.  Blood  pressure  readings  and 
weight  recordings  were  also  made. 

During  the  past  month  we  have  instituted  a 
program  of  treating  patients  on  an  ambulatory 
basis  with  multiple  daily  injections,  both  in  the 
office  and  at  home. 

DOSAGE 

Cortisone.  Originally  Cortisone  was  given  in 
the  dosage  of  300  mg.  the  first  day  and  100  mg. 
thereafter.  Of  late  we  have  been  giving  100  mg. 
of  Cortisone  daily  without  the  initial  300  mg. 
injection. 

ACTH.  In  our  early  studies  we  administered 
80  mg.  of  ACTH  daily.  One  patient  received 
as  high  as  160  mg.,  but  we  have  found  that  opti- 
mal doses  are  lower  than  the  original  80  mg. 
Most  of  our  patients  have  received  40  mg.  daily 
with  good  results.  In  recent  months  we  have  ex- 
perimented with  even  smaller  doses  ranging  from 
5 mg.  to  40  mg.  a day.  It  has  been  further  found 
that  divided  dosages  are  of  more  value  than  one 
single  dose  daily.  Consequently,  our  patients 
have  all  been  given  ATCH  every  six  hours.  We 
have  made  many  attempts  to  reduce  the  dosage 
of  ACTH  to  the  minimal  dosage  at  which  the 
remission  factor  is  present.  One  73-year-old 
woman  with  severe  rheumatoid  arthritis  experi- 
enced complete  remission  on  20  mg.  daily.  Two 
patients  received  an  almost  complete  remission 
on  10  mg.  daily.  All  the  patients  exhibited 
measurable  remission  on  40  mg.  or  less  per  day. 

Duration  of  Treatment 

Duration  of  treatment  for  the  hospital  group 
ranged  from  10  to  20  days.  We  have  not  as  yet 
established  a duration  schedule  for  ambulatory 
patients ; however,  we  do  have  several  patients 
who  have  received  intermittent  courses  over  the 
period  of  the  past  nine  months  resulting  in  com- 
plete remissions. 
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TOXICITY 

Cortisone.  Of  the  patients  treated  with  Corti- 
sone only  two,  both  females,  showed  early  a ten- 
dency toward  rounding  of  the  face  or  moonface, 
slight  hirsutism  and  slight  tibial  edema,  with 
evidence  of  mild  sodium  and  water  retention. 
These  changes  disappeared  during  the  next  two 
weeks  after  discontinuation  of  the  medicine. 
None  of  the  patients  developed  glycosuria,  hy- 
pertension or  psychoses;  however,  these  are  all 
short  term  studies  and  other  reports  indicate 
there  are  more  serious  hazards  in  long-term 
large  dosage  administration. 

ACTE  Of  the  patients  receiving  the 
larger  doses  (80  to  160  mg.),  one  developed  tran- 
sient hypertension  and  sodium  and  water  reten- 
tion, with  weight  gain.  Three  appeared  moder- 
ately depressed  in  emotional  tone.  Of  the  re- 
mainder of  the  patients  receiving  40  mg.  or  less, 
none  showed  any  evidence  of  weight  gain,  hy- 
pertension, glycosuria,  elevation  of  blood  sugar, 
hirsutism  or  depression.  There  was  some  occa- 
sional euphoria  and  insomnia.  Here  again  these 
are  short  term  studies,  although  we  have  had 
experience  with  intermittent  dosages  for  longer 
than  eight  months  without  evidence  of  undesir- 
able effects. 

Clinical  Results 

The  typical  clinical  response  to  ACTH  and 
Cortisone  was  one  of  marked  improvement  in 
symptoms  within  the  first  48  honors,  The  pa- 
tients described  a feeling  of  well  being.  There 
was  a dramatic  decrease  in  stiffness,  rest  pain, 
joint  tenderness,  motion  pain  and  swelling. 
There  was  a striking  increase  in  strength  as  early 
as  the  first  24  hours  of  treatment.  Appetite 
was  generally  improved  by  the  third  day.  The 
erythrocyte  sedimentation  rate  dropped  an  aver- 
age of  41  mm.  (Westergren  method)  in  one  hour. 
There  was  an  increase  of  total  white  blood  cells, 
averaging  3,100  per  cu.  mm.,  and  a decrease  in 
lymphocytes  averaging  11%.  In  all  cases  re- 
ceiving 40  mg.  daily  or  more  there  was  a drop 
in  the  daily  quantitative  eosinophil  count  aver- 
aging 240  per  cu.  mm.  by  the  sixth  day. 

DURATION  OF  REMISSION 

Cortisone.  One  patient  experienced  a severe 
exacerbation  of  her  disease  within  48  hours  after 
discontinuation  of  the  medication.  Another  pa- 
tient has  retained  75  per  cent  of  her  improve- 
ment for  six  months  or  longer.  The  remainder 
of  the  patients  gradually  returned  to  their  for- 


mer degree  of  disability  within  one  to  eight 
weeks.  More  than  half,  however,  have  retained 
measurable  benefits  for  more  than  six  weeks, 
but  none  of  the  patients  have  retained  the  degree 
of  maximum  improvement  that  they  experienced 
w*hile  receiving  the  medication. 

ACTE.  One  patient  experienced  an  acute 
recurrence  during  the  first  24  hours  following 
cessation  of  medication.  Twenty  patients  have 
retained  approximately  75  per  cent  of  their  im- 
provement for  more  than  four  months.  Seven 
patients  have  received  intermittent  administra- 
tion of  ACTH  for  more  than  six  months,  re- 
ceiving some  ACTH  at  least  once  weekly.  One 
patient  has  received  10  to  20  mg.  three  times  a 
week  for  six  months  and  has  maintained  85  to 
90  per  cent  remission.  Two  patients,  who  had 
received  Cortisone  some  six  months  or  more 
previously  and  had  relapsed,  responded  well  to 
40  mg.  of  ACTH  for  a short  period  of  adminis- 
tration. It  therefore  appears  that  at  least  under 
the  conditions  studied,  significant  resistance  to 
ACTH  has  not  developed.  Duration  of  remis- 
sion following  cessation  of  medication  varied 
widely  in  each  case. 

In  several  instances  we  have  noted  normal 
laboratory  findings  without  complete  clinical 
response  and  the  reverse  was  also  found.  In 
two  cases,  the  sedimentation  rate  failed  to  go 
below  90  mg.  (Westergren  method),  yet  the 
patient  was  completely  free  of  the  disease 
clinically.  In  three  cases,  the  sedimentation  rates 
dropped  to  normal  levels  and  the  patients  exhib- 
ited less  than  an  average  clinical  improvement. 

Plans  for  the  Future 

We  have  found  a marked  rise  in  urinary  ex- 
cretion of  several  amino  acids  studied  during 
each  remission  of  the  disease,  whether  the  re- 
mission be  produced  by  Cortisone,  ACTH,  preg- 
nancy or  jaundice.  Attempts  were  made  to  re- 
produce these  findings  with  testosterone,  adren- 
alin, amino  acid  feedings,  vitamin  C,  salicylates, 
antihistiminics,  Artisone  and  X-ray  therapy.  To 
date  we  have  not  had  success  in  these  attempts. 
The  changes  seen  in  amino  acid  metabolism  may 
or  may  not  have  any  relation  to  the  remission 
factor.  It  may  simply  be  another  example  of 
measuring  a physiological  reaction  not  essential 
to  remission.  An  attempt  is  being  made  either 
to  produce  this  amino  acid  pattern  without  re- 
mission or  to  produce  a remission  without  the 
amino  acid  pattern.  Much  additional  work  is 
needed. 
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Cditorial i 


INAUGURAL  ADDRESS 

of 

DR.  ELMER  L.  HENDERSON 
President  of  the  American  Medical  Association 

In  the  Gold  Ball  Room  of  the  Palace  Hotel 
in  San  Francisco,  California,  on  the  evening  of 
June  27,  1950,  at  6 o’clock  (Pacific  Coast  Day- 
light Time),  in  a hard-hitting  inaugural  address 
broadcast  Coast-to-Coast  over  two  radio  networks 
(ABC  and  Mutual),  Dr.  Elmer  L.  Henderson  of 
Louisville,  Kentucky,  new  president  of  the  Amer- 
ican Medical  Association,  charged  that  “the  ad- 
ministrative arm  of  our  Government  has  failed 
us  in  this  generation.’’ 

The  fighting  doctor  from  Kentucky,  who  took 
his  oath  of  office  at  an  open  meeting  of  the 
A.M.A.  House  of  Delegates  here,  and  whose  mes- 
sage was  heard  by  millions  of  the  American  peo- 
ple, flatly  accused  “little  men  with  a lust  for 
power’’  in  the  executive  branch  of  the  Govern- 
ment of  seeking  to  make  America  “a  Socialist 
State  in  the  pathetic  pattern  of  the  socially  and 
economically-bankrupt  Nations  of  Europe.” 

A Sick  Government 

The  Administration  in  Washington,  asserted 
Dr.  Henderson,  is  “sick  with  intellectual  dishon- 


Dr. Elmer  L.  Henderson,  President 
American  Medical  Association 


esty,  with  avarice,  with  moral  laxity  and  with 
reckless  excesses.  ’ ’ 

That  condition  must  be  changed,  he  declared, 
"if  we  are  to  survive  as  a strong,  free  people” — 
and  he  called  upon  all  of  the  American  people 
to  share  the  responsibility  and  to  uphold  the  Na- 
tion’s ideals  of  freedom. 

To  the  144,500  members  of  A.M.A.,  who  had 
received  special  invitations  to  hear  their  new 
president’s  address,  he  said: 

Medicine — The  Target  of  Cynical  Men 
“Tonight  I call  upon  every  doctor  in  the  Unit- 
ed States,  no  matter  how  heavy  the  burdens  of 
his  practice  may  be,  to  dedicate  himself,  not 
only  to  the  protection  of  the  people’s  physical 
health,  but  also  to  the  protection  of  our  Ameri- 
can way  of  life,  which  is  the  foundation  of  our 
economic  health  and  our  political  freedom.” 
Continued  the  new  A.M.A.  president: 
“American  medicine  has  become  the  blazing 
focal  point  in  a fundamental  struggle  which  may 
determine  whether  America  remains  free,  or 
whether  we  are  to  become  a Socialist  State,  un- 
der the  yoke  of  a Government  bureaucracy  dom- 
inated by  selfish,  cynical  men  who  believe  the 
American  people  are  no  longer  competent  to 
care  for  themselves. 

Under  Socialism,  Liberty  Dies! 

“These  men  of  little  faith  in  the  American 
people  propose  to  place  all  our  people,  doctors 
and  patients  alike,  under  a shabby,  Government- 
dictated  medical  system  which  they  call  Com- 
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pulsory  Health  Insurance.  But  it  is  not  just 
socialized  medicine  which  they  seek.  Their  real 
objective  is  to  gain  control  over  all  fields  of  hu- 
man endeavor — and  to  strip  the  American  peo- 
ple of  self-determination  and  self-Government. 

“There  is  only  one  essential  difference  be- 
tween Socialism  and  Communism.  Under  State 
Socialism  human  liberty  and  human  dignity  die 
a little  more  slowly,  but  they  die  just  as  surely!” 
Then  Dr.  Henderson,  declaring  that  “Ameri- 
can medicine  has  led  the  world  in  medical  ad- 
vances, and  has  helped  to  make  this  the  health- 
iest, strongest  Nation  on  the  face  of  the  globe,” 
blasted  the  critics  of  medicine  with  this  signifi- 
cant statement : 

“It  is  not  American  medicine  which  has  failed 
to  measure  up  to  its  obligations. 

“It  is  not  American  business  nor  American 
Agriculture  which  has  failed — nor  the  fine,  loyal 
working  people  of  America  who  have  failed. 

“It  is  the  administrative  arm  of  our  Govern- 
ment in  Washington  which  has  failed  us  in  this 
generation !” 

Press  Praised  for  Leadership 
Stressing  the  fact  that  many  already  recognize 
the  dangerous  trend  toward  concentration  of 
power  in  Washington,  Dr.  Henderson  declared  : 
“ If  it  were  not  for  the  leadership  of  the  Amer- 
ican press,  in  defending  our  fundamental  lib- 
erties, American  medicine,  even  now,  might  be 
socialized — and  under  the  heel  of  political  dic- 
tation. 

“The  newspapers  of  America,  with  few  excep- 
tions, have  taken  a strong  stand,  not  only  against 
socialized  medicin^,  but  against  all  forms  of  State 
Socialism  in  this  country — and  the  doctors  of 
America  are  proud  to  take  their  stand  beside  the 
fighting  editors  of  America  in  the  battle  to  save 
our  freedom  and  the  system  of  individual  initia- 
tive which  maintains  it.” 

The  Miracle  of  Medical  Progress 
Reviewing  the  great  achievements  of  Ameri- 
can medicine  at  the  half-way  mark  of  the  20th 
Century — with  10  years  added  to  the  life  span 
during  the  past  five  decades,  with  many  dreaded 
diseases  conquered,  which  were  leading  killers 
at  the  turn  of  the  century,  and  with  the  ma- 
ternal death  rate  in  this  country  now  lower 
than  in  any  other  Nation — the  A.M.A.  president 
commented : 

“The  story  of  never-ending  medical  progress 
in  this  country  is  not  just  a story  of  so-called 
miracle  drugs  and  miracle  discoveries.  The  real 


miracle  of  American  medical  progress  is  the 
miracle  of  America  itself — the  motivating  power 
of  the  American  spirit,  of  free  men,  unshackled, 
with  freedom  to  think,  to  create,  to  cross  new 
frontiers. 

“This  is  the  spirit,  and  these  are  the  very 
methods,  which  Government-domination  of  med- 
ical practice  would  destroy.” 

Voluntary  Way  Is  American  Way 

Declaring  that  the  Nation’s  medical  care  prob- 
lems can  be  resolved  “without  compulsory  pay- 
roll taxes  and  without  political  pressure,”  Dr. 
Henderson  pointed  out  that  approximately  half 
the  population  of  the  country  already  has  en- 
rolled in  Voluntary  Health  Insurance  plans  “to 
take  the  economic  shock  out  of  illness.” 

Said  Dr.  Henderson : 

“Within  the  next  three  years,  in  the  opinion 
of  leading  medical  economists,  IK)  million  persons 
will  he  enrolled  in  the  Voluntary  prepaid  medi- 
cal plans — and  when  that  number  has  been 
reached,  the  problem  will  have  been  largely  re- 
solved. ’ ’ 

Dr.  Henderson  concluded  his  address  by  thank- 
ing the  American  people  for  coming  to  medi- 
cine’s defense  when  it  was  brought  under  attack 
— and  reported  that  more  than  10,000  National, 
State  and  local  organizations,  with  many  millions 
of  members,  have  taken  positive  action  against 
Compulsory  Health  Insurance. 


AN  EDITORIAL 

The  Editor  sincerely  solicits  contributions  of 
scientific  articles  for  publication  in  ARIZONA 
MEDICINE.  All  such  contributions  are  great- 
ly appreciated  and  all  will  be  given  equal  con- 
sideration. 

Certain  general  rules  must  be  followed,  how- 
ever, and  the  Editor  therefore  respectfully  sub- 
mits the  following  suggestions  to  authors  and 
contributors : 

1.  Follow  the  general  rules  of  good  English, 
especially  with  regard  to  construction,  diction, 
spelling  and  punctuation. 

2.  Follow  the  general  rules  of  medical  writ- 
ing as  followed  by  the  Journal  of  the  American 
Medical  Association.  (See  Medical  Writing  by 
Morris  Fishbein.) 

3.  Be  brief,  even  while  being  thorough  and 
complete.  Avoid  unnecessary  words.  Try  to 
limit  the  article  to  1500  words. 

4.  Read  and  re-read  the  manuscript  several 
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times  to  correct,  especially  for  spelling  and 
punctuation. 

5.  Submit  manuscript  typewritten  and 
double-spaced. 

The  Editor  is  always  ready,  willing,  and  hap- 
py to  help  in  any  way  possible. 


PHOENIX  CLINICAL  CLUB 


The  Case  History  in  this  discussion  is 
selected  from  the  Case  Records  of  the  Mas- 
sachusetts General  Hospital,  and  reprinted 
from  the  New  England  Journal  of  Medicine. 
The  discussant  under  Differential  Diagnosis 
is  a member  of  the  staff  of  the  Massachus- 
etts General  Hospital.  The  other  discussants 
are  members  of  the  Phoenix  Clinical  Club. 


Massachusetts  General  Hospital 
Case  Report  No.  31152 

A thirty-six-year-old  graduate  nurse  was  ad- 
mitted to  the  hospital  because  of  irregular  and 
profuse  menstrual  bleeding. 

From  the  time  of  the  menarche,  at  the  age  of 
sixteen,  the  menstrual  periods  were  irregular 
and  profuse,  with  considerable  loss  of  blood  on 
each  occasion.  At  times  there  were  long  free 
intervals.  At  the  age  of  twenty  an  appendec- 
tomy was  performed,  and  a tube,  said  to  be 
tuberculous,  was  removed.  Following  this  she 
had  long  stretches  of  amenorrhea,  followed  by 
profuse  bleeding,  occasionally  with  clots,  requir- 
ing eight  to  ten  napkins  a day  for  seven  days. 
She  received  a variety  of  endocrine  preparations, 
with  no  apparent  effect  until  about  four  years 
prior  to  admission,  when,  following  the  admin- 
istration of  Antophysin,  her  periods  became 
regular  and  normal  for  about  two  and  a half 
years,  but  then  again  became  infrequent  and 
profuse.  For  six  months  preceding  entry  she 
had  had  almost  continuous  flow. 

The  patient  had  always  been  obese,  averaging 
230  pounds.  Two  years  before  entry,  while  on 
a diet,  she  lost  75  pounds,  but  she  had  subse- 
quently regained  50. 

The  patient’s  father  died  of  tuberculosis  when 
she  was  three  years  old,  and  a younger  sister 
had  pulmonary  tuberculosis. 

Physical  examination  revealed  an  obese  woman 
in  no  acute  discomfort.  The  skin  was  warm. 
There  was  no  palpable  adenopathy.  The  fundi 
were  normal.  The  thyroid  gland  was  not  en- 
larged. The  breasts  were  pendulous.  The  heart 
and  lungs  were  negative.  Slight  tenderness 
was  present  on  deep  palpation  in  the  left  lower 
quadrant  of  the  abdomen.  A pelvic  examina- 
tion revealed  a slightly  enlarged  uterus  but  was 
otherwise  not  remarkable. 


The  temperature,  pulse  and  respirations  were 
normal.  The  blood  pressure  was  120  systolic, 
74  diastolic. 

Examination  of  the  blood  revealed  a red-cell 
count  of  3,570,000,  with  10  gm.  of  hemoglobin, 
and  a white-cell  count  of  5100,  with  66  per  cent 
neutrophils,  27  per  cent  lumphocytes,  5 per  cent 
monocytes  and  2 per  cent  eosinophils.  There 
were  no  significant  red-cell  abnormalities  on 
smear.  The  urine  had  a specific  gravity  of  1.020 
to  1.030,  with  a 0 to  one  plus  test  for  albumin; 
a few  white  cells  were  found  in  the  sediment. 
The  serum  nonprotein  nitrogen  was  normal,  and 
the  protein  5.9  gm.  per  100  c.c.  A glucose  tol- 
erance test  revealed  a fasting  level  of  105.  mg: 
per  100  c.c.,  which  rose  to  185  at  the  end  of  two 
hours,  and  to  162  mg.  at  the  end  of  three  hours. 
The  basal  metabolic  rate  was  plus  one  per  cent. 
A blood  Hinton  test  was  negative.  A tuberculin 
test  (dilution  unknown)  was  strongly  positive. 

Roentgenograph  ie  examinations  of  the  skull, 
spine  and  urinary  tract  were  negative. 

On  the  fifth  hospital  day  an  operation  was 
performed. 

DISCUSSION 
Dr.  Phillip  E.  Rice: 

A 36-year-old  obese  female  had  irregular  and 
profuse  menses  all  of  her  menstrual  life  except 
for  long  stretches  of  amenorrhea  at  age  20,  fol- 
lowing appendectomy  and  removal  of  a tube 
said  to  be  tuberculous,  and  except  for  a 2x/i 
year  period  of  regular  periods  following  admin- 
istration of  Antophysin  four  years  ago.  For  the 
past  six  months  flow  had  been  continuous.  Other 
endocrines  had  no  effect  and  I assume  that  the 
Antophysin  no  longer  helped.  The  patient’s 
father  and  a sister  had  tuberculosis  and  the  pa- 
tient’s tuberculin  test  was  strongly  positive,  but 
she  lost  no  weight  and  we  are  not  told  if  she  had 
a cough  or  ever  had  a chest  x-ray.  This  last  is 
either  a serious  oversight  or  is  withheld  from  us. 

Except  for  slight  deep  tenderness  in  left  lower 
abdomen  and  a slightly  enlarged  uterus,  the 
pelvis  examination  was'  not  remarkable.  I can 
appreciate  that  examination  of  a 230  lb.  woman 
was  neither  easy  nor  reliable.  She  had  no  fever 
and  reported  laboratory  work  was  all  normal 
except  the  glucose  tolerance  test,  in  which  the 
blood  sugar  stayed  up  to  185  and  162  mg.  at  the 
end  of  two  and  three  hours  respectively.  Urinary 
sugar  test  was  not  reported  but  is  assumed  to 
have  been  negative.  She  had  a moderate  anemia 
as  one  might  expect  with  all  this  blood  loss. 

It  seems  strange  that  anyone  who  had  bled  as 
much  as  this  girl  had  never  had  a diagnostic 
curettage.  Finally  at  the  end  of  our  protocol  it 
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says  “an  operation  was  performed."  Was  this 
the  long:  delayed  I).  & C.  or  did  they  take  the 
bull  by  the  horns  and  do  a hysterectomy?  If 
they  did,  it  must  have  been  a great  relief  to 
this  woman. 

It  seems  quite  probable  that  this  girl  had  tu- 
berculosis  when  she  was  young  as  evidenced  by 
the  positive  tuberculin  test,  the  family  exposure, 
the  periods  of  amenorrhea  and  the  report  of  a 
tubercular  tube  being  removed.  But  where  is 
our  chest  x-ray  report  ? 

Genital  tuberculosis  in  the  female  may  orig- 
inate either  as  a part  of  peritoneal  tuberculosis 
wherein  tubercles  are  implanted  on  the  tubes, 
ovaries,  etc.,  or  it  may  begin  inside  the  tubes 
from  stray  bacteria  picked  up  by  the  fimbriated 
ends  or  from  hematogenous  spread.  In  the  for- 
mer cases  the  symptoms  and  signs  are  those  of 
the  tuberculous  peritonitis,  while  in  the  latter 
ease  the  disease  may  resemble  a recurrent  gon- 
orrheal infection.  The  tube  becomes  hyperplastic 
and  indurated  and  the  disease  may  readily 
spread  to  the  endometrium  and  the  ovaries.  A 
positive  diagnosis  is  practically  impossible  with- 
out biopsy  or  finding  the  organisms  on  smear  or 
culture.  Since  the  disease  is  nearly  always  ac- 
companied by  pulinonarly  lesions,  a chest  x-ray 
is  imperative.  But  our  patient’s  symptoms  are 
all  referable  to  bleeding  and  she  gives  no  history 
of  pelvic  inflammatory  symptoms. 

What  are  the  causes  of  uterine  bleeding? 
Briefly,  they  may  be  grouped  under  the  fol- 
lowing five  headings: 

1.  Complications  of  pregnancy. 

In  our  patient  we  have  no  evidence  to  place 
her  in  this  group. 

2.  Benign  tumors  of  the  uterus. 

Our  patient  might  very  well  have  a submucus 
fibroid,  and  we  cannot  rule  this  out. 

3.  Malignant  tumors  of  the  uterus. 

Here  too,  the  only  evidence  we  have  against 
this  is  the  long  standing  history  of  bleeding. 
However,  this  does  not  prove  that  she  might  not 
have  an  endometrial  malignancy. 

4.  Functional  bleeding. 

Surely  this  is  what  she  was  treated  for  all  of 
her  life,  and  a discussion  of  the  causes  of  this 
could  be  long  and  still  not  give  us  any  further 
insight  into  the  etiology  in  our  case.  However, 
we  will  come  back  to  this  after  mentioning  the 
fifth  group  which  is: 

5.  Other  possible  causes  of  uterine  bleeding; 
such  as  syphilis,  simple  ulcerations,  tuberculo- 


sis, etc.  In  the  case  of  tuberculosis,  we  are  given 
just  enough  information  to  make  us  want  to 
make  this  diagnosis,  and  still  we  have  nothing 
concrete.  It  is  true  that  this  disease  more  often 
causes  amenorrhea  but  involvement  of  the  en- 
dometrium could  cause  ulceration  and  chronic 
bleeding.  Moreover,  it  is  well  known  that  tubal 
disease  may  cause  bleeding;  hence  the  tubercu- 
lar condition  might  remain  in  the  tubes  and  still 
give  uterine  hemorrhage.  However,  without  a 
chest  x-ray,  without  a biopsy  of  the  endome- 
trium, without  smears  or  culture  of  the  uterine 
discharge.  I cannot  guess  at  a diagnosis  of  endo- 
metrial tuberculosis.  In  the  case  of  tubal  tuber- 
culosis the  evidence  is  much  stronger  if  we  are 
to  rely  on  the  history. 

Now  to  get  back  to  functional  bleeding,  we 
must  mention  the  possibility  of  hypothyroidism. 
Here  we  are  given  a lead  that  the  patient  was 
overweight.  A single  plus  \c/<  Basal  metabolic 
reading  tells  us  nothing  because  one  basal  meta- 
bolism may  be  very  misleading.  The  patient 
might  have  been  just  apprehensive  enough  to 
increase  her  rate  to  normal  when  it  really  was 
low.  Therefore  1 think  that  hypothyroidism  is 
a possibility  in  this  case.  We  may  have  bleeding 
as  a result  of  disturbed  function  of  the  ovaries. 
There  may  or  may  not  be  ovarian  tumors  in 
such  a case  for  many  women  in  their  late  thirties 
have  bleeding  probably  due  to  waning  ovarian 
activity.  Menopausal  bleeding  is  very  com- 
mon, although  in  many  of  these  cases  small  en- 
dometrial fibroids  can  be  found. 

In  conclusion,  we  do  not  have  enough  informa- 
tion to  make  a positive  diagnosis  in  this  case 
except  to  say  the  woman  had  metrorrhagia, 
which  was  probably  accompanied  by  an  endo- 
metrial hyperplasia. 

DIAGNOSES 

1.  Tuberculosis  of  the  remaining  tube  and 
ovaries,  or 

2.  Submucus  fibroids,  or 

3.  Hypothyroidism,  or 

4.  Any  combination  of  these. 


DIF F EKENTrAB  DT A GN( ISIS 
Dr.  Fred  A.  Simmons:  Since  this  is  a teach- 
ing clinic,  I am  going  to  mention  a few  points 
that  might  be  instructive  regardless  of  what  the 
diagnosis  may  be.  In  any  patient  who  is  bleed- 
ing, no  matter  what  age.  we  should  include  the 
tests  that  are  available  today  for  the  ruling  out 
of  malignant  disease.  The  most  frequently  prac- 
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“Dramamine  . . . has  been  found 
to  exert  a temporary 
therapeutic  and  prophylactic 
action  in  motion  sickness.”1 


Dramamine 

for  the  Prevention 
or  Treatment  of 
Motion  Sickness 


Unusually  satisfactory  results 
have  been  obtained  with  Dramamine* 
(brand  of  dimenhydrinate)  as  a pro- 
phylactic or  active  therapeutic  agent 
for  the  relief  of  nausea,  vomiting  or 
dizziness,  which  many  individuals 
experience  in  travelling  by  ship,  air- 
plane, train  and  other  vehicles. 


1.  Council  on  Pharmacy  & Chemistry:  New  and  Non- 
official Remedies,  1950,  Philadelphia,  J.  B.  Lippincott 
Co.,  1950,  p.  460. 

*Trademark  of  G.  D.  Searle  & Co.,  Chicago  80,  111. 
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ticed  and  probably  the  most  accurate  test  at  the 
moment  is  a diagnostic  dilatation  ami  curettage 
including  cervical  biopsy.  We  also  have  a fairly 
accurate  test,  the  vaginal  smear,  which  should 
have  been  carried  out  on  this  patient.1  The 
laboratory  has  now  studied  vaginal  smears  from 
over  1200  cases,  with  an  error  of  only  4 per  cent 
in  95  cases  of  proved  cancer.  The  point  1 am 
making  is  that  anyone  with  this  history  should 
have  cancer  ruled  out.  I assume  that  this  was 
probably  the  operation  that  they  intended  to  do. 
1 should  also  like  to  point  out  that  in  handling 
patients  with  profuse  flowing  at  thirty-six  years 
of  age,  a dilatation  and  curettage  might  better 
be  carried  out  before  giving  any  endocrine  prep- 
aration. The  assumption  that  Antophysin  regu- 
lated the  menstrual  cycle  implies  that  it  was 
on  an  endocrine  basis,  but  malignancy  still  can- 
not be  ruled  out.  Antophysin  is  a proprietary 
name  for  chorionic  gonadotropin. 

That  the  patient  bad  tuberculosis  is  quite 
likely  in  view  of  the  family  history  and  because 
of  the  reported  tuberculous  tube  removed  at 
the  age  of  twenty.  I believe  that  the  general 
opinion  of  gynecologists  in  most  parts  of  the 
country  is  that  the  proper  treatment  for  such  a 
condition,  if  it  really  were  a tuberculous  tube, 
is  radical  surgery,  which  would  include  removal 
of  the  uterus  and  both  tubes  and  ovaries,  since 
the  process  is  apparently  a hematogenous  infec- 
tion. This  patient,  according  to  the  record,  had 
no  other  signs  of  tuberculosis,  and  T rather  doubt 
that  she  had  it.  T question  then  the  pathological 
report  of  the  operation  at  twenty  years  of  age. 
Another  thing  that  bothered  me  was  that  from 
the  physical  findings  presented  here  I Avas  un- 
able to  determine  whether  the  patient  bad  been 
married  and  whether  she  had  ever  borne  chil- 
dren. It  is  fair  to  point  out  that  the  pelvic  ex- 
amination should  include  some  comment  wheth- 
er the  patient  had  a virginal  or  multiparous  in- 
troitus. 

Dr  .Benjamin  Castleman : The  record  merely 
states  that  the  patient  Avas  unmarried. 

Dr.  Simmons:  This  fact  does  not  help  me  un- 
less it  is  fair  to  assume  that  she  Avas  a virgin,  in 
which  case  I shall  not  go  into  the  possibility  of 
inflammatory  disease  other  than  tuberculosis. 
Of  course,  irregular  bleeding  of  this  nature  can 
be  due  to  gonorrhea  and  its  sequelae.  A pelvic 
examination  should  also  include  inspection  of 
the  ceiwix.  All  that  may  have  been  left  out  for 
the  sake  of  brevity. 


In  summary,  I am  inclined  to  consider  the  tu- 
berculous bistory  and  findings  in  the  tubes  to 
be  irrelevant,  although  I cannot  rule  out  tuber- 
culous endometritis  as  the  cause  of  the  trouble. 
I am  inclined  to  think  that  she  did  not  have  a 
carcinoma,  because  she  had  lived  so  long  with 
a history  of  bleeding.  If  Ave  can  belie\re  the  men- 
strual-cycle history,  the  amenorrhea  folloAved  by 
profuse  floAv  is  the  perfect  picture  of  functional 
uterine  bleeding,  metropathia  hemorrhagica,  en- 
dometrial hyperplasia  or  whatever  you  want  to 
call  it. 

Metropathia  hemorrhagica  is  a term  applied 
to  a specific  type  of  functional  uterine  bleed- 
ing characterized  by  a state  of  continuous  estrin- 
ism  with  hypoprogestinism,  according  to  Al- 
bright.2 It  is  frequently  seen  in  Avomen  Avith 
general  debility  regardless  of  age,  presenting 
itself  as  alternating  amenorrhea  followed  by 
continuous  floAving,  usually  Avithout  molimen  and 
dysmenorrhea,  Avhich  may  have  been  present  in 
the  patient’s  normal  menstrual  cycle.  Pathologi- 
cally the  endometrium  is  markedly  thickened, 
with  deep  glands  having  the  “Swiss  cheese”  ap- 
pearance characteristic  of  the  estrin  effect. 

Endometrial  hyperplasia  or  what  I prefer  to 
call  “endometrial  dysplasia"  is  the  pathological 
term  applied  to  the  clinical  state  described  above. 
Functional  uterine  bleeding  or  dysfunction  of 
uterine  bleeding  refers  to  the  abnormal  state  of 
flow,  Avith  or  Avithout  amenorrhea,  not  precipi- 
tated by  organic  pathological  disease  and  is  a 
convenient  pigeonhole  for  cataloguing  vague  ir- 
regular states  of  uterine  bleeding. 

1 think  that  on  the  Avhole  it  is  Avise  to  suggest 
the  need  for  diagnostic  dilatation  and  curettage 
and  biopsy.  I shall  make  a diagnosis  of  endo- 
metrial hyperplasia  on  an  endocrine  basis;  pos- 
sibly there  Avas  a benign  endometrial  polyp. 

Dr.  Francis  M.  Ingersoll : I agree  entirely 
with  the  diagnosis  of  metropathia  hemorrhagica 
associated  with  a hyperplastic  endometrium ; 
however,  Ave  often  see  patients  with  the  same 
history  in  Avhom  the  endometrium  is  atrophic 
rather  than  hyperplastic.  Apparently  about 
20  to  30  ner  cent  of  them  originally  had  an  over- 
functioning endometrium. 

CLINICAL  DIAGNOSIS 
Metropathia  hemorrhagica. 

DR.  SIMMON’S  DIAGNOSIS 
Endometrial  hyperplasia  (metropathia  hem 
orrhagica)  ? 
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ANATOMICAL  DIAGNOSIS 
Tuberculous  salpingitis  and  endometritis. 

PATHOLOGICAL  DISCUSSION 
Dr.  Castleman:  The  operation  was  a curettage 
and  a large  amount  of  endometrium  was  re- 
moved. The  diagnosis  on  microscopic  examina- 
tion proved  to  be  tuberculosis.  Following  that 
operation  a laparotomy  was  performed  and  the 
other  tube  and  uterus  were  removed.  We  found 
tuberculosis  in  both  the  uterus  and  tube. 


Dr.  Ingersoll : Did  they  take  out  the  cervix  ? 
I remember  one  case  in  this  hospital  in  which 
someone  first  removed  one  tube,  then  at  a sub- 
sequent operation  took  out  the  other  tube  arid 
did  a supravaginal  hysterectomy  and  finally  did 
a cervicectomy  for  tuberculosis. 

Dr.  Castleman : The  cervix  was  removed  in 
this  case. 

REFERENCES 
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TOPICS  OF  CURRENT  MEDICAL  INTEREST 


RX,  DX,  AND  DRS. 

By  Guillermo  Osier,  M.  D. 


THE  ARIZONA  NAMES  which  one  finds  in 
the  program  for  the  San  Francisco  A.M.A.  meet- 
ing include  several  repeaters,  and  others  whose 
names  have  not  appeared  there  before.  . . . Jesse 
Hamer  of  Phoenix,  the  Arizona  delegate,  is  head 
man  of  the  Council  on  Medical  Service.  O.  J. 
Farness  of  Tucson  is  discussing  a subject  on 
which  he  published  years  ago  (coccidioidomyco 
sis).  James  Whitelaw  of  Phoenix  discusses  a 
paper  on  prostatic  massage.  Hill,  Holbrook,  Kent 
and  Stephens  again  have  an  exhibit  on  rheuma- 
toid arthritis.  . . . There  should  be  enough  un- 
solved problems,  either  indigenous  or  imported, 
so  that  someone  from  Arizona  could  give  an 
original  paper  sometime  (and  publish  it  in  Ari- 
zona Medicine). 


THERE  IS  A BALM  IN  (OR  NEAR)  GILEAD. 
Recent  reports  seem  to  confirm  the  value  of  khel- 
lin  (now  called  “visammin”)  for  angina  pectoris, 
chronic  cor  pulmonale,  and,  to  a lesser  extent,  for 
episodes  of  bronchial  asthma.  ...  It  was  men- 
tioned in  this  column  move  than  a year  ago,  after 
it  was  described  by  an  Egyptian  physician.  The 
material  comes  from  the  khella  plant  which 
grows  wild  in  the  eastern  Mediterranean  coun- 
tries. Possibly  in  Gilead. 


The  passing  of  DR.  ADOLF  MEYER,  emeritus 
professor  of  psychiatry  at  Johns  Hopkins,  calls 
attention  to  a fabulous  career.  . . . Among  his 
many  achievements  was  the  invention  of  a sub- 
ject (“psychobiology”),  and  also  its  terminology. 
The  Bostonian  comment  that  the  “Cabots  speak 
only  to  Lowells”  was  once  paraphrased  to  “Har- 
vard speaks  only  to  Hopkins.”  This  was  no 
longer  possible  after  Dr.  Meyers’  words  came 
into  use  in  the  Hopkins’  lectures,  since  Harvard 
couldn’t  understand  Hopkins. 


The  notorious  peripatetic  case  of  DIAPHRAG- 
MATIC FLUTTER  has  turned  up  again  in  the 
.1. A.M.A.  He  has  been  reported  at  least  four  times, 
and  most  recently  from  the  Virginia-Georgia- 
Florida  section.  . . . Time  was  (about  1945)  when 
he  was  seen  in  Arizona,  and  formed  the  basis  for 
a medical  society  report.  Several  civilian  physi- 
cians and  those  at  the  V.  A.  Hospital  were  able  to 
add  to  the  picture,  since  the  poor  fellow  subsisted 
on  his  abnormality,  and  moved  at  frequent  in- 
tervals. . . . The  price  he  has  paid  is  the  numer- 
ous cervical  scars  of  attempted  phrenic  opera- 
tions. 


A relief  for  MIGRAINE  may  be  possible  if  the 
results  of  Marcussen  and  Wolff  are  transposed  to 
a larger  series.  ...  It  won’t  remove  the  cause, 
but  they  say  that  if  a carbon  dioxide  oxygen 
mixture  is  given  three  times  for  five  minutes 
each  when  the  aura  gives  warning,  the  headache 
will  be  prevented.  . . . The  allergic,  endocrine, 
autonomic,  and  psychogenic  aspects  must  then 
be  considered  in  each  case,  and  non-migrainous 
conditions  be  excluded. 


Brief  COMMENTS  which  we  have  heard 
ABOUT  THE  PROGRAMS  of  the  American  Tru- 
deau Society  and  the  National  Tuberculosis  As- 
sociation in  Washington,  I).  C.,  and  the  drug  con- 
ference of  the  Veterans  Administration  at  St. 
Louis, — The  U.  S.  P.  H.  S.  favors  the  slow  further 
experimental  use  of  BCG,  in  the  face  of  demands 
to  enlarge  its  usage.  . . . TB-1  is  toxic,  and  its  trial 
will  be  limited  by  the  V.  A.  . . . The  hemagglutin- 
ation test  of  Middlebrook  and  Dubos  may  help  in 
diagnosis,  but  it  is  not  completely  assayed.  . . . 
Silica  can  cause  BCG  to  produce  progressive  tu- 
berculosis in  animals  (as  it  has  for  other  non- 
virulent  strains),  but  the  bacilli  remain  un- 
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changed  and  avirulent  when  they  are  subinocu- 
lated.  . . . The  tendency  to  be  conservative  in  the 
use  of  intrapleural  pneumothorax  has  become 
fairly  generalized.  . . . Removal  of  the  parietal 
pleura  during  a pneumonectomy  may  result  in 
less  frequent  empyema.  . . . The  effect  of  strepto- 
mycin is  greatest  in  the  first  six  weeks,  and  daily 
use  of  one  gram  seems  the  best  program.  A PAS 
drug,  probably  sodium,  should  always  be  given 
with  any  streptomycin  drug.  The  discontinuous 
use  of  the  drugs  has  certain  proponents.  . . . The 
extra-pleural  operation,  with  lucite  spheres,  is 
still  of  possible  value  when  done  right. 


TITLE  OF  A BOOK  LONG  OVERDUE— “The 
Mammalian  Adrenal  Gland,”  by  Geoffrey  Bourne. 
But  also  “The  Adrenal  Gland”  by  Hartman  and 
Brownell.  ...  To  say  nothing  of  a book  by  Gordon 
and  Katsh  on  the  same  subject. 


Arizona  and  American  Medicine  has  had 
glimpses  of  the  avocation  of  I)R.  PHILIP  COR- 
LISS of  Somerton.  . . . The  local  folks  know  him 
as  a good  physician  and  an  avid  gardener.  He 
has  written  in  ARIZONA  MEDICINE  on  “Flori- 
culture for  the  Doctor  and  Patient,”  and  spoken 
before  the  Art  Association  of  the  A.  M.  A.  on  the 
same  subject.  . . . He  is  internationally  known, 
however,  for  his  300  varieties  of  iris,  for  his  new 
types  of  iris  and  daylilies — all  grown  in  the  sup- 
posedly forbidding  alkali  soil.  . . . His  experi- 
ments have  been  reported  in  numerous  garden 
magazines  and  (to  those  who  are  ignorant  rather 
than  esoteric)  the  journal  of  the  Hemerocallis 
Soeiety. 


A modern  MOBILE  STRETCHER  (surgical 
cart)  is  arranged  so  that  the  toQ  moves  to  one 
side  and  gently  tilts  toward  the  bed.  ...  A patient 
may  be  transferred  from  cart  to  bed  by  one  nurse, 
with  the  turn  of  a control  lever,  and  without  the 
usual  lifting  and  hauling.  ...  It  also  can  assume 
the  Trendelenburg  and  Fowler  positions,  and 
carries  an  attachment  for  holding  an  I.  V.  bottle. 
No  coca  colas  (so  far). 


Chambers  of  Commerce  should  consider  send- 
ing out  copies  of  United  States  maps  containing 
the  GEOGRAPHIC  INCIDENCE  OF  FALL  POL 
LEN.  . . . One  could  fudge  a bit  on  the  amount 
in  a few  other  states,  but  ARIZONA  looks  like 
a wonderful  haven  compared  with  the  midwest, 
east  and  Texas.  . . . Combine  this  with  the  scanty 
mold  spores,  lesser  bacterial  flora,  absence  of 
protein  housedust,  etcetera,  in  Arizona,  and  one 
could  fill  out  a whole  year  of  protection.  An  al- 
lergic person  often  needs  only  a little  bit  less  of 
each — plus  happiness. 


EYEGLASS  DEPARTMENT.  — (This  section 
seems  to  have  as  big  a future  as  “South  Pacific”). 
The  latest  suggestion  to  prevent  fogging  of  glass- 


es is  the  simplest,  though  not  guaranteed,  and 
comes  from  the  “Dental  Digest” — clean  the  glass- 
es; apply  a small  amount  of  solid  or  liquid  soap 
to  the  lenses;  polish  when  DRY  with  a piece  of 
paper  tissue.  . . No  steaming. 


It  hardly  seems  fair  to  lovers  of  Pocohontas, 
Uncas,  and  Hiawatha  to  mention  the  DRAWINGS 
OF  SOUTHWESTERN  INDIANS  in  Abbott’s 
“What’s  New”  for  May  1950.  . . . Few  paintings 
have  been  more  graphic  than  “The  Problems  of 
Indian  Medical  Care”  which  have  been  composed 
for  that  magazine  by  Frede  Vidar,  but  few  have 
been  more  sad  and  depressing.  ...  It  is  a tragic, 
colorful,  impressionistic  documentary — and  may- 
be it  will  do  some  good,  as  well  as  shock  and 
entertain. 


One  of  the  slickest  MEASUREMENTS  OF 
DRUG  EFFECT  was  published  in  the  Mayo 
“Proceedings”  last  fall  by  Karlson  and  Feldman, 
and  mentioned  here  later.  . . . Now  Karlson  and 
Feldman,  plus  Gainer,  have  done  it  again.  ...  In 
order  to  determine  the  effect  of  TB-1  on  guinea 
pigs,  animals  in  six  groups  were  infected  with  a 
standard  strain  of  tubercle  bacillus  and  the  re- 
sults were  charted  according  to  the  estimates  of 
disease  in  various  organs  (a  method  which  they 
have  used  for  years).  . . . On  the  thirtieth  day 
after  inoculation  all  groups  except  the  control 
group  were  treated  with  one  of  several  regimens. 
The  effect  of  a full  dose  of  streptomycin  was 
compared  with  a sub-optimal  dose  of  streptomy- 
cin, wtih  TB-1  in  the  diet,  and  with  TB-1  plus  a 
suboptimal  dose  of  streptomycin.  . . . The  results 
seem  quite  precise.  Streptomycin  is  still  the  best 
drug,  but  TB-1  is  of  value  by  itself,  and  is  quite 
valuable  when  it  combines  with  the  smaller  doses 
of  streptomycin.  . . . We  now  have  several  help- 
ful anti-tuberculosis  drugs,  but  the  toxicity  of 
TB-1  for  humans  is  still  such  as  requires  close 
observation. 


THE  HOSPITAL  WORM  TURN S — When  an 
employees’  union  struck  against  a children’s  hos- 
pital in  Oakland,  California,  the  hospital  board 
took  quick  action.  Substitutes  were  called  in 
from  among  3,000  auxiliary  helpers,  and  the 
housekeeping,  kitchen  and  laundry  jobs  were 
filled  without  a hesitation.  ...  A letter  was  sent 
to  other  regional  hospitals,  warning  that  the 
strike  was  a first  move  in  a nation-wide  drive, 
and  that  the  demands  included  a contract.  . . The 
unionization  of  hospitals  is  certainly  a point  to 
be  decided  only  after  clear  thought — especially  if 
one  must  turn  over  the  care  of  the  sick  to  a group 
which  is  willing  to  use  compulsion. 


DR.  LOUIS  DIAMOND  of  Boston,  chief  of  the 
national  Blood  Bank  program,  gave  us  an  assist 
last  year  in  describing  exchange  transfusions  for 
erythroblastosis.  . . . He  has  now  been  involved 
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5 For  extremely  severe  losses,  or  up  to  95  db — 

"925"  with  30-volts. 

Each  provides  the  widest  possible  range  of 
internal  adjustments  for  the  closest  per- 
sonal fitting. 

Specify  SONOTONE — a name  you  can  trust. 
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. . . for  the  removal  of 
skin  growths,  tonsil 
tags,  cysts,  small  tu- 
mors, superfluous  hair, 
and  for  other  technics 
by  electrodesiccation, 
fulguration,  bi-active 
coagulation. 

Now,  completely  re- 
designed the  new 
HYFRECATOR 
provides  more  power 
and  smoother  control 
. . . affording  better  cos- 
metic results  and  great- 
er patient  satisfaction. 
Doctors  who  have  used 
this  new  unit  say  it  pro- 
vides for  numerous  new 
technics  and  is  easier, 
quicker  to  use. 

$4500  COMPLETE 

Write"  Hyfrecator  Folder" 
on  your  prescription  blank 
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in  a neat  piece  of  medical  detective  work.  With 
several  colleagues,  he  found  that  female  babies 
have  a better  prognosis  with  the  disease  than 
males.  They  then  studied  the  list  of  donors,  and 
found  that  although  the  mortality  in  general 
was  15  per  cent,  NO  DEATHS  OCCURRED  IN 
THE  GROUP  WHICH  HAD  RECEIVED  FLOOD 
ONLY  FROM  WOMEN.  . . . Apparently  the  blood 
of  women  contains  a beneficial  substance,  and  a 
later  series  showed  the  same  results  when  blood 
from  females  was  used. 


The  Medical  profession  in  Los  Angeles  is  get- 
ting excited  over  two  programs  which  Arizona 
saw  and  used  in  11148  and  ’49.  ...  A referendum 
is  being  presented  on  the  establishment  of  a 
“BUREAU  OF  MEDICAL  ECONOMICS,”  a la 
the  Alameda  County  Medical  Society.  (It  will  be 
intere  t ng  to  see  whether  this  will  turn  into  a 
simple  bill-collecting  agency).  . . . The  report  of 
a BLOOD  BANK  COMMITTEE  has  been  accept- 
ed by  the  council  of  L.  A.  C.  M.  A.  They  hope  to 
establish  a cooperation  between  the  Red  Cross, 
the  society,  and  the  hospital  association.  (They 
have  the  slow  chore  of  arranging  banks  in  a huge 
area  containing  3,000,000  people,  where  Arizona 
was  able  to  do  so  in  two  areas  within  a period 
of  months). 


This  is  the  time  of  the  year  when  news  from 


a columnist  is  a couple  of  months  behind.  The 
spring  and  early  summer  medical  meetings  have 
either  given  the  Word  direct,  or  have  been 
quoted  in  the  newspapers  and  news  weeklies.  . . 
Up  to  this  writing  in  early  June,  the  USUAL 
ARIZONA  MEDICAL  PROBLEMS  have  not  been 
substantially  modified.  The  anti-arthritis  drugs 
are  still  incompletely  defined,  though  progress  is 
announced  in  manufacture;  the  anti-tuberculosis 
drugs  are  about  status  quo  ante  last  month’s  col- 
umn; the  antibiotics  are  more  plentiful  and  less 
costly,  but  not  much  different;  surgery  and  the 
specialties  have  only  consolidated  their  gains; 
and  no  one  has  produced  a cure  for  emphysema 
or  desert  fever....  The  second  paragraph  had 
something  to  say  about  cor  pulmonale,  though, 
and  even  arteriosclerosis  is  getting  attention. 


The  routine  EXAMINATION  OF  VARIOUS 
TISSUES  AND  AREAS  of  the  body  has  spread 
from  the  blood  to  the  lungs  to  the  stomach,  and 
the  end  is  not  yet.  . . . That  is,  it  was  not  yet 
in  “sight”  until  an  article  by  Greer  in  the  Medi- 
cal Annals  of  the  District  of  Columbia.  . . . Dr. 
Greer  recommends  ROUTINE  PROCTOSCOPY, 
and  backs  up  his  suggestion  with  data  which 
show  that  3.9  per  cent  of  747  patients  showed 
cancerous  or  p re-cancerous  lesions.  - . . Few  pro- 
cedures would  seem  to  have  less  chance  of  be- 
coming truly  popular. 


THE  AMERICAN  LEGION  AND  THE  HOOVER  COMMISSION 

REPORT 


The  American  Legion  Department  of  Arizona, 
Phoenix,  Arizona 

The  American  Legion,  as  you  know,  is  dedi- 
cated to  God  and  Country. 

Probably  never  before  in  our  long  and  proud 
history  have  we  of  the  Legion  been  put  to  a 
more  severe  test  in  living  up  to  that  sacred  dedi- 
cation than  we  are  today. 

Do  not  believe  those  who  would  tell  you  that 
The  American  Legion  is  a “pressure  group"  . . 
interested  only  in  putting  all  veterans  on  a 
“gravy  train."  That  is  either  a vicious  lie  or  an 
accusation  based  upon  ignorance  of  the  true 
ideals  of  The  American  Legion. 

True,  The  American  Legion’s  obligation  is  to 
fight  for  the  rights  and  proper  privileges  of  our 
disabled  and  needy  veterans.  It  always  has  been 
. . . and  it  always  will  be. 

But  The  American  Legion  today  stands  in  the 
forefront  among  all  patriotic  organizations  in 
the  United  States  in  the  cause  of  Americanism. 
It  is  in  the  interest  of  Americanism  . . . Ameri- 
canism and  true  national  economy  that  I have 
the  pleasure  of  appearing  before  you  today. 


First  of  all,  permit  me  to  state  that  The  Amer 
ican  Legion  is  not  opposed  to  the  Hoover  Com- 
mssion  Report  in  its  entirety. 

The  American  Legion  . . . from  its  National 
Commander  down  to  its  more  than  three  million 
post  members  ...  is  wholeheartedly  in  favor  of 
economy  in  government  . . . good,  sound,  com- 
monsense  economy.  After  all,  American  Legion- 
naires are  citizens  . . . and  just  as  much  tax- 
payers as  any  other  good  American  citizens. 

The  conception  that  The  American  Legion  is 
opposed  to  the  complete  Hoover  Commission  Re- 
port is  wholly  erroneous.  Much  of  it  may  prove 
of  real  assistance  in  bringing  about  economy. 
Some  of  it  already  has. 

The  American  Legion  does,  however,  oppose 
most  strenuously  that  section  of  the  Hoover  Re- 
port which  would  dismember  the'  Veterans  Ad 
ministration  . . . which  has  proven  itself  for 
more  than  twenty  years  to  be  the  most  efficient 
of  all  large  government  agencies  . . . into  five 
or  more  separate  bureaus,  some  of  them  purely 
experimental  and  certainly  more  costly  to  the 
taxpayers  of  the  United  States! 
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Many  people  seem  either  not  to  know  ...  or 
to  have  forgotten  . . . that  the  Veterans  Adminis- 
tration was  created  by  recommendation  of 
Herbert  Hoover  himself  when  he  was  President 
of  the  United  States. 

Mr.  Hoover,  then  President,  said  to  the  nation 
in  1929  that  ...  in  the  interest  of  efficiency, 
economy,  more  uniform  administration  and  bet- 
ter definition  of  national  policies,  the  Veterans 
Bureau,  the  Pension  Bureau  and  the  National 
Home  for  Volunteer  Soldiers  should  be  brought 
together  into  a single  agency. 

So  the  Veterans  Administration  was  created 
by  Act  of  Congress  on  July  3,  1930,  as  the  last 
word  in  streamlined  service  to  veterans! 

The  Veterans  Administration  today  is  exactly 
what  its  name  implies.  It  administers  all  laws 
relative  to  benefits  or  services  to  former  mem- 
bers of  the  Armed  Forces  and  their  dependents. 
These  include  disability  and  death  compensation 
. . . disability  and  death  pensions  . . . medical 
and  hospital  services  . . . domiciliary  care  . . . U. 
S.  Government  and  National  Service  Life  Insur- 
ance . . . vocational  rehabilitation  and  educa- 
tion . . . guaranty  of  loans  for  purchase  of  homes, 
farms,  bus:ness  properties  . . . everything  apply- 
ing to  veterans. 

The  wisdom  . . . and  the  economy  ...  of  creat- 
ing the  Veterans  Administration  as  the  one 
agency  to  administer  all  veteran  benefits  has 
been  proven  to  the  complete  satisfaction  of  the 
government  and  the  people  of  the  United  States. 

During  thirty  years  of  careful  scrutiny  by 
and  cooperation  of  The  American  Legion,  the 
Veterans  Administration  has  been  developed  and 
so  operated  that  ...  in  spite  of  some  existing 
imperfections  ...  it  stands  alone  today  among  all 
large  government  agencies  as  the  one  not  sub- 
ject to  political  pressure  and  free  from  pork 
barrel  raids. 

That  economies  even  now  may  be  effected  in 
the  Veterans  Administration  we  do  not  for  one 
moment  deny.  But  from  years  and  years  of  ex- 
perience and  close  cooperation  with  this  great 
one-stop  agency,  The  American  Legion  . . . which 
itself  fought  alongside  then  President  Hoover 
for  consolidation  of  a number  of  bureaus  into 
one  agency,  both  in  the  name  of  economy  and 
efficiency  . . . The  American  Legion  maintains 
that  further-economies  can  best  be  brought  about 
within  the  present  set-up  of  the  Veterans  Ad- 
ministration. 


But  what  has  the  Hoover  Commission  sug 
gested  ? It  proposes  that  the  major  functions 
of  the  Veterans  Administration  be  split  up  into 
five  or  more  agencies! 

It  recommends  that  hospital  and  medical  at- 
tention be  turned  over  to  a new  experimental 
bureau  ...  a United  Medical  Administration 
. . . that  hospital  construction  be  transferred  to 
the  Department  of  the  Interior  . . . that  all  in- 
surance matters  be  handled  by  another  new  and 
experimental  agency  ...  a Veterans  Insurance 
Corporation  . . . that  home  loans  be  taken  care 
of  by  a Housing  and  Home  Finance  Agency  . . . 
and  that  only  the  lesser  veteran  benefits  remain 
under  the  charge  of  the  Veterans  Administra- 
tion. 

(Ladies  and)  Gentlemen  . . . such  dismember- 
ment of  our  Veterans  Administration  is  unthink- 
able! 

Dismembering  of  this  most  efficient  of  all 
large  government  agencies  into  five  separate 
federal  bureaus,  as  proposed,  would  not  only  be 
a stunning  blow  to  our  veterans  . . . particularly 
the  disabled. 

It  ALSO  would  entail  an  additional  drain  on 
America’s  already  over-burdened  taxpayers! 

I ask  you,  (Ladies  and)  gentlemen  . . . where 
could  economy  be  effected  in  such  a set-up? 

As  1 have  stated,  The  American  Legion  has 
proven  itself  for  more  than  thirty  years  the  most 
experienced  group  in  the  world  on  veteran  af- 
fairs. The  American  Legion’s  rehabilitation  ex- 
perts, its  national,  state  and  post  officers  and 
members  have  labored  through  these  three  dec- 
ades in  building  up  a most  efficient  Veterans 
Administration. 

BUT  . . . the  suggestion  that  the  Veterans 
Administration  be  vivisected  was  made  without 
any  consultation  with  either  The  American  Le- 
gion or  any  other  recognized  veterans  organiza- 
tion. 

Four  times  The  American  Legion  asked  the 
Hoover  Commission  for  permission  to  present 
the  Legion’s  side  of  the  case.  But  no  such  per- 
mission ever  was  granted. 

The  very  fact  that  all  members  of  the  Hoover 
Commission  itself  were  not  in  accord  . . . and 
that  neither  the  group  of  insurance  executives 
nor  a big  engineering  firm  called  in  by  the  Hoov- 
er Task  Force  would  recommend  such  changes  as 
have  been  proposed  ...  is  evidence  in  itself  of 
the  folly  of  the  portion  of  the  reorganization 
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plan  that  would  dismember  the  Veterans  Admin- 
istration. 

Permit  me  to  read  the  following  from  the  re- 
port of  the  Trundle  Engineering  Company  of 
Cleveland,  Ohio,  to  the  Hoover  Commission : 

I quote  . . . “From  the  very  beginning  the 
Veterans  Administration  has  been  the  beneficiary 
of  the  advice  and  constructive  criticism  of  organ- 
ized veterans  groups  (of  which  The  American 
Legion  is  by  far  the  largest,  with  a membership 
of  more  than  three  million)  who  have  acted  as 
spokesmen  and  representatives  of  ex-servicemen 
and  their  dependents.  Formal  recognition  was 
extended  to  these  groups  by  congressional  enact- 
ment in  1936,  naming  several  national  organiza- 
tions, and  authorizing  the  Administrator  to  add 
others  at  his  discretion. 

“The  full-time  representatives  of  these  accred- 
ited organizations  do  valuable  work  in  connec- 
tion with  cases  that  otherwise  would  have  to  be 
done  by  Veterans  Administration  personnel.  As 
intermediary  counsel  and  later  as  advocate,  they 
save  time  for  the  contact  officers,  the  rating 
hoards,  and  adjudicators. 

“Examination  of  this  program  indicates  that 
it  is  sound  both  in  intent  and  operation.  * * * 
The  Veterans  Administration,  representing  the 
Government,  acts  as  a judge  in  determining  a 
veteran’s  entitlement  to  benefit.  As  a Claimant 
he  is  entitled  to  the  assistance  of  an  advocate 
fully  familiar  with  the  laws  governing  his  rights. 
This  need  is  met  by  these  accredited  representa- 
tives of  recognized  service  organizations,  who 
render  this  aid  free  of  charge  and  with  a mini- 
mum of  self-interest. 

“This  policy  of  recognition  offers  a corollary 
benefit  to  the  Veterans  Administration  as  well  as 
to  the  veterans  themselves.  The  close  working  of 
its  personnel  with  well-informed  but  independent 
groups  serves  to  provide  a source  of  constructive 
criticism  of  procedures,  rulings,  and  possibly 
activities  that  is  most  wholesome.  Service  organ- 
izations through  their  executive  officers  in  Wash- 
ington and  elsewhere  maintain  a vigilant  watch 
over  its  activities  and  are  not  hesitant  to  ex- 
press pertinent  comment  when  it  seems  desir- 
able. A number  of  the  service  organizations 
contribute  materially  to  the  operation  of  veteran 
affairs  by  appearing  by  invitation  before  con- 
gressional committees.  They  either  advocate  or 
oppose  proposed  measures  and  thus  permit  ex- 
amination by  the  public  as  to  the  merit  of  such 
proposals.  ’ ’ 


Thus  the  Trundle  firm,  in  its  report,  lauded 
The  American  Legion  and  other  veterans  organ- 
izations for  the  priceless  service  rendered  by 
their  rehabilitation  experts  to  the  Veterans  Ad- 
ministration. 

Would  the  United  Medical  Association,  The 
Department  of  the  Interior,  The  V eterans  Insur- 
ance Corporation,  the  Housing  and  Home  Fi- 
nance Agency  and  the  Veterans  Administration 
all  continue  to  utilize  most  beneficially  this  in- 
valuable service? 

Or  would  the  taxpayer  be  saddled  with  the 
cost  of  such  service  ? 

We  have  mentioned  the  five  bureaus  into 
which  it  is  suggested  we  experiment  with  vet- 
eran affairs,  now  handled  efficiently  by  one  es- 
tablished agency.  Then  what  would  we  have? 

The  Hoover  Commission  proposes  that  the 
hospital  care  and  medical  treatment  presently 
available  to  veterans,  under  the  direction  of  the 
Veterans  Administration,  be  taken  over  by  a 
new  colossal  federal  agency.  It  is  to  be  known 
as  the  United  Medical  Administration  and  con- 
tains a cruel  joker. 

This  experimental  bureau  would  not  render 
service  exclusively  to  veterans. 

Instead  of  the  wise  and  efficient  course  dem- 
onstrated by  the  Veterans  Administration 
through  the  years,  the  new  agency  would  admin- 
ister hospital  care  also  for  the  Merchant  Mariner, 
Civil  Service  employes,  Army,  Navy,  Air  Force 
and  Marine  Corps  personnel  and  their  depend- 
ents. This  is  definitely  the  beginning  of  an  at- 
tempt to  divorce  the  veteran  from  his  identity 
as  a veteran. 

That’s  how  this  one  change  would  affect  the 
veteran.  Now  how  will  it  affect  you  and  me  as 
taxpayers  ? 

The  creation  of  any  new  governmental  agency,- 
such  as  the  proposed  United  Medical  Association, 
inevitably  would  mean  the  creation  of  thousands 
of  new  jobs. 

It  would  mean  the  training  of  many  inexperi- 
enced new  officials.  This  would  require  both 
time  and  money. 

It  would  involve  many  duplicating  functions 
. . . such  as  existed  in  the  dark  1920 ’s  . . . with 
faint  hope  that  any  good  would  result. 

In  such  a program  there  cam  be  no  economy! 

Veterans,  active  servicemen,  Merchant  Marin- 
ers, Civil  Service  and  other  government  em- 
ployes are  hospitalized  under  completely  dis- 
similar authorizations.  A veteran  no  longer  must 
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be  accounted  for  on  a morning  report,  a sick 
book  ,a  clothing  report  and  a pay  record,  but 
for  the  active  serviceman  in  the  United  Medical 
Administration  hospital  all  these  records  must 
be  accurately  kept. 

The  handling  of  some  five  or  six  classes  of 
patients  would  make  the  paper  work  in  United 
Medical  Administration  hospitals  chaotic. 

Such  ramifications  -would  not  work  for  econ- 
omy! 

They  would  be  stupendous  and  costly  to  the 
taxpayer! 

Of  all  government  agencies,  only  one  is  famil- 
iar with  the  needs  of  veteran  hospital  construc- 
tion and  experienced  in  this  highly  technical 
work  . . . the  Veterans  Administration.  If  rec- 
ommendations of  the  Hoover  Commission  were 
followed,  this  all-important  and  specialized  work 
would  be  transferred  to  the  Department  of  the 
Interior. 

Veterans  Administration  hospitals  have  been 
and  are  being  built  for  less  money  per  cubic  foot 
than  those  constructed  by  the  Army  and  Navy 
and  compare  favorably  with  private  hospital 
construction.  Certainly  the  taxpayer  could  not 
benefit  by  the  transfer  of  this  work  to  the  De- 
partment of  the  Interior. 

The  Hoover  Commission  states  that  the  Insur- 
ance Division  of  the  V eterans  Administration  is 
inefficient.  Yet,  it  proposes  to  correct  this  al- 
leged inefficiency  by  creating  an  additional  ex- 
perimental corporation  to  handle  this  tremen- 
dous job  ...  a new  Veterans’  Insurance  Cor- 
poration. 

The  Hoover  Commission  wants  to  take  from 
the  Veterans  Administration  the  handling  of  all 
home  loans  made  possible  under  the  G.  I.  Bill  of 
Rights,  which  the  American  Legion  fought  so 
tirelessly  to  enact  into  law.  The  commission 
would  give  this  part  of  the  Veterans  Adminis- 
tration’s responsibility  to  yet  another  federal 
outfit  . . . the  Housing  and  Home  Finance 
Agency.  The  commission’s  failure  to  make  men- 
tion of  administration  of  farm  and  business 
loans  remain  unexplained.  The  natural  infer- 
ence is  that  additional  complications  may  result 
from  a further  division  of  veteran  loans  into 
still  other  agencies. 

Should  the  recommendations  of  the  Hoover 
Commission  be  adopted,  there  would  remain  in 
the  hollow  shell  of  the  Veterans  Administration 
only  a relatively  small  part  of  its  present  serv- 
ices, including: 


A Veterans’  Benefit  Service,  charged  with 
administration  of  pensions,  retirement  benefits, 
disability  compensation  and  guardianships. 

A Readjustment  Service,  to  administer  the 
vocational  rehabilitation,  education  and  read- 
justment allowance  programs,  as  well  as  the 
certification  of  veterans-  for  loan  guaranties. 

The  Office  of  Legislation  would  be  consoli- 
dated with  that  of  the  General  Counsel. 

If  such  an  emasculation  should  conceivably  be 
adopted  by  the  Congress,  the  “pushing  around” 
plight  of  our  veterans  in  1920  would  be  only  a 
circumstance  to  the  bewildering  chaos  into  which 
our  veterans  of  today  and  tomorrow  would  again 
be  plunged. 

The  American  Legion  will  fight  to  the  last 
ditch  to  prevent  a recurrence  of  the  infamous 
Economy  Act  of  1933.  That  part  of  the  Hoover- 
Report  dealing  with  veterans  proposes  to  repeat 
the  Economy  Act  on  an  even  greater  scale.  It 
would  divorce  all  veterans  from  their  identity 
as  veterans,  dismember  the  Veterans  Adminis- 
tration, take  their  hospitals  from  bed-ridden  vet- 
erans, deprive  all  veterans  of  preference  in  gov- 
ernment employment,  leave  the  nineteen  million 
veterans  of  the  nation  without  a unified  service 
agency,  and  all  centralized  government  responsi- 
bility for  the  welfare  and  rights  of  veterans,  and 
leave  the  dependents  of  those  who  fell  in  battle 
at  the  mercy  of  bureaucratic  red  tape ! 

The  American  Legion  contends  that  the  cost 
of  rehabilitating  the  human  wreckage  of  war  is 
as  much  a part  of  the  cost  of  waging  war  as  is 
the  building  of  battleships,  tanks,  planes  and 
guns.  Those  weapons  are  paid  for  in  “cash  on 
the  barrel-head The  government  leans  over 
backward  to  see  that  every  wartime  contractor 
gets  a square  deal.  But  the  human  costs  of  war 
are  “put  on  the  cuff.”  They  constitute  a sacred 
obligation  of  the  nation.  This  debt  cannot  be 
honorably  discounted  or  evaded  by  simply  writ- 
ing it  off  as  a so-called  economy  measure. 

A so-called  economy  measure  that  cannot  con- 
ceivably mean  economy! 

How  many  of  you  recall  the  plight  of  our  vet- 
erans immediately  following  World  War  I? 

Back  in  1920  The  American  Legion  discovered 
that  the  veteran  was  far  from  receiving  the 
services  a grateful  American  people  had  voted 
for  him.  Then  a labyrinth  of  agencies  was  going- 
through  the  motions  of  trying  to  serve  the  vet- 
eran. The  result  was  overlapping,  inefficiencies 
and  tremendous  expense.  For  his  various  rights 
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ROCKLIN'S 

PROFESSIONAL  PHARMACY 

Where  Pharmacy  Is  a Profession 

39  East  Monroe  Street 
6 Doors  East  of  Professional  Bldg. 
Phone  3-3470 
PHOENIX,  ARIZONA 


GUY  FISHER 

Business  Properties  - Ranches  - Estates 

Phone  .3-0640  125  West  Monroe 

Phoenix,  Arizona 


LU.  CRECE  B.  DOWELL,  M.  S. 

Medical  Laboratories 
3 Vi  East  Fifth  Street,  Tempe,  Arizona 

South  Side  District  Hospital  Laboratories 
21  South  Hibbert,  Mesa,  Arizona 


24  Hour  Rx  Service 

NICHOLLS'  SOUTHERN  AVENUE 
PHARMACY 

8-1852  4-0094 

Night  Phone  2-9871 
South  Phoenix 


INDIAN  SCHOOL  PHARMACY 

9 a.  m.  to  1 0 p.  m. 

7 days 

GEORGE  BATCHELDER 

Third  St.  and  Indian  School  Road 
Phone  5-2484 
Phoenix,  Arizona 


THE  PRESCRIPTION  SHOP 

A Professional  Pharmacy 

RALPH  YONTZ,  R.  PH 

105  W.  Boston  St.  Chandler,  Arizona 

Phone  5541 


the  veteran  was  pushed  around  from  the  Pension 
Bureau  to  the  Public  Health  Service,  to  the  War 
Risk  Insurance  Corporation,  to  the  Federal 
Board  for  V ocational  Education,  and  hack  again. 

Because  of  this  chaos,  President  Harding  ap- 
pointed a committee  of  ten  prominent  Americans 
to  study  this  deplorable  situation  and  recommend 
action.  This  committee,  headed  by  Brig.  Gen. 
Charles  G.  Dawes  . . . himself  later  vice-president 
of  the  United  States  . . . recommended  that  all 
services  to  veterans  be  placed  in  one  agency. 
From  this  report  came  the  Veterans’  Bureau, 
established  by  law  in  1921.  The  Dawes  commit- 
tee said  in  part : 

I quote:  ‘‘It  cannot  be  too  strongly  empha- 
sized that  the  present  deplorable  failure  on  the 
part  of  the  government  to  properly  care  for  the 
disabled  veterans  is  due  in  large  part  to  an  im- 
perfect organization  of  governmental  effort. 
There  is  no  one  in  control  of  the  whole  situation. 
Independent  agencies  by  mutual  agreement  now 
endeavor  to  co-ordinate  their  action,  but  in  such 
efforts  the  joint  action  is  too  often  modified  by 
minor  considerations,  and  there  is  always  lack- 
ing that  complete  cooperation  which  is  incident 
to  a powerful  superimposed  authority.  No 
emergency  of  war  itself  was  greater  than  is  the 
emergency  which  confronts  the  nation  in  its  duty 
to  care  for  those  disabled  in  its  service  and  now 
neglected. ” 

Then,  upon  the  recommendation  of  President 
Hoover,  came  the  further  consolidation  result- 
ing in  the  creation  of  the  Veterans  Administra- 
tion in  1930. 

Now  comes  the  recommendation  of  Mr.  Hoov- 
er’s Commission  that  this  great  institution  . . . 
the  Veterans  Administration  . . . the  magnificent 
monument  to  The  American  Legion  and  other 
veterans  ...  be  torn  limb  from  limb. 

Mr.  Hoover’s  Task  Force  must  have  failed  to 
study  . . . and  it  certainly  failed  to  heed  . . . the 
bitter  experience  of  the  past.  The  Hoover  rec- 
ommendation of  dismemberment,  which  would 
return  veteran  affairs  to  the  chaotic  conditions 
of  1920,  is  not  consistent  with  the  usual  sound 
thinking  of  this  great  American. 

Just  suppose  General  Motors  was  told:  “You 
may  retain  your  administrative  functions,  but 
you  will  have  to  divorce  yourself  from  the  other 
operations  of  your  corporation.  Ford  will  take 
over  your  production.  Engineering  will  go  to 
Studebaker.  Your  distribution  will  be  conducted 
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by  Chrysler.  And  your  sales  can  be  bandied  by 
Kaiser-Fraser. 

That  is  substantially  what  the  Hoover  Com- 
mission recommends  so  far  as  the  Veterans  Ad- 
ministration is  concerned. 

In  such  a situation,  could  you  possibly  expect 
more  efficiency  . . . more  economy? 

I declare  emphatically  that,  The  American  Le- 
gion does  not  oppose  the  Hoover  Report  verbatim. 


The  American  Legion  ...  as  much  as  any 
other  patriotic  group  . . . insists  upon  economy. 

But  we  do  maintain  . . . that  that  part  of  the 
Hoover  Report  dealing  with  vetetran  affairs 
does  not  mean  economy:  It  will  not  reduce 

taxes. 

It  means  a house  divided  . . . five  experiments 
to  replace  one  success. 

h means  more  agencies  . . . and  more  taxes! 

And  that  is  what  nobody  wants! 


A comprehensive,  23-page  manual  for  Partici- 
pating Physicians  in  the  Arizona  Blue  Shield 
Medical  Service  Plan,  which  includes  a revised 
schedule  of  benefits  effective  on  June  15,  was 
mailed  early  last  month.  The  manual  is  de- 
signed for  use  both  by  the  Participating  Physi- 
cian and  his  office  staff. 

Completed  after  months  of  research  and  prep- 
aration, the  manual  contains  a general  outline 
of  the  Blue  Shield  Plan,  with  descriptions  of  its 
corporate  structure,  management,  and  physician- 
subscriber  relations ; the  services  provided  by  the 
Plan  and  the  exclusions  in  the  contract;  enroll- 
ment regulations ; procedures  for  payments  to 
physicians,  and  general  information  pertinent 
to  the  operation  of  the  plan  from  the  point  of 
view  of  the  Participating  Physician. 

In  a foreword  to  the  manual,  the  Blue  Shield 
Board  of  Directors  said,  in  part : 

“Arizona  Blue  Shield  is  known  to  its  thous- 
ands of  subscribers  as  ‘the  Doctor’s  own  Plan.’ 
This  is  a good  and  accurate  designation,  for 
Blue  Shield  is  truly  our  Plan.  It  was  established 
by  the  Medical  Profession  of  this  State  after  long 
years  of  detailed  study  and  planning.  Its  affairs 
are  governed  and  its  services  guaranteed  by 
members  of  our  profession.  Each  Participating 
Physician  is  a vital  part  of  the  Plan.  More  than 
94  per  cent  of  the  members  of  the  Arizona 
Medical  Association  have  registered  as  Partici- 
pating Physicians. 

“The  establishment  of  Blue  Shield  has  been 
positive  proof  of  our  interest  in  the  welfare  of 
the  citizens  of  Arizona.  . . . Blue  Shield,  by  mak- 


ing available  the  best  in  medical  care  on  a vol- 
untary pre-payment  basis  is  rendering  a very 
real  public  service. 

“The  success  of  our  Plan  is  largely  dependent 
upon  the  understanding  cooperation  of  each  Par- 
ticipating Physician,  and  this  cooperation  can 
best  be  developed  by  a knowledge  of  the  prin- 
ciples and  practices  which  govern  Plan  opera- 
tions . . . this  manual  . . . will  be  helpful  in  your 
contacts  with  the  Blue  Shield  member  and  will 
assist  greatly  in  building  and  keeping  good  pub- 
lic and  subscriber  relations.” 

* * 

The  thirteenth  printing  of  the  roster  of  Ari- 
zona Blue  Shield  Participating  Physicians,  on 
June  1.  listed  the  names  of  610  physicians.  Ev- 
ery county  in  the  State  was  represented. 

=£  # 

From  the  records : 

Arizona  Blue  Shield  enrollment  stood  at 
58,720  as  of  May  31,  a net  gain  of  6,883  mem- 
bers since  the  end  of  1949.  During  all  of  1949, 
Blue  Shield  paid  out  $302,994.57  to  physicians 
for  services  to  subscribers.  The  payments  cov- 
ered 5,425  cases.  During  the  first  five  months 
of  1950,  Blue  Shield  payments  to  physicians 
amounted  to  $182,138.50 — for  3,542  cases. 

Arizona  Blue  Cross  bad  109,832  members  at 
the  end  of  business  on  December  31,  and  114,175 
on  May  31,  a net  gain  of  4,343.  During  1949. 
Blue  Cross  paid  out  to  hospitals  the  sum  of 
$912,674.13  for  care  of  its  members,  the  pay- 
ments covering  14,355  cases.  During  the  five 
months  ending  last  May  31.  Blue  Cross  paid  to 
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hospitals  in  behalf  of  its  members  the  sum  of 
.$445,841.52,  for  6,626  cases. 

On  the  national  scene : 

With  the  addition  of  3,838,587  new  members 
in  1949,  national  and  Canadian  enrollment  in 
Blue  Shield  soared  to  14,227,781,  a recent  count 
of  noses  revealed.  The  enrollment  covers  Seventy- 
light  separate  Blue  Shield  Plans. 

The  ninety  Blue  Cross  Plans  in  the  United 
States  and  Canada  added  3,144,356  members 
during  1949,  bringing  the  total  enrollment 
at  the  year’s  end  to  35,918,705. 

That’s  a combined  enrollment  of  well  over 
50,000,000  and,  granted  that  there  is  much  dupli- 
cation of  membership,  it  still  seems  fair  to  opine 
that  50,000,000  Americans  who  prefer  the  vol- 
untary way  in  health  care  can’t  be  wrong — any 
more  than  the  proverbial  50,000,000  Frenchmen. 
# * # 


NYLON  SURGICAL  ELASTIC 
^STOCKINGS 

Unconditionally  Guaranteed! 

For  varicose  veins,  lymph 
stasis  and  other  swollen 
or  flabby  leg  conditions^^^^t 

At  reliable  surgical  appliance, 
drug  and  dept,  stores  everywhere.  [ 


JOHN  B.  FLAHERTY  CO.,  Inc.,  Bronx,  n.y. 

Since  1898,  Manufacturers  of  Surgical  Elastic  Suppoits 


CITY  LINEN  SUPPLY 

Affiliated  with 

Phoenix  Laundry  & Dry  Cleaning 


The  new  Williams  Hospital,  built  and  opened 
after  years  of  cooperative  effort  in  the  northern 
Arizona  community,  was  provisionally  approved 
as  A Blue  Cross  Member  Hospital  on  June  14, 
bringing  to  twenty  five  the  total  of  Blue  Cross 
Hospitals  in  the  State.  The  addition  of  the  twen- 
ty beds  in  the  Williams  Hospital  raised  the  total 
of  beds  in  Blue  Cross  hospitals  to  1,829.  Four 
other  Arizona  hospitals  have  joined  the  Blue 
Cross  ranks  since  January  1.  They  are  Grand 
Canyon  Hospital,  10  beds;  Norman  Hospital  at 
Casa  Grande,  17  beds;  the  Douglas  Hospital  of 
the  Phelps  Dodge  Corporation,  35  beds,  and 
Benson  Hospital,  10  beds. 


TELEX  HEARING  CENTER  by 


PAUL  E.  LAU,  State  Mgr. 

PHONE  8-5612 

31  I HEARD  BLDG.  PHOENIX,  ARIZONA 


DOCTORS  DIRECTORY  ESTABLISHED 
1920 
3-4189 

Emergency  calls  given  special  attention.  We  will 
locate  your  doctor  before  or  after  office  hours. 

BERTHA  CASE,  R.  N.,  Director 
ADA  JOY  CASE 

1493  East  Roosevelt 
Phoenix,  Arizona 


• 

Nurses  Uniforms 

Aprons  • Linens  • Towels 
Complete  Linen  Rental  Service 
Phone  3-5175 


LOW  COST  REFRIGERATED  DRY 
AIR  CONDITIONING  WITH 

c4jax  MOBILE  R00MASTER 

Towered  by  SERVEL 

Dimensions 
28"  High 
18"  Wide 
17"  Deep 


FREE  INSTALLATION 
4 YEAR  WARRANTY 

Installed  in  a Few  Minutes — % Ton  Capacity — Movable 
from  Room  to  Room.  Attractively  Finished  in  Tan  and 
Rawhide  Vinyl  Plastic  Fabrilite. 

DEMONSTRATION  WITHOUT  OBLIGATION  MAY  BE 
ARRANGED  BY  WRITING  OR  PHONING 

AJAX  CORPORATION  OF  ARIZONA 

4014  N.  Seventh  Street 
PHOENIX.  ARIZONA 
Phone  5-2338 
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Statement 

By  Senator  Robert  A.  Taft 

The  Proposal  to  create  a Department  of 
Health  Education  and  Security  is  designed  to 
carry  out  an  idea  that  has  been  current  for 
quite  a while.  In  fact,  I once  introduced  a Bill 
to  establish  a new  department.  The  difficulty 
is  that  Health,  Education,  and  Security  are  all 
different  subjects.  On  the  local  level  in  cities 
they  are  entirely  separate  departments.  The 
only  respect  in  which  they  are  grouped  together 
in  the  present  Federal  Security  Administration 
is  that  they  all  are  matters  in  which  the  Federal 
interest  is  secondary  and  the  matter  of  principal 
interest  is  aid  to  the  States. 

Last  year  a similar  plan  was  presented,  and  it 
was  defeated  in  Congress.  It  was  defeated  be- 
cause it  did  not  conform  to  the  Hoover  Plan. 
Hoover  recommends  setting  up  a Department  of 
Education  and  Security.  But  he  wants  to  put 
the  Health  Division  in  an  entirely  separate  med- 
ical administration.  That’s  been  the  great  issue. 
The  welfare  people,  like  Oscar  Ewing,  want  to 
run  health  as  a kind  of  welfare  service.  The 
doctors  and  others  feel  that  medical  care  and 
health  is  a special  subject,  which  ought  to  be 
dealt  with  by  people  expert  in  the  health  field 
and  not  subject  to  welfare  direction.  Now,  the 
difficulty  with  this  plan  is  the  same  as  the  diffi- 
culty with  the  plan  last  year.  It  is  true  that  it 
separates  these  three  functions  into  separate  de- 
partments under  the  secretary,  but  the  secretary 
has  an  assistant  secretary,  and  an  under  secre- 
tary, all  of  whom  are  likely  to  be  welfare  people, 
and  then  it  isn’t  perfectly  clear  that  all  the 
health  functions  have  to  be  assigned  to  the  Sur- 
geon General  of  the  Public  Health. 

It  seems  to  me  that  the  plan  has  all  the  objec- 
tions which  the  plan  had  last  year ; and,  there- 
fore, I should  think  under  the  same  circumstanc- 
es it  is  likely  to  be  defeated  primarily  because 
it  does  not  conform  to  the  Hoover  Plan,  and, 
I may  say,  apparently  because  Oscar  Ewing  just 
would  turn  the  Federal  Security  Administration 
into  a Government  Department  and  in  turn  make 
Oscar  Ewing,  instead  of  a Federal  Security  Ad- 
ministrator, a secretary  in  the  Cabinet.  There 
is  a good  deal  of  resentment  in  Congress  about 
that,  too,  which  is  likely  to  raise  more  political 
objection,  perhaps,  to  the  plans  than  the  one 
based  entirely  on  logic. 


American  Medical  Association, 
Washington  Office 

CENSUS  REPORT  SHOWS  TIGHTENING 
UP  OF  STATE  FINANCES. 

One  underlying  reason  for  states’  dependence 
on  federal  grants  is  highlighted  in  a new  Census 
Bureau  report.  It  shows  a reversal  of  budget 
trends  in  1949;  in  1948  and  back  through  the 
war  years  income  topped  expenditures,  but  this 
was  reversed  for  the  first  time  in  1949.  In  that 
year  income  dropped  below  expenditures  by  7.2 
per  cent.  Increased  revenue  of  9.6  per  cent  Avas 
overbalanced  by  a 13.3  per  cent  increase  in  ex- 
penditures. Expressed  in  another  way,  in  1948 
income  exceeded  outgo  in  32  states,  but  in  1949 
outgo  exceeded  income  in  33  states.  (This  does 
not  mean  the  33  states  are  in  debt ; only  nine 
states  report  their  liabilities  exceed  their  assets.) 

This  reversal  took  place  in  supite  of  the  fact 
that  included  in  the  states’  revenue  are  federal 
grants,  which  increased  approximately  20  per 
cent  between  1948  and  1949.  The  figures  are 
$1,399,000,000  U.  S.  grants  to  states  in  1948  and 
$1,705,000,000  in  1949.  (Direct  U.  S.  payments 
to  individuals  are  not  included  in  their  tabula- 
tion. In  1949  these  totaled  an  additional  $3,638,- 
921,248.) 

One  state,  Mississippi,  received  more  money 
back  from  the  federal  government  in  grants 
than  it  paid  in  federal  taxes  (107  per  cent  of 
its  tax  payments).  Other  states  with  a high  re- 
turn ratio  are  Alabama,  51  per  cent  return ; NeAv 
Mexico,  58  per  cent ; Wyoming,  51  per  cent ; 
North  Dakota,  47  per  cent.  On  the  other  end  of 
the  scale  are  Delaware  with  a three  per  cent 
return  and  New  York  Avith  five  per  cent.  Other 
low-return  states  are  Illinois,  7.8  per  cent;  Mich- 
igan, 7.55 ; Ohio,  8.62  and  Virginia,  9.72. 

A high  percentage  of  federal  grants  are  in 
the  health  services  field ; hospitals,  disease  con- 
trol programs,  research,  aid  to  the  handicapped, 
old  age  assistance. 


AMERICAN  COLLEGE  OF  PHYSICIANS 
ANNOUNCES  ITS  ANNUAL  SESSION 
AT  ST.  LOUIS  APRIL  9-13,  1951 
The  American  College  of  Physicians  Avill  con- 
duct its  32nd  Annual  Session  at  St.  Louis,  Mo., 
April  9-13,  inclusive,  1951.  Dr.  Ralph  Kinsella 
of  St.  Louis  is  the  General  Chairman  and  Avill 
be  responsible  for  local  arrangements  and  for 
the  program  of  Clinics  and  Panel  Discussions. 
Dr.  William  S.  Middleton,  President  of  the  Col- 
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lege,  Madison,  Wis.,  will  be  in  charge  of  the  pro- 
gram of  Morning  Lectures  and  afternoon  Gen- 
eral Sessions. 

Secretaries  of  medical  societies  are  especially 
asked  to  note  these  dates  and,  in  arranging  meet- 
ing dates  of  their  societies  ,to  avoid  conflicts 
with  the  College  Meeting  for  obvious  mutual 
benefits. 

E.  R.  LOVELAND, 
Executive  Secretary. 

P.  S.  It  may  also  be  noted  that  the  1952  An- 
nual Session  of  the  College  will  be  held  at  Cleve- 
land, Ohio,  April  21-25,  1952. 


EXCERPTS  FROM  EDITORIAL  IN  MAY 
15TH  ISSUE  OF  THE  UNITED  MINE 
WORKERS’  JOURNAL 

On  the  medical  question,  labor  had  better  be- 
gin to  think,  because  if  resentment  of  the  voters 
to  National  medicine  in  one-third,  of  the  States 
proves  as  beneficial  to  reactionary  candidates 
as  in  the  case  of  Smothers,  the  problem  of  re- 
pealing the  Tuft-Hartley  Law — so  long  as  both 
are  linked  in  the  Truman  program— will  be 
three  times  as  difficult. 

Regardless  of  how  lightly  President  Truman 
may  seek  to  brush  off  the  Pepper  defeat,  the 
fact  remains  that  the  over-all  resentment  against 
Pepper  crystallized  as  a result  of  Pepper’s  all- 
out  support  of  the  Truman  program. 

Pepper  had  to  bear  the  brunt  of  all  the  fault- 
finding levelled  at  the  Brannan  Plan,  foreign 
aid l,  give-away  money,  point  four,  lowering  of 
tariffs,  Government  extravagance,  “ Commie ” 
influence  in  Government,  Kansas  City  Graft, 
FEPC,  Repeal  of  the  Taft -Hartley  Law  and,  of 
course,  National  medicine. 

The  heretofore  unorganized  vote,  as  a result  of 
the  Truman  Medical  Plan,  the  FEPC,  the  rag- 
ing “Commie”  publicity  and  bitterly  contested 
Brannan  Plan,  was  activated  into  resentful 
political  action  as  never  before — resulting  in  a 
record  vote. 

In  44  years  of  covering  political  campaigns 
in  the  Nation  and  in  many  States,  your  editor 
has  never  witnessed  such  effective  and  pro- 
ductive quiet  solicitation  of  votes  as  demonstrat- 
ed by  Florida  doctors,  druggists,  dentists,  hos- 
pital staffs,  insurance  companies  and  pharma- 
ceutical representatives,  aided  and  abetted  by 
other  professional  men. 

Funds  were  quietly  raised.  Golf  matches, 


poker  games,  bridge  parties  and  every  form  of 
contact  which  could  be  conceived  and  arranged 
were  executed  by  the  medical,  drug  and  hospital 
fraternity  to  convince  the  people  that  epidemics 
would  be  the  order  of  the  day,  plus  bankruptcy, 
in  the  event  the  proposed  Truman  Medical  Plan 
— which  Pepper  was  supporting — was  enacted 
into  law. 

Generally  speaking,  the  people  in  the  East, 
North  and  West  look  upon  Florida  as  a State  of 
aged  pensioners  in  need  of  medical  attention 
that  they  cannot  afford.  This  is  only  partially 
true  as  affecting  the  aged.  But  they  do  not 
constitute  an  appreciable  percentage  of  the 
voters. 

Pepper  was  up  against  an  unreasoning  wall 
of  voters  on  this  question  and  the  more  he  said 
in  support  of  National  medical  aid  the  more 
votes  he  lost. 

Pinellas  County  (St.  Petersburg)  is  the  cap- 
ital of  Florida's  retired  pensioners,  yet  Smathers 
carried  Pinellas  County  18,244  to  15,90G  for 
Pepper. 

In  contrast  to  the  Pinellas  County  vote,  live- 
wire,  horse-and-dog-racing,  night-club  Dade 
County  (Miami,  Smathers’  Home)  — which 
Smathers  said  he  could  carry  easily  by  30,000 
majority — was  lost  by  Smathers,  the  vote  being: 
Pepper  66,803,  Smathers,  65,886,  according  to 
unofficial  returns. 

The  labor  vote  showed  up  in  Dade  County, 
while  the  labor  forces  were  soundly  routed  in 
Duval  County  (Jacksonville,  Florida’s  only  in- 
dustrial city) — which  was  the  fountainhead  of 
money  distribution  to  finance  the  Smathers 
campaign  — - the  vote  being:  Smathers  42,412, 
Pepper  32,822. 

Just  how  much  money  was  spent  in  Smathers’ 
behalf  will  never  be  known,  but  Florida  cam- 
paigns in  recent  years  have  proven  to  be  an  orgy 
of  spending. 

Although  the  State  population  does  not  exceed 
2,500,000,  belated  reports  and  confessions  show 
that  a total  of  more  than  $550,000  was  spent  in 
behalf  of  the  successful  Gubernatorial  candidate 
in  1948 — and,  in  addition,  a greater  total  was 
spent  in  behalf  of  the  candidates  in  opposition. 

The  Smathers-Pepper  campaign  was  of  longer 
duration  than  the  Gubernatorial  contest  and  the 
Smathers  newspaper  and  radio  advertising  far 
exceeded  that  of  the  campaign  for  governor — all 
of  which  might  furnish  a clue  of  how  the  money 
bags  were  loosened  up  in  behalf  of  Smathers. 
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The  result  would  be  quite  interesting  and  en- 
lightening if  some  political  writer  with  a flare 
for  statistics  would  compute  the  advertising  ex- 
penditures of  the  Smathers-Pepper  campaigns. 

As  an  aftermath  of  the  campaign,  leaders  of 
the  CIO  and  the  AFL  are  busy  villifying  each 
other  in  a name-calling  contest  in  which  each 


side  charges  the  other  with  failure  to  properly 
support  Pepper.  The  railroaders  seem  to  he  tak- 
ing the  result  with  complacency. 

After  all  is  said  and  done,  a simple  analysis 
proves  that  the  Truman  program — plus  past 
association  with  “ Commie ” leaders  — defeated 
Pepper. 


STATEMENT  BY  JAMES  E.  PAULLIN,  M.  D.,  ON  H.  R.  6000 
SUBMITTED  TO  THE  SENATE  COMMITTEE  ON  FINANCE 

February  28,  1950 


To  identify  myself,  I am  James  Edgar  Paul- 
lin,  M.  D.,  of  Atlanta,  Georgia,  a duly  licensed 
physician  engaged  in  the  active  practice  of  medi- 
cine in  Atlanta  for  the  past  JO  years.  At  the 
same  time  I have  been  a part  time  teacher  in 
the  Medical  Department  of  Emory  University. 
I am  a member  in  good  standing  of  our  local, 
state,  and  national  medical  societies,  and  during 
my  years  in  practice,  at  one  time  or  another,  I 
have  held  offices  of  responsibility  in  these  organ- 
izations. I desire  to  appear  before  your  Commit- 
tee as  a member  of  the  medical  profession  op- 
posing in  particular  that  part  of  H.  R.  6000, 
Section  107,  which  relates  to  the  inclusion  among 
its  provisions  of  total  and  permanent  disability 
insurance  benefits. 

In  reading  the  amendments  which  have  been 
offered  to  the  Social  Security  Act  under  H.  R. 
6000  I was  amazed  at  the  recommendations  for 
increased  appropriations  in  money  which  are  re- 
quested to  be  given  as  benefits  under  the  various 
titles  of  the  bill,  as  well  as  to  increase  the  num- 
bers concerned.  So  far  as  I could  tell,  the  re- 
quests for  money  to  support  this  program  were 
increased  tremendously,  none  were  eliminated, 
and  none  were  decreased.  Naturally  the  question 
arose  in  my  mind  as  to  how  all  of  these  benefits 
could  be  undertaken  without  increasing  the  tax 
burden  on  the  productivity  of  our  citizens  to 
meet  the  increasing  demands  for  assistance,  and 
why  our  citizens  are  willing  to  allow  Uncle  Sam 
to  assume  responsibility  for  their  support,  edu- 
cation, health,  housing,  and  retirement  without 
the  necessity  of  any  effort  on  their  part  to  pro- 
duce income  from  which  these  taxes  are  to  be 
paid.  I have  not  given  all  provisions  of  the  Act, 
careful  study,  and  if  I had  I would  not  be  com- 
petent to  offer  valid  testimony  concerning  them. 
However,  T do  have  experience  and  observations 
concerning  total  and  permanent  disability,  which 


is  Section  107  in  H.  R.  6000,  and  which  will  in- 
volve the  expenditure  of  millions  upon  millions 
of  dollars  as  a part  of  the  Social  Security  pro- 
gram. 

I do  not  believe  that  anyone  would  oppose 
rendering  assistance  to  those  in  dire  distress  or 
who  are  in  great  need  and  who  are  not  finan- 
cially able  to  help  themselves,  either  because  of 
sickness,  injury,  or  disease.  However,  the  actual 
need  must  be  established,  with  a primary  interest 
centered  on  a program  which  would  rehabilitate 
the  person  or  persons  disabled  in  an  effort  to 
make  them  self-supporting  members  of  society. 
This  must  be  the  chief  purpose  for  which  con- 
tributions are  made  for  aiding  this  group. of  our 
citizens.  To  those  of  us  who  have  been  in  the 
active  practice  of  medicine  for  any  considerable 
number  of  years,  we  are  aware  that  there  are 
many  psychological  factors  demanding  consider- 
ation in  any  discussion  of  the  determination  of 
the  presence  or  absence  of  disability. 

First,  if  a tax  is  levied  for  the  purpose  of 
furnishing  total  and  permanent  disability  insur- 
ance for  an  individual,  and  if  the  individual  pays 
for  it  for  a certain  length  of  time,  he  develops 
the  feeling  that  he  has  a right,  under  certain 
circumstances,  to  demand  the  benefits  which  he 
has  purchased.  In  other  words,  there  is  an  honest 
psychological  approach  on  the  part  of  the  per- 
son with  disability  insurance  to  demand  sup- 
port even  though  he  is  conscious  that  he  is  not 
totally  and  permanently  disabled.  If  there  is 
written  into  the  law  a clear  statement  defining 
disability,  either  total  or  permanent,  and  if  the 
insured  does  not  completely  quality  for  these 
benefits,  if  he  sees  or  hears  of  some  one  with 
no  more  disability  than  he  has  drawing  benefits 
for  disability,  he  makes  an  earnest  effort  to  effect 
total  disability  in  order  to  collect  his  pay  check. 

The  second  psychological  effect  of  disability 
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is  that  the  patient  who  claims  disability  benefits 
makes  an  effort  to  satisfy  his  own  conscience  as 
to  the  justice  of  his  demands,  and  he  develops 
subjective  symptoms  of  disease  which  no  one 
can  demonstrate  as  non-existent.  Particularly  is 
this  true  with  certain  types  of  individuals  who 
are,  to  some  extent,  emotionally  unstable.  Such 
a condition  occurs  in  a higher  percentage  among 
women  than  among  men.  We  as  physicians  know 
that  disappointments,  frustrations,  emotional  in- 
stability, ill-adjusted  family  life,  and  various 
other  situational  and  environmental  difficulties 
will  cause  in  some  people  a reaction  of  defeatism, 
with  the  development  of  more  subjective  com- 
plaints, which  the  patient  cannot  adequately  de- 
scribe, if  given  an  opportunity,  in  an  all  day  re- 
hearsal of  his  ailments,  and  which,  if  they  were 
the  result  of  disease,  would  prove  fatal  before 
the  narrative  could  be  finished. 

Third,  if  a person  is  insured  by  the  Federal 
Government  against  disability  and  can  draw  a 
nice  pay  check  each  month  for  his  disability,  in 
a complaining  individual  as  above  described,  the 
stage  is  set  for  the  making  of  a complete,  perma- 
nent, 14-carat  invalid  who  is  totally  disabled, 
and  who  will  resist  with  vehemence  any  and  all 
efforts  toward  rehabilitation. 

Within  the  past  20  years  I think  all  of  us  have 
become  conscious  that  the  present  trend  of  soci- 
ety is  leading  to  a steady  and  gradual  weakening, 
and  even  disintegration,  of  our  moral  and  spir- 
itual consciousness,  and  with  it,  unfortunately, 
the  deliberate  surrendering  of  individual  initia- 
tive, ambition,  and  a desire  to  succeed  in  any 
undertaking,  for  a paltry  mess  of  pottage  served 
by  a paternalistic  government.  The  develop- 
ment of  this  type  of  philosophy,  among  an  other- 
wise healthy  citizenship,  weakens  the  very  foun- 
dation of  that  type  of  citizen  who  has  made  this 
government  possible,  and  will  greatly  increase 
the  demands  for  government  benefits  which,  in 
times  of  stress  and  strain,  will  be  greatly  in- 
creased and  force  our  people  into  a moral  state 
of  indolence,  and  our  national  economy  into 
a state  of  bankruptcy. 

I ask  those  of  you  who  visit  among  your  con- 
stituents to  observe  the  tremendous  increase  in 
the  members  of  our  population  who  are  looking 
for  a position  and  not  for  a job,  a position  they 
consider  ornamental  to  a business  without  the 
assumption  of  any  tremendous  amount  of  re- 
sponsibility, and  which  could  be  used  to  enhance 


the  business  because  of  their  supposedly  striking 
qualifications  and  their  ability  to  draw  a nice 
pay  check.  Those  who  seek  a job  are  people  who 
are  willing  to  work,  who  glory  in  the  accomplish- 
ment of  a task,  and  who  are  happy  to  be  pro- 
ductive. These  are  few  in  number.  Evidence 
of  this  belief  can  be  obtained  by  spending  a few 
hours  visiting  any  of  the  employment  agencies. 

Fourth,  physicians  have  little  sympathy  with 
this  point  of  view  since  they  not  only  work 
“when  willing  and  able,  but  also  without  a con- 
tract.” They  go  on  call  both  day  and  night,  ir- 
respective of  a national  emergency,  to  render 
service  to  the  rich,  to  the  poor,  and  to  all  of  our 
citizens,  regardless  of  race,  creed,  or  religion. 
They  are  conscious  of  demands  which  are  made 
upon  them,  and  which  will  be  increasingly  made 
if  the  provisions  of  this  Act  are  passed,  for  certi- 
fication as  to  presence  of  total  and  permanent 
disability  which  does  not  exist.  It  takes  a physi- 
cian of  considerable  stamina  to  be  able  to  resist 
some  of  these  appeals.  And  sometimes  they  will 
not  do  so. 

Some  20  or  25  years  ago  many  large  insurance 
companies  issued  policies  on  a great  number  of 
people,  covering  them  for  total  and  permanent 
disability.  During  prosperous  times  the  insur- 
ance companies  made  money  on  this  type  of  con- 
tract. When  the  sailing  became  a little  rough,  a 
great  many  physicians  will  recall,  considerable 
numbers  of  patients  so  insured  demanded  to  be 
classed  as  permanently  and  totally  disabled  so 
they  could  retire  from  business  and  receive  a 
tax-free  income  which  was  sufficient  for  them 
to  enjoy  the  art  of  living  without  any  of  the  re- 
sponsibilities, restrictions,  or  obligations  connect- 
ed with  the  honorable  profession  of  work.  I am 
not  referring  in  this  statement  to  those  patients 
who  obviously  suffered  a disability  which  pre- 
vented them  from  working.  But  I am  referring 
to  that  large  group  which  developed  only  sub- 
jective complaints,  such  as  nervous  disorders, 
headaches,  backaches,  rheumatism,  angina  pec- 
toris, and  other  disorders  which  could  not  in  the 
slightest  degree  be  detected  by  physical  or  other 
examinations.  These  people,  many  of  them,  had 
persuaded  themselves  that  they  were  sick  and 
disabled.  Many  of  them  could  not  do  the  slight- 
est thing,  if  such  was  called  work,  but  much 
could  be  done  under  the  name  of  pleasure,  such 
as  fishing,  skeet  shooting,  piloting  a boat,  bird 
hunting,  ten-cent  poker,  and  other  pleasures 
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which  would  perhaps  require  no  physical  exer- 
cise but  which  might  increase  their  blood  pres- 
sure, and  be  indulged  in  without  damaging  their 
chances  of  living  provided  no  work  was  involved. 

The  depression,  which  came  along  in  the  thir- 
ties, also  caused  many  people  in  a different  fi- 
nancial bracket,  insured  under  a group  policy, 
to  seek  the  security  of  a permanent  and  total  dis- 
ability. All  of  this  illustrates  the  point  that 
when  the  field  is  made  fertile  for  the  develop- 
ment of  dependency  on  some  agency  or  carrier 
other  than  the  patient’s  own  efforts,  they  natur- 
ally seek  the  course  of  least  resistance  and  de- 
mand help  from  other  sources.  The  experience 
of  life  insurance  companies,  if  studied,  would  be 
most  interesting  because  I do  not  believe  that 
the  underwriters  have  been  at  all  successful  in 
removing  from  their  payroll  any  .of  those  who 
are  collecting  for  total  and  permanent  disability, 
except  by  death,  and  the  mortality  is  quite  low 
for  the  disease  causing  the  disability. 

It  is  my  belief  that  unemployment  (which  is 
liable  to  increase  in  this  country)  from  a psycho- 
logical standpoint  will  cause  the  development 
of  a great  many  subjective  symptoms  which 
could  be  classed  as  rendering  a patient  totally 
and  permanently  disabled.  It  is  true  that  with 
stimuli  such  as  this,  and  others,  it  is  almost  next 
to  impossible  to  determine  total  disability  in  a 
patient  who  has  made  up  his  mind  and  is  deter- 
mined to  prove  that  lie  is  totally  disabled  in  or- 
der to  obtain  a life  income  from  the  Federal 
Government. 

A great  number  of  women  are  employed,  some 
18,000,000,  many  of  whom  probably  would  qual- 
ify for  benefits  under  the  proposed  program. 
It  is  realized  by  those  who  are  engaged'  in  the 
practice  of  medicine  that  this  would  be  a most 
difficult  group  to  properly  evaluate  their  claims 
for  disability. 

There  are  other  pitfalls  which  could  be  brought 
to  your  attention,  but  I believe  the  idea  has  been 
developed  from  a practical  standpoint  sufficient- 
ly to  warn  the  Congress  of  what  a disastrous 
step  it  will  be  to  our  national  economy  to  write 
into  the  Social  Security  Act  any  such  program 
as  that  recommended  in  H.  R.  6000,  Section  107, 
for  total  and  permanent  disability.  Social  Se- 
curity funds  should  necessarily  be  limited  in 
amount;  they  represent  taxes  which  are  drained 
from  the  producers  of  the  nation.  Unless  there 


is  some  limitation  on  the  fantastic  demands  for 
funds,  our  national  economic  health  will  be 
thrown  tremendously  out  of  balance  and  a fatal 
condition  of  shock  develop  from  which  there  is 
no  recovery. 

Since  it  has  been  very  clearly  shown  that  cash 
disability  benefits  diminish  the  incentive  toward 
rehabilitation,  self-reliance,  and  self-mainte- 
nance, which  is  extremely  undesirable,  it  seems 
to  me  that  the  emphasis,  and  any  consideration 
which  is  given  to  this  program,  should  be  focused 
on  rehabilitation.  This  cannot  be  done  success- 
fully in  my  opinion  under  Federal  control.  All 
of  the  states,  insofar  as  I know,  have  agencies 
which  are  capable  of  handling  individuals  who 
claim  disability,  such  as  the  State  Welfare  Agen- 
cies. These  agencies  are  on  the  ground.  They 
know  of  the  individual  who  applies  for  assist- 
ance. They  have  an  opportunity  to  investigate 
their  worthiness,  and  they  have  facilities  for 
rehabilitation.  They  are  also  capable  of  finding 
work  for  him  or  her,  and  determining  whether 
treatment  at  home,  in  an  institution,  or  in  other 
places  is  the  most  desirable.  Please  let  them 
handle  it. 

I,  therefore,  respectfully  request  that  this 
part  of  the  program,  Section  107,  be  eliminated 
in  the  Social  Security  amendment  to  H.  R.  6000 
since  its  adoption,  in  my  opinion,  will  lead  to 
the  development  of  a considerable  number  of 
malingering  and  semi-invalid  individuals  among 
many  of  our  worthwhile  citizens.  It  would  mean 
a further  encroachment  upon  States  Rights,  and 
the  building  up  of  Federal  payrolls  which  could 
be  used  for  political  influence  in  the  handling 
of  claims.  It  matters  not  what  safeguards  are 
taken  to  write  into  the  law  those  who  would  be 
eligible  for  insurance,  all  of  us  know  that  after 
a short  space  of  time  no  attention  is  paid  to  this 
law,  just  as  is  happening  in  other  phases  of  the 
Social  Security  program  and  in  the  treatment 
of  veterans  in  VA  hospitals.  It  is  common  knowl- 
edge that  veterans  with  non-service-connected 
disabilities  who  are  perfectly  able  to  pay  for 
hospital  care  and  medical  services  are  being- 
treated  at  considerable  public  expense  when  the 
law  specifies  under  what  conditions  they  should 
be  beneficiaries  of  this  service.  The  same  could, 
in  my  opinion,  happen  with  those  drawing  com- 
pensation for  total  and  permanent  disability 
benefits. 
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A CENTURY  OF  MEDICINE  IN  JACKSONVILLE  AND  DUVAL 
COUNTY.  By  Webster  Merritt,  M.  D.  Price,  $3.50.  Pp.  220. 
Illustrations  44.  Gainesville,  Fla.:  University  of  Florida  Press, 
1949. 


Physicians  and  laity  alike  will  find  in  this 
engaging  narrative  a most  important  contribu- 
tion to  Florida’s  medical  and  historical  lore. 
With  the  sure  and  forthright  touch  of  the  true 
historian,  Dr.  Merritt  presents  in  panoramic  re- 
view the  fascinating  events,  towering  personali- 
ties and  progressive  movements  of  the  entire 
nineteenth  century  as  they  pertain  to  medicine 
in  Jacksonville  and  Duval  County.  His  exhaus- 
tive research  and  painstaking  efforts  have 
brought  to  light  in  highly  readable  form  history 
long  obscured,  owing  to  loss  of  official  records 
in  the  Jacksonville  fire  of  1901.  In  sifting  out 
the  facts  for  this  entertaining  and  accurate  ac- 
count, he  pictures  the  physician  as  community 
builder  and  harbinger  of  progress  as  Avell  as 
practitioner  of  medicine,  and  his  facile  pen 
loses  none  of  the  drama  of  the  terrifying  yellow 
fever  and  other  epidemics  or  the  gala  events  of 
the  times.  With  equal  skill  he  traces  the  founda- 
tion and  early  history  of  the  Florida  Medical 
Association  and  of  the  Florida  State  Board  of 
Health. 

As  related  editorially  in  this  issue  of  The 
Journal,  tin*  author  is  a brilliant  scholar  and 
able  historian  who  has  made  notable  contribu- 
tions to  Florida  history  in  The  Journal  and  in 
historical  publications.  His  book  is  profusely 
illustrated  throughout  its  twenty  chapters  and 
makes  a valuable  addition  to  any  library,  par- 
ticularly that  of  the  physician. 


A Contribution  To  the  History  of 
Medicine  in  Florida 

It  is  with  pleasure  and  with  pride  that  The 
Journal  contgratulates  the  Assistant  Editor,  Dr. 
Webster  Merritt,  on  the  publication  of  his  book, 
“A  Century  of  Medicine  in  Jacksonville  and 
Duval  County.”  Coming  off  the  University  of 
Florida  Press  early  last  month,  this  valuable 
contribution  to  the  annals  of  Florida  medicine 
and  Florida  history  marks  the  successful  com- 
pletion of  a monumental  undertaking.  In  its 
pages  live  again  the  dominant  figures,  events 
and  movements  that  shaped  the  medical  history 
of  the  area  from  the  arrival  of  the  first  physi- 
cian in  the  closing  years  of  the  eighteenth  cen- 


tury on  across  the  entire  span  of  the  eventful 
nineteenth  century.  Graphically  portrayed  are 
the  poignant  drama  of  the  terrifying  epidemics, 
strange  maladies  and  weird  superstitions  of  the 
period.  Through  twenty  carefully  documented 
chapters,  the  fascinating  narrative  of  the  tribu- 
lations and  triumphs  of  the  courageous  pioneers 
who  laid  the  foundation  for  sound  medical  prac- 
tice in  Florida  unfolds  in  appropriate  crescendo 
commensurate  with  the  changing  times  and  the 
development  of  the  region.  Included  is  the  early 
history  of  the  Florida  Medical  Association  and 
of  the  Florida  State  Board  of  Health. 

From  boyhood,  Dr.  Merritt  has  cherished  deep 
interest  in  the  history  of  his  native  state.  His 
interpretations  of  that  history  are  familiar  to 
readers  of  the  Florida  Historical  Quarterly,  and 
also  in  particular  to  readers  of  The  Journal 
through  the  series  of  articles  on  medical  history 
which  have  appeared  from  time  to  time  in  its 
columns.  He  is  a former  president  of  the  Jack- 
sonville Historical  Society  and  for  several  years 
has  been  vice  president  of  the  Florida  Historical 
Society.  He  has  also  made  notable  contributions 
to  medical  literature  of  a scientific  nature. 

The  task  of  the  author  in  assembling  the  ma- 
terial for  this  volume  was  truly  prodigious  for 
it  involved  gleaning  from  collections,  keepsakes, 
photographs  and  clippings  of  the  older  genera- 
tions the  obscure  record  that  survived  Jackson- 
ville’s disastrous  fire  of  1901.  With  the  gift  of 
the  true  historian,  he  has  sifted  fact  from  rumor 
and  fable  and  has  preserved  for  posterity  an 
authentic  and  absorbing  account,  profusely  il- 
lustrated with  rare  old  photographs  and  draw- 
ings, which  is  of  interest  alike  to  his  colleagues 
of  the  medical  profession,  the  members  of  allied 
professions,  lay  readers  and  historians. 

It  is  peculiarly  fitting  that  this  highly  valu- 
able contribution  to  the  history  of  Florida  should 
come  from  the  University  of  Florida  Press. 
Born  in  Gainesville,  Dr.  Merritt  is  a distin- 
guished alumnus  of  the  University  of  Florida. 
He  was  its  first  Groover-Stewart  scholar  in  the 
College  of  Pharmacy  and  recipient  of  the  I).  W. 
Ramsaur  Gold  Medal  for  highest  averages  in  all 
studies;  he  is  an  alumni  member  of  the  Beta 
(Florida)  Chapter  of  Phi  Beta  Kappa.  After 
completing  his  medical  education  at  The  Johns 
Hopkins  University  School  of  Medicine  and 
serving  as  house  officer  on  the  Harvard  Medical 
Service  of  the  Boston  City  Hospital,  he  returned 
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FEVER 


FOR  YOUR  POLLEN  SENSITIVE  PATIENTS 


May  we  suggest  the  three-vial  Parenteral  Treatment  Set  ( 1 0 cc  each  vial, 
Dilution  1 :50,000;  1 :5000;  1 :500)  especially  prepared  for  either  intra- 
dermal  or  subcutaneous  administration. 

With  diagnosis  established  the  treatment  set  will  be  prepared  in  accord- 
ance with  your  patient's  sensitivities.  Only  specific  Southwestern  pollens  used. 

3-VIAL  PARENTERAL  TREATMENT  SET— $10.00 

3-vial  individualized  oral  treatment  set  may  be  had  where  individual 
circumstances  favor  this  route  of  administration. 

Treatment  record  sheets,  suggested  dosage,  and 
directions  with  every  set. 


An  Allergy  Service  based  on  close  acquaintance  and  experience  with  the  botany  of  the  area  of  your  practice. 


cAlleryy,  (Research  J^a bora  torie£>  3nc. 


Phoenix,  Arizona 


U.  S.  Biological  License  No.  151 
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to  Florida  in  1936  and  lias  since  that  time  prac- 
ticed in  Jacksonville. 

In  felicitating  Dr.  Merritt  on  the  occasion  of 
the  publication  of  his  book,  The  Journal  expresses 
the  hope  that  this  busy  internist  and  editor  will 
/;nd  time  to  continue  his  historical  pursuits. 

Shaler  Richardson. 

Reprinted  from  Journal  of  the  Florida  Medi- 
cal Association,  August,  1949. 

NOTICE 

On  May  2nd,  1950,  the  allergists  of  Phoenix 
and  Tucson  met  for  luncheon  at  the  Westward 
IIo  and  organized  the  Arizona  Society  of  Aller- 
gists. The  following  officers  were  elected: 

Honorary  President E.  W.  Phillips,  M.  I). 

President William  B.  Steen,  M.  D. 

Vice  President Eugene  Gatterdam,  M.  I). 

The  membership  consists  of: 

Phoenix 

Doris  F.  Hopkins,  M.  D. 

Eugene  A.  Gatterdam,  M.  I). 

John  F.  McKenna,  M.  I). 

Charles  W.  Vivian.  M.  I). 

W.  A.  Woren,  M.  I). 

E.  W.  Phillips,  M.  I). 


T ucson 

J.  A.  Sutton,  M.  I). 
Redford  A.  Wilson,  M.  1). 
Hugh  C.  Thompson,  M.  I). 
John  T.  Malone,  M.  1). 

F.  B.  Schutzbank,  M.  I). 
W.  B.  Steen,  M.  I). 


NEWS  ITEM 

DR.  M.  L.  SUSSMAN  addressed  the  San  Diego 
County  Medical  Society  on  “Non-Tuberculous  Le- 
sions in  the  Lungs.”  He  also  served  on  a Panel 
which  discussed  ‘‘Aids  to  Cardiac  Diagnosis”  be- 
fore the  Annual  Meeting  of  the  American  Heart 
Association. 


JULIUS  CITRON,  D.  S.  C., 

F.  P.  R.  S. 

DISORDERS  OF  THE  FOOT 

517  West  McDowell  Road 
Hours  9-5  Phone  2-9312 

Phoenix,  Arizona 


WOMAN'S  AUXILIARY 


INAUGURAL  ADDRESS 
The  convention  sessions  were  not  only  educa- 
tional but  most  inspiring,  and  I cannot  help  but 
feel  that  by  now  all  of  us  have  a very  clear 
picture  of  our  “road  ahead.” 

I want  you  to  know  that  I am  very  honored 
to  have  been  given  the  opportunity  to  serve 
you  as  your  State  President.  I am  not  only 
honored,  but  very  humble  in  the  realization  of 
the  tremendous  duties  and  responsibilities  the 
office  entails,  particularly  in  this,  a most  crucial 
period  of  the  organization’s  existence.  My  one 
hope  is  to  measure  up  to  the  high  standards  set 
by  my  predecessor,  Mrs.  Starns.  She  has  been  a 
most  outstanding  executive. 

The  Auxiliary  has  held  faithfully  to  the  five 
objectives  that  constituted  the  basis  for  its  or- 
ganization, hut  to  these  must  be  added  a further 
objective — that  of  helping  to  conquer  the  formid- 
able problem  confronting  us  today — the  prob- 
lem of  government  control  of  medicine.  We 
must  ever  be  mindful  that  this  issue  does  not 
pertain  to  medicine  alone ; it  is  something 
which  threatens  the  economic  and  political  free- 


MRS.  BENJAMIN  HERZBERG 


dom  of  our  country.  A freedom  we  have  all  come 
to  take  too  muchly  for  granted.  I am  afraid. 
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It  is  the  prescribed  duty  of  every  doctor’s 
wife  to  be  interested  and  informed  and  to  have 
a speaking  knowledge,  not  just  a reading  knowl- 
edge of  the  program  propounded  by  the  Ameri- 
can Medical  Association.  With  the  diverse  club 
associations  represented  in  this  group,  and  the 
social  contacts,  if  we  are  informed  and  inter- 
ested, and  above  all  united,  we  can  be  not  only 
of  inestimable  value  to  our  doctors,  but  also  a 
positive  force  in  helping  to  combat  the  creeping 
socialism  that  is  threatening  to  destroy  our 
American  way  of  life. 

You  must  be  aware  thot  the  tremendous  task 
to  be  done  in  the  year  to  come  is  not  one  to  fall 
upon  the  shoulders  of  the  State  and  County 
Board  members  alone — it  is  the  personal  re- 
sponsibility of  every  doctor’s  wife,  for  this  year, 
more  than  any  other,  will  necessitate  our  par- 
ticipation in  any  endeavor  on  the  request  of 
our  Medical  Association.  Of  this  you  will  be 
made  more  fully  aware  when  the  State  program 
is  presented  to  you  in  the  fall. 

I most  sincerely  and  earnestly  seek  your  loy- 
alty and  support  and  I ask  that  each  and  every 
one  of  you  rededicate  yourselves  to  the  work  of 
the  Auxiliary.  The  benefits  derived  from  any- 
thing you  do  is  commensurate  only  with  the 
effort,  understanding  and  enthusiasm  you  put 
into  it.  For  myself,  all  I can  say  is  that  I shall 
try  to  do  my  very  best. 

I know  you  won’t  let  us  down,  and  by  joining 
ranks  and  working  hand  in  hand  in  the  com- 
mon cause,  this  year  will  be  one  of  personal 
satisfaction  and  group  accomplishment. 

MRS.  DOROTHY  HERZBERG, 
State  President. 


ANNUAL  REPORT 
1945-1950 

President  : Mrs.  Charles  E.  Starns 
2934  Croydon  Drive 
Tucson,  Arizona 

To  the  National  Officers,  Chairmen  and  Mem- 
bers, The  Woman’s  Auxiliary  to  the  Arizona 
Medical  Association  sends  greetings  and  its 
President  submits  the  following  report : 

Organization 

In  the  Auxiliary  in  Arizona  there  are  but 
four  component  auxiliaries — in  Gila,  Maricopa, 
Pima  and  Yavapai  Counties.  The  current  mem- 
bership is  347,  an  increase  of  12  over  last  year. 
There  are  in  the  state  40  members-at-large. 
Programs 

The  programs  for  the  year  were  planned  to 


create  greater  interest  and  attendance  at  the 
regular  meetings;  to  make  available  to  members 
information  relative  to  the  Auxiliary,  the  Medi- 
cal Association,  the  various  health  agencies,  and 
current  proposed  legislation  which  concerns  the 
medical  profession  and  the  nation’s  health;  and 
to  emphasize  how  best  the  Auxiliary  can  concen- 
trate its  efforts  in  helping  to  i*esolve  the  issues 
of  the  Education  Campaign,  and  further  the 
development  of  a greater  recognition,  under- 
standing, and  appreciation  of  American  Medi- 
cine and  of  the  services  and  achievements  of  our 
doctors. 

Public  Relations  and  Health 

Each  county  auxiliary  held  a “Health  Day 
Program’’  during  the  year.  Special  invitations 
to  these  programs  were  sent  to  all  welfare  and 
social  organizations  in  the  respective  communi- 
ties. By  means  of  the  newspapers  and  the  radio, 
the  general  public  was  made  aware  of  the  nature 
of  the  program  to  be  presented  as  well  as  in- 
formed that  the  meeting  was  open  to  the  public 
and  that  everyone  was  urged  to  attend.  For  two 
of  the  programs  the  featured  speakers  were 
provided  by  the  Arizona  Medical  Association. 
Through  the  efforts  of  the  Auxiliary’s  Public 
Relations  Chairman  in  cooperation  with  the  Med- 
ical Association’s  Executive  Secretary,  arrange- 
ments were  made  for  Dr.  Ralph  Gambell,  a 
former  British  doctor  now  preparing  for  Ameri- 
can citizenship  and  the  practice  of  medicine  in 
the  United  States,  to  be  sent  by  the  American 
Medical  Association  to  address  those  attending 
the  evening  meetings  held  by  the  two  larger 
county  auxiliaries.  As  public  relations  projects, 
these  meetings  were  outstanding. 

In  each  of  the  counties  commendable  work  was 
done  by  members,  identified  and  given  publicity 
as  the  Medical  Auxiliary  group,  in  promoting 
health  projects  beneficial  to  their  local  commun- 
ities. Their  enthusiastic  participation  in  fund 
drives  of  such  agencies  as  the  Community  Chest, 
the  Red  Cross,  and  the  Cancer  Society,  and  in 
the  sale  of  Christmas  and  Easter  seals  brought 
such  excellent  results  and  favorable  public  com- 
ment from  leaders  of  the  organizations’  drives 
that  the  public  relations  value  of  these  activities 
is  obvious. 

National  Education  Campaign 

Efforts  were  made  within  the  auxiliaries  to 
so  educate  the  members  that,  individually  they 
could  informally  dispense  authentic  informa- 
tion on  the  subject  of  the  Campaign  to  their  as- 
sociates, one  at  a time  or  in  small  groups  as 
occasions  arose,  as  well  as  through  programs  and 
projects  they  might  be  able  to  help  plan  and 
execute  in  other  women’s  organizations  of  which 
they  are  members. 

Early  in  the  summer  of  1949  the  county  auxili- 
aries began  the  distribution  of  available  pamph- 
lets from  Campaign  headquarters  among  the 
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women’s  groups  of  their  communities.  This  was 
followed  during  the  year  by  other  informative 
material  relative  to  Compulsory  Health  Insur- 
ance and  similar  socialized  medicine  plans  tried 
by  other  nations.  The  State  Auxiliary  purchased 
and  sent  to  the  presidents  of  the  most  repre- 
sentative of  women’s  organizations,  both  on  the 
state  and  county  levels,  a copy  of  Flynn’s  Road 
Ahead.  To  these  same  groups,  packets  of  ma- 
terial were  sent  which  included  reprints  of  such 
outstanding  articles  as  James  Byrne’s  First 
Things  First , the  Stasson  series  of  contributions 
to  the  Readers’  Digest , and  the  Look  article  on 
the  American  Medical  Association.  A personal 
letter  from  the  State  Auxiliary  President  went 
out  to  each  of  these  organizations  pointing  out 
the  vital  importance  of  the  issue  which  prompted 
the  writing  of  these  articles,  reminding  the 
group  leaders  that  the  socialism  of  medicine  is 
but  one  of  the  initial  steps  toward  the  complete 
socialization  of  the  government,  and  uring  that 
this  subject  be  given  a place  or.  the  study  agenda 
of  the  group  at  a very  early  date.  Resolutions 
were  asked  for  and  in  some  cases  were  made  as 
requested,  but  greater  emphasis  was  placed  on 
securing  an  opportunity  for  individual  educa- 
tion of  the  group's  members  relative  to  tiie  impli- 
cations of  the  controversial  measure  than  in  ob- 
taining the  organization's  resolution  endorsing 
the  opposition  t.o  the  passage  of  the  measure.  The 
responses  received  relative  to  the  use  of  the  ma- 
terials sent  in  special  programs,  in  debates,  etc., 
were  most  encouraging. 

Philanth  topic 

The  philanthropic  activities  in  the  auxiliaries 
included  extensive  participation  in  local  chari- 
ties, making  donations  of  time  and  money  to  lo- 
cal health  agencies,  providing  needed  furnish- 
ings for  the  Children’s  Home,  raising  funds  for 
school  health  councils  and  in  purchasing  valuable 
equipment  for  the  local  hospitals. 

Student  Nurse  Loan  Fund 

During  the  year  sufficient  money  was  collect- 
ed in  this  fund  to  make  interest-free  loans  to 
two  young  women  to  finance  their  three-year 
nurse-training  course.  This  fund  is  administered 
by  a committee  of  nine  auxiliary  members. 


Legislation 

Pending  and  proposed  legislation  affecting 
health  and  the  practice  of  medicine  was  on  the 
study  agenda  of  the  county  auxiliaries.  Auxili- 
ary members  and  the  state  and  county  auxiliaries 
as  organizations  have  communicated,  in  personal 
letters  and  telegrams  or  by  formal  resolutions, 
with  members  of  the  Congress  relative  to  legis- 
lative measures  in  which  we  are  so  vitally  inter- 
ested. The  officers,  the  legislative  committee, 
and  the  members  individually  exerted  their  in- 
fluence on  members  of  the  state  legislature  in  a 
successful  effort  to  secure  a much  needed  addi- 
tional appropriation  for  the  Child  Colony,  an 
institution  for  the  care  and  rehabilitation  of 
mentally  deficient  children. 

History 

The  record  of  the  state  historian  is  complete 
to  date. 

Today’s  Health  and  Bulletin 

Subscriptions  to  these  two  periodicals  showed 
an  increase  over  the  preceding  year  but  still 
were  far  short  of  the  expectations  of  the  respec- 
tive chairmen. 

Publicity 

Local  newspapers  were  most  cooperative  in 
printing  on  their  women’s  pages  accounts  of 
the  constructive  activities  of  the  state  and  coun- 
ty auxiliaries.  Arizona  Medicine,  sent  to  every 
doctor’s  wife  as  well  as  to  each  doctor’s  office, 
provided  the  Auxiliary  with  space  for  all  arti- 
cles and  items  of  direct  interest  and  import  to 
present  and  potential  auxiliary  members. 

The  state  president  and  three  delegates  repre- 
sented the  auxiliary  at  the  National  Convention 
in  Atlantic  City.  The  president-elect  attended 
the  National  Conference  of  State  Presidents  and 
Presidents-Elect  in  Chicago.  The  president  and 
the  president-elect  paid  official  visits  to  each 
of  the  county  auxiliaries.  Regular  contacts  with 
the  auxiliaries  and  with  the  members-at-large 
was  maintained  by  the  president  through  indi- 
vidual letters  and  form-letter  correspondence. 

Respectfully  Submitted, 

Mrs.  Charles  E.  Starns, 

1949-1950  President. 


NOW  OPENING! 


Lucky  Dog  Ranchitos 

"UNDER  THE  LT  ONTO  RIM” 


PUT  YOUR  FAMILY  IN  THIS  PICTURE! 
HAVE  YOUR  OWN  LUCKY  DOG  RANCHITO 
FOR  YEAR-AROUND  ENJOYMENT! 


Photograph  Ghows  typical 
view  from  one  of  the  Ranch- 
itos. This  vacation  home  site 
overlooks  a green,  secluded 
valley,  with  rolling,  wooded 
hills  in  the  background.  Be- 
low is  artist's  conception  of 
how  this  view  may  some  day 
be  developed. 


J4unty  relax  and  play  at  your  own 

vacation  home  “under  the  Z)onto  J^im” 


Nestled  in  the  heart  of  Arizona’s  last  frontier, 
a country  that  offers  greater  opportunities  for 
wholesome  outdoor  activities  and  relaxation  for 
the  entire  family,  are  the  Lucky  Dog  Ranchitos. 
The  Ranchitos  have  an  elevation  of  5000  feet  . . . 
enjoy  cool  summers  and  mild  winters. 

The  State’s  best  hunting  and  fishing  areas, 
hitherto  practically  inaccessible  to  the  average 
sportsman,  are  but  minutes  away  from  this  new 
development. 

In  addition  to  such  conveniences  as  running 
water  and  electricity  at  every  property,  you  will 
have  the  use  of  a 3500-foot  airstrip  almost  at 
your  door.  The  area  will  soon  be  served  by  the 
new  Bee  Line  Highway,  which  puts  Payson,  the 
nearest  town,  within  80  miles  of  Phoenix. 


Plans  also  call  for  a private  lake,  stables,  a 
swimming  pool  and  guide  service,  with  “jeep 
stables”  for  use  by  hunting  and  fishing  parties. 
A central  Club  House  providing  accommodations 
for  extra  guests,  for  dances  and  other  social  activ- 
ities, will  be  erected  as  soon  as  possible.  Owning 
a Ranchito  makes  you  eligible  for  membership 
in  these  year-around  vacation  facilities.  Select 
clientele. 


t-LT  up  and  see  the  new  Lucky  Dog  Ranchitos! 
Arrangements  have  been  made  to  fly  interested  groups 
from  Phoenix  in  a 4-place  plane  for  a round-trip 
charter  charge  of  only  $5.25  per  person.  You  leave 
Phoenix  airport  about  7 a.  m.,  return  at  noon.  A 
courteous  representative  will  take  you  over  the  pro- 
perty and  answer  your  questions. 


For  further  information  or  for  inspection  reservations  call  or  write 

J^ucky  d)oy  Jfanchito*  6i 6 t.  & t.  Bidg„  phoenix  - Phone  4-3121 

TERRY  GUNN,  Business  Manager  E.  L.  WHIPPLE,  Developer 
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PHYSICIANS'  DIRECTORY 


NEUROLOGY  and  PSYCHIATRY 


EDWARD  BLANK,  M.  D. 

PSYCHIATRY  and  NEUROLOGY 

733  West  McDowell  Road 
Phoenix 

Hours  by  Appointment 


OTTO  L.  BENDHEIM,  M.  D. 

NEUROLOGY  and  PSYCHIATRY 

1515  North  Ninth  Street 
PHOENIX,  ARIZONA 

Certified  by  American  Board  of 
Psychiatry  and  Neurology 

HOSPITAL 


WALTER  V.  EDWARDS,  Jr.,  M.  D. 

Lawrence  Memorial  Hospital 
Cottonwood,  Arizona 


CHARLES  W.  SULT,  Jr.,  M.  D. 
RICHARD  E.  H.  DUISBERG,  M.  D. 

Diplomates  of  the  American  Board 

NEUROLOGY,  PSYCHIATRY  AND 
ELECTROENCEPHALOGRAPHY 

419  Professional  Building  Phoenix,  Arizona 


MILTON  H.  ERICKSON,  M.  D. 

PSYCHOTHERAPY  AND  PSYCHIATRY 
Certified  by  American  Board  of 
Psychiatry  and  Neuro'ogy 

32  West  Cypress  Street  Phone  2-4254 

Phoenix,  Arizona 


NEUROLOGICAL  SURGERY 


JOHN  RAYMOND  GREEN,  M.  D. 

Certified  by  the  American  Board 
of  Neurological  Surgery 

1010  Professional  Building 
Telephone  8-3756 


PHOENIX,  ARIZONA 


UROLOGY 


MERRIWETHER  L.  DAY,  M.  D. 

W.  G.  SHULTZ,  M.D.,  F.  A.  C.  S. 

F.  A.  C.  S. 

Diplomate  of  The  American 

Diplomate  of  The  American 

Board  of  Urology 

Board  of  Urology 

LADDIE  L.  STOLFA,  M.  D. 

Lois  Grunow  Memorial  Clinic 

1010  N.  Country  C'ub  Road 

926  East  McDowell  Road 

Telephone  5-2609  Tucson,  Arizona 

Tel.  4-3674  Phoenix 

PAUL  L.  SINGER,  M.  D.,  F.  A.  C.  S. 

DONALD  B.  LEWIS,  M.  D. 

Certified  American  Board  of 

UROLOGY 

UROLOGY 

1313  N.  Second  Street  Phone  3-1739 

123  So.  Stone  Ave.  Phone  4500 

PHOENIX,  ARIZONA 

Tucson,  Arizona 
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UROLOGY—  (Cont'd. 


james  h.  McDonald,  m.  d. 

ROBERT  H.  CUMMINGS,  M.  D. 

UROLOGY 

Diplomate  of  the 
American  Board  of  Urology 

711  Professional  Building  Telephone  8-0969 

808  Professional  Building 

Phoenix,  Arizona 

15  East  Monroe  Phone  4-3577 

Phoenix,  Arizona 

INTERNAL  MEDICINE 


ROBERT  S.  FLINN,  M.  D. 

DANIEL  H.  GOODMAN,  M.  D. 

INTERNAL  MEDICINE 

INTERNAL  MEDICINE  CARDIOLOGY 

CARDIOLOGY  and  ELECTROCARDIOGRAPHY 

ELECTRO  CARDIOGRAPHY 

1118  Professional  Building 

Phone  4-1078 

607  Heard  Bldg.  Phone  4-7204 

Phoenix,  Arizona 

Phoenix,  Arizona 

KENT  H.  THAYER,  M.  D. 

JESSE  D.  HAMER,  M.  D. 

F.  A.  C.  P. 

F.  A.  C.  P. 

INTERNAL  MEDICINE 

INTERNAL  MEDICINE 

Diplomate  of  the 

American  Board  of  Internal  Medicine 

CARDIOLOGY 

ROBERT  H.  STEVENS,  M.  D. 

Suite  910  Phoenix 

INTERNAL  MEDICINE  ALLERGY 

1 5 E.  Monroe  St.  Arizona 

1313  N.  Second  St.  Phones  3-8907  - 4-884 1 

Phoenix,  Arizona 

JOSEPH  BANK,  M.  D. 

FRANK  J.  MILLOY,  M.  D. 

Diplomate  of 

F.  A.  C.  P. 

American  Board  of  Internal  Medicine 

INTERNAL  MEDICINE 

American  Board  of  Gastroenterology 

JOHN  W.  FINDLEY,  Jr.,  M.  D. 

611  Professional  Building 

GASTROENTEROLOGY,  GASTROSCOPY 

Phone  4-2171 
Phoenix,  Arizona 

800  North  First  Avenue  Phone:  4-7245 

PHOENIX,  ARIZONA 

THIS  SPACE  FOR  SALE 

HAROLD  F.  STOLZ,  M.  D. 

FOR  INFORMATION  AND  RATES 

M.  S.  in  Medicine 

write  to 

Diplomate,  American  Board  of  Internal  Medicine 

INTERNAL  MEDICINE  AND 

ARIZONA  MEDICINE 

DISEASES  OF  THE  HEART 

401  Heard  Bldg. 
PHOENIX,  ARIZONA 

Telephone  2-1262  614  N.  Fourth  Avenue 

Tucson,  Arizona 
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INTERNAL  MEDICINE—  (Cont'd. ) 


ROBERT  E.  RIDER,  M.  D. 

INTERNAL  MEDICINE 
ELECTROCARDIOGRAPHY 

Del  Sol  Hotel  Bldg.  Phone  26 

Yuma,  Arizona 

W.  PAUL  HOLBROOK,  M.D.,  F.A.C.P. 

DONALD  F.  HILL,  M.D.,  F.A.C.P. 
CHARLES  A.  L.  STEPHENS,  Jr.,  M.D. 

Tucson,  Arizona  Phone  5-151  1 

PHYSICAL  MEDICINE 

ALLERGY 

M.  E.  FULK,  M.  D. 

GLENDALE  CLINIC  HOSPITAL 
Clinic  Open  Daily:  9 a m.  to  6 p.m 
Sundays  and  Holidays  by  Appointment 

245  East  A Avenue  Phone  240 

Glendale,  Arizona 

E.  A.  GATTERDAM  M.  D. 

ALLERGY 

15  E Monroe  St.,  Professional  Bldg. 
Office  Hours:  11  A.  M to  5 P.  M. 
Phoenix,  Arizona 

CHEST  DISEAS 

ES 

*ND  SURGERY 

HENRY  J.  STANFORD,  M.  D. 

THORACIC  SURGERY 

Diplomate  American  Board  of  Surgery  and 
The  Board  of  Thoracic  Surgery 

2530  E.  Broadway  Phone  5-1531 

Tucson,  Arizona 

GEORGE  D.  BOONE,  M.D.,  F.A.C.S. 

DISEASES  AND  SURGERY  OF  THE  CHEST 

601  East  Sixth  Street  Telephone  4-1561 

TUCSON,  ARIZONA 

PROCTOLOGY 

CLINIC 

WALLACE  M.  MEYER,  M.  D. 

PROCTOLOGY 

903  Professional  Bldg. 

Phone  2-2822  - 3-4189 
Phoenix,  Arizona 

MESA  MEDICAL  CENTER 

MARK  H.  WALL,  M.  D. 
FRANKLIN  B.  LANEBACK,  M.  D. 
J.  EDWIN  KEPPEL,  M.  D. 

206  East  Main  St. 

Mesa,  Arizona 

Office  Phone  4350 

BUTLER  CLINIC 
D.  E.  NELSON,  M.  D. 
F.  W.  BUTLER,  M.  D. 

501-505  Fifth  Avenue 
SAFFORD,  ARIZONA 

SUN  VALLEY  CLINIC 

34  North  Macdonald 
MESA,  ARIZONA 
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ORTHOPE 

DIC 

SURGERY 

GEORGE  L.  DIXON,  M.  D. 

ORTHOPAEDIC  SURGERY 

Diplomate  of  the  American  Board 
of  Orthopaedic  Surgery 

744  N.  Country  Club  Road  Telephone  5-1533 

TUCSON,  ARIZONA 

GEO.  A.  WILLIAMSON,  M.D.,  F.A.C.S. 
LEO  L.  TUVESON,  M.  D. 

ORTHOPAEDIC  SURGERY 

800  North  First  Ave.  Telephone  2-2375 

PHOENIX,  ARIZONA 

— 1 

ROBERT  E.  HASTINGS,  M.D.,  F.A.C.S. 
ALFRED  0.  HELDOBLER,  M.  D. 

Diplomates  American  Board  of  Orthopaedic 
Surgery 

ORTHOPAEDIC  SURGERY 

1811  East  Speedway 
TUCSON,  ARIZONA 

an 

JAMES  LYTTON-SMITH,  M.  D. 
RONALD  S.  HAINES,  M.  D. 
JOHN  H.  RICKER,  M.  D. 
STANFORD  F.  HARTMAN,  M.  D. 

926  East  McDowell  Road 
Phoenix,  Arizona 

PHYSICIANS 

d SURGEONS 

GEORGE  B.  IRVINE,  M.  D. 

W.  G.  PAYNE,  M.  D. 

PHYSICIANS  AND  SURGEONS 

8 West  Fifth  Street  Phone  526 

Tempe,  Arizona 

D.  T.  MOATS,  M.  D. 

PHYSICIAN  AND  SURGEON 

Office  Phone  2-6672  Home  Phone  5-8849 

312-316  W.  McDowell  Road 
Phoenix,  Arizona 

ANESTF 

1ES 

OLOGY 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

401  Heard  Bldg. 
PHOENIX,  ARIZONA 

LOUISE  BEWERSDORF,  M.  D. 
F.  A.  C.  A. 

ANESTHESIOLOGY 

208  West  Glenrosa 
Phone  5-4471  - 8-2392 
Phoenix,  Arizona 

DERM 

ATOLOGY 

HARRY  A.  CUMMING,  M.  D. 

DERMATOLOGY 

Diplomate  of  American  Board 
of  Dermatology  and  Syphilology 

Phone  8-4883 

1313  North  Second  Street  Phoenix,  Arizona 

KENNETH  C.  BAKER,  M.  D. 

DERMATOLOGY 

Telephone  3-0602  729  N.  Fourth  Ave. 

Tucson,  Arizona 
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DERMATOLOGY 


GEORGE  K.  ROGERS,  M.  D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermato'ogy  and  Syphiiology 

Phone  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 


OBSTETRICS  and  GYNECOLOGY 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

401  Heard  Bldg. 
PHOENIX,  ARIZONA 


PATHOLOGICAL  LABORATORIES 


HARRY  J.  FELCH,  M.  D. 

Physician 

and  Surgeon 

Residence 

Office 

325  W.  Granada 

703  Professional  B'dg. 

Phoenix,  Arizona 

1 5 E.  Monroe  Street 

Residence  3-1  151 

Office  3-1151 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

401  Heard  Bldg. 
PHOENIX,  ARIZONA 


G.  O.  HARTMAN,  M.  D. 

PATHOLOGICAL  LABORATORY 
20  E.  Ochoa  St.  Phone:  3-4861 

TUCSON,  ARIZONA 


PATHOLOGICAL 

LABORATORY 

507  Professional  Building 

Telephone  3-4105 

W.  WARNER  WATKINS  AND 

ASSOCIATES 

1313  North  Second  Street 

Telephone  8-3484 

Phoenix, 

Arizona 

EYE,  EAR,  NOSE  and  THROAT 


DUNCAN  G.  GRAHAM,  M.  D. 

JOHN  S.  MIKELL,  M.  D. 

EYE,  EAR,  NOSE  and  THROAT 
Certified  by  American  Board  of  Otolaryngology 

1811  East  Speedway 
Tucson,  Arizona 

EAR,  NOSE  AND  THROAT 

1 1 4 West  Pepper  Street 
Mesa,  Arizona 

BRONCHOSCOPY 

BERNARD  L.  MELTON,  M.  D. 

F.  A.  C.  S.,  F.  I.C.  S. 

PERRY  W.  BAILEY,  M.  D. 

EYE,  EAR,  NOSE  AND  THROAT 
Certified  by  American  Board  of  Ophtha'mology 

EYE,  EAR,  NOSE  AND  THROAT 

Certified  by  American  Board  of  Otolaryngology 

JOHN  J.  McLOONE,  M.  D. 

Telephones:  Office  8-0661;  Residence  2-6233 

EYE,  EAR,  NOSE  AND  THROAT 
BRONCHOSCOPY  AND  ESOPHAGOSCOPY 

Office:  39  W.  Adams,  1 17  Winters  Bldg., 

605  Professional  Bldg.  Phone  3-8209 

PHOENIX,  ARIZONA 

PHOENIX,  ARIZONA 
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ARCHIE  E.  CRUTHIRDS,  M.  D. 

H.  FIELDING  WILKINSON,  M.  D. 

F.  A.  C.  S.,  F.  1.  C.  S. 

Organic  Diseases  and  Psychogenic  Disorders  of 

EYE,  EAR,  NOSE  AND  THROAT 

Eye,  Ear,  Nose  and  Throat 

Certified  by  American  Board  of  Otolaryngology 

American  Academy  of  Ophthalmology  and 

Refractions  (Fitting  of  Glasses) 

Otolaryngology 

39  West  McDowell  Road  Phone  8-3167 

101)  Professional  Bldg.  Phone  3-5121 

Phoenix,  Arizona 

Phoenix,  Arizona 

SURGERY 


L.  MANOIL,  M.  D. 

SURGERY  AND  GYNECOLOGY 

34  W.  Lynwood  Phone  3-3092 

Phoenix,  Arizona 

LOWELL  C.  WORMLEY,  M.  D. 

SURGERY  AND  UROLOGY 
1202  East  Washington 
Office  Phone  3-2273 
Phoenix,  Arizona 

ALFRED  D.  LEVICK,  M.  D. 

DELBERT  L.  SECRIST.  M.  D., 

PROCTOLOGY 

F.  A.  C.  S. 

1 1 37  West  McDowell  Road 

1 23  South  Stone  Avenue 

Phones  8-2194  - 3-4189 

Tucson,  Arizona  { 

Phoenix,  Arizona 

Office  Phone  2-3371  Home  Phone  5-9433 

H.  D.  KETCHERSIDE,  M.  D 

SURGERY  and  UROLOGY 

W.  R.  MANNING,  M.  D.,  F.  A.  C.  S. 

DONALD  A.  POLSON,  M.  D. 

SURGERY 

GENERAL  SURGERY 

Diplomate  American  Board  of  Surgery 

Certified  by  the  American  Board  of  Surgery 

800  North  First  Avenue 

620  North  Country  Club  Road  Phone  5-2687 

Phone  4-7245 
Phoenix,  Arizona 

Tucson,  Arizona 

LOUIS  P.  LUTFY,  M.  D. 

SURGERY  and  GYNECOLOGY 
30)  West  McDowell  Rd.  Phone  3-4200 

Phoenix,  Arizona 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

401  Heard  Bldg. 
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GENERAL  MEDICINE 

GENERAL  PRACTICE 

SAMUEL  R.  JOSEPH,  M.  D. 

RAYMOND  1.  McGILVRA,  M.  D. 

PHYSICIAN  AND  SURGEON 

GENERAL  PRACTICE 

Office  Phone  5-9645  Res.  Phone  5-2365 

307  E.  Indian  School  Road 

Directory  Phone  3-4189 

Office  Phone  5-0750 

711  West  Thomas  Road 

Office  Hours:  10-12  and  2-5  By  Appointment 

Phoenix,  Arizona 

Phoenix,  Arizona 

J.  REICHERT,  M.  D. 

PAUL  S.  ARMOUR,  M.  D. 

General  Practice 

Office  Phone  4-0293 

CARDIO  VASCULAR  DISEASES 

If  No  Answer,  Call  3-4189 

ELECTROCARDIOGRAPHY 

543  East  McDowell  - Medical  Arts  Building 

303  West  McDowell  Rd.  Office  Phone  4-7028 

Phoenix,  Arizona 

Phoenix,  Arizona 

RADIOLOGY 


GOSS  - DUFFY  LABORATORY 

X-RAY  AND  CLINICAL  DIAGNOSIS 

316  West  McDowell  Road 
Phoenix,  Arizona 

PATHOLOGICAL  LABORATORY 

507  Professional  Building  Telephone  3-4105 

MEDICAL  CENTER  X-RAY 
LABORATORY 

1313  North  Second  Street  Telephone  8-3484 

W.  Warner  Watkins,  M.D.  R.  Lee  Foster,  M.D. 

John  W.  Kennedy,  M.  D. 

Diplomates  of  American  Board  of  Radiology 
Phoenix,  Arizona 

DRS.  HAYDEN,  PRESENT,  WELSH 

AND  HILEMAN 

MARCY  L.  SUSSMAN,  M.  D., 
F.  A.  C.  R. 

Diplomates  of 

American  Board  of  Radiology 

Diplomate  of  American  Board  of  Radiology 

DIAGNOSTIC  ROENTGENOLOGY 

801  North  Second  Ave. 
Telephone  8-1027 

23  East  Ochoa 

Phoenix,  Arizona 

Tucson 

CHILDREN'S  DISEASES 

SPEECH  PATHOLOGY 

WILLIAM  F.  SCHOFFMAN,  M.  D. 

ROBERT  N.  PLUMMER,  Ph.  D. 

CECILIA  H.  SHEMBAB,  M.  D. 

SPEECH  PATHOLOGY 
including 

JAMES  L.  COFFEY,  M.  D. 

Lip  Reading  and  Speech  for  the  Deaf 

DOCTORS  BUILDING 

Professional  Member 

American  Speech  and  Hearing  Association 

316  West  McDowell  Road  Telephone  4-7287 

Phoenix,  Arizona 

Medical  Arts  Bldg.  Phone  3-2051 

Phoenix,  Arizona 

Vul.  7 , Xu.  7 


Yrizona  Medicine 


83 


THE  ORTHOPEDIC  CLINIC 

For  the  Treatment  of  Fractures,.  Diseases  and  Surgery  of 
the  Bones  and  Joints 

ORTHOPEDIC  SURGERY 

W.  A.  BISHOP,  Jr.,  M.  D.,  F.  A.  C.  S.  ALVIN  L.  SWENSON,  M.  D. 

Diplomates  of  the  American  Board  of  Orthopedic  Surgery 

ARTHRITIS 

DeWITT  W.  ENGLUND,  M.  D. 

1313  North  Second  Street  Phone  8-1586 

Phoenix,  Arizona 


PATHOLOGY  - 

This  is  to  announce  that  tissues  for  diagnosis  are  accepted  by  the  follow- 
ing physicians  who  practice  in  Arizona,  are  not  exclusively  governmentally 
employed,  and  are  qualified  as  pathologic  anatomists: 


J.  D.  BARGER,  M.  D. 

Maricopa  County  Hospital 
3435  W.  Apache 
Phoenix,  Arizona 

RALPH  H.  FULLER,  M.  D. 

St.  Mary's  Hospital 
Tucson,  Arizona 

GEORGE  O.  HARTMAN,  M.  D. 

20  East  Ochoa  Street 
Tucson,  Arizona 


LOUIS  HIRSCH,  M.  D. 

Tucson  Medical  Center 
Tucson,  Arizona 

MAURICE  ROSENTHAL,  M.  D 

St.  Monica's  Hospital 
Phoenix,  Arizona 

O.  0.  WILLIAMS,  M.  D. 

425  North  Fourth  Street 
Phoenix,  Arizona 


HAROLD  WOOD,  M.  D. 

1033  East  McDowell  Road 
Phoenix,  Arizona 


— ; - RADIOLOGY  — 

TUCSON  TUMOR  INSTITUTE 


LUDWIG  LINDBERG,  M.  D.  JAMES  H.  WEST,  M.  D.,  F.A.C.R. 
Diplomates  of  American  Board  of  Radiology 

RADIUM  AND  X-RAY  THERAPY 

721  North  4th  Ave.  TUCSON,  ARIZONA 
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LOIS  GRUNOW  MEMORIAL  CLINIC 

McDowell  at  tenth  street  ....  phoenix,  Arizona 


GENERAL  SURGERY 

H.  G.  Williams,  M.D.,  F.A.C.S. 
James  M.  Ovens,  M.  D.,  F.A.C.S. 
Wm.  F.  Schroeder,  III,  M.  D. 

ORTHOPEDIC  SURGERY 

James  Lytton-Smith,  M.  D.,  F.A.C.S. 
Ronald  S.  Haines,  M.  D.,  F.A.C.S. 
John  H.  Ricker,  M.  D. 

S.  F.  Hartman,  M.  D. 

UROLOGY 

M.  L.  Day,  M.  D,  F.A.C.S. 

L.  L.  Stolfa,  M.  D. 

OPHTHALMOLOGY, 

OTOLARYNGOLOGY 

D.  E.  Brinkerhoff,  M.  D.,  F.A.C.S. 
Robert  D.  Smith,  M.  D. 


INTERNAL  MEDICINE 

Hilton  J.  McKeown,  M.  D.,  F.A.C.P 
Leslie  B.  Smith,  M.  D.,  F.A.C.P. 

C.  Selby  Mills,  M.  D.,  F.A.C.P. 

S.  K.  Conner,  M.  D. 

DENTISTRY 

George  F.  Busch,  D.  D.  S. 

OBSTETRICS  AND 
GYNECOLOGY 

Clarence  B.  Warrenburg,  M.  D. 

ANESTHESIOLOGY 

Paul  S.  Causey,  M.  D. 

Wallace  A.  Reed.  M.  D. 

NEUROSURGERf 

John  A.  Eisenbeiss,  M.  D. 


LABORATORIES 

Director,  Thomas  A.  Hartgraves,  M.  D.,  F.A.C.R. 
James  J.  Riordan,  M.  D.,  Associate  Radiologist 
O.  O.  Williams,  M.  D.,  F.C.A.P.,  Associate  Pathologist 
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'ley 


according  to  the  art — is  the  prescription  symbol  which  calls 
for  application  of  the  special  skills  required  in  preparing  and 
compounding  medicines. 

This  symbol  is  rarely  used  because  it  is  generally  assumed  by 
the  prescribe!'  that  these  skills  will  be  employed.  To  make 
certain  that  this  confidence  is  fully  merited,  Eli  Lilly  and 
Company  not  only  draws  upon  seventy-four  years  of  pharma- 
ceutical-manufacturing experience  but  seeks  the  newest  im- 
provements through  an  ever-widening  and  accelerating  pro- 


gram of  research. 
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KAPSEALS 

CHLOROMYCETIN 


TRADE  MARK 

chloramphenicol 

0.25  GM. 

C40T1ON  — To  be  dispense 
salybyor  on  the  prH«rrip. 
tk>a  of  a physician. 


CHLOROMYCETIN 


CHLOROMYCETIN 


CHLOROMYCETIN 


IOMYCETIN 


CHLOROMYCETIN  b§  CHLOROMYCETIN 


CHLOROMYCETIN  fifl  CHLOROMYCETIN 


CHLOROMYCETII 

CHLORAMPHENICOL,  PARKE-DAN 

Potent  therapeutic  agents  may  be  two-edged  swords  — clinical  efficacy 
coupled  with  varying  degrees  of  toxicity.  CHLOROMYCETIN  is  a powerful  sword 
with  a single  edge.  It  exerts  a remarkable  antibiotic  effect  on  a wide  range  of 

infections  (including  many  unaffected  by  penicillin,  streptomycin  or 

the  sulfonamides).  At  the  same  time,  it  is  unusually  well  tolerated. 
Published  reports  emphasize  its  relative  innocuousness. 


PARKE,  DAVIS  & COMPANY 


significant  untoward  effects  in  patients  who  received 

chloramphenicol  under  our  care.”  smadei,  j.  e.:  j.a.m.a.  142:315,  1950  (discussion) 


evidence  of  renal  irritation  . . . No  impairment  of  renal  function. 

. . . No  changes  in  the  red-cell  or  white  cell  series  of  the  blood  . . . nor  did  jaundice  occur. 

. . . Drug  fever  was  not  observed  . . . side  effects  were  slight  and  infrequent.” 

Hewitt,  W.L.,  and  Williams,  B.,  Jr.:  New  England  J.  Med.  242:119,  1950 


toxic  reactions  or  signs  of  intolerance  were  observed.” 

Payne,  E.  H.;  Knaudt,  J.  A.,  and  Palacios,  S. : J.  Trop.  Med.  & Hyg.  51: 68,  1918 


symptoms  or  signs  of  toxic  effects  attributable  to  the  drug  were  observed.” 

Ley,  H.  L.,  Jr.;  Smadei,  J.  E.,  and  Crocker,  T.:  Proc.  Soc.  Exper.  Biol.  & Med.  68:9,  1918 


CHLOROMYCETIN  is  effective  orally  in  urinary  tract  infections,  bacterial  and  atypical 
primary  pneumonias,  acute  undulant  fever,  typhoid  fever,  other  enteric  fevers  due  to 
salmonellae,  dysentery  (shigella),  Rocky  Mountain  spotted  fever,  typhus  fever,  scrub  typhus, 
granuloma  inguinale,  and  lymphogranuloma  venereum. 

PACKAGING  : CHLOROMYCETIN  is  supplied  in  Kapseals®  of  0.25  Gm. 
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The  aim  of  the  dietary  at  all 
times  and  under  all  conditions  is  to  provide  ample 
amounts — not  just  minimum  amounts — of  all  nutrient 
essentials.  Only  when  the  daily  nutrient  intake  is  fully 
adequate,  based  on  the  most  authoritative  nutritional 
criteria,  can  the  possibility  of  adequate  nutrition  be 
assured.  It  is  for  this  reason  that  a food  supplement 
assumes  great  importance  in  daily  practice.  It  should 
be  rich  in  those  nutrients  most  likely  deficient  in  pre- 
vailing diets  or  in  restricted  diets  during  illness  and 
convalescence. 

The  multiple  nutrient  dietary  food  supplement , Ovaltine 
in  milk,  is  especially  suited  for  transforming  even 
poor  diets  to  full  nutritional  adequacy.  This  is  clearly 
shown  by  the  data  in  the  table  above. 

Note  in  particular  the  high  percentages  of  the 
dietary  allowances  for  nutrients  and  the  relatively  low 
percentage  of  the  total  calories  furnished  bv  the  serv- 
ings of  Ovaltine  in  milk.  Thus,  without  unduly  in- 
creasing the  caloric  intake,  Ovaltine  in  milk  greatly 
increases  the  contribution  of  nutrient  essentials.  En- 
ticing flavor  and  easy  digestibility  are  other  important 
features  of  this  dietary  supplement. 


Two  kinds,  Plain  and  Sweet  Chocolate  Flavored. 
Serving  for  serving,  they  are  virtually 
identical  in  nutritional  content. 


THE  WANDER  COMPANY,  360  N.  MICHIGAN  AVE.,  CHICAGO  1,  ILL. 
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$5,000.00  accidental  death  $8.00 

$25.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$10,000.00  accidental  death  $16.00 

$50.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$15,000.00  accidental  death  $24.00 

$75.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$20,000.00  accidental  death  $32.00 

$100  00  weekly  indemnity,  accident  and  sickness  Quarterly- 
Cost  has  never  exceeded  amounts  shown. 

ALSO  HOSPITAL  POLICIES  FOR  MEMBERS,  WIVES 
AND  CHILDREN  AT  SMALL  ADDITIONAL  COST 


85c  out  of  each  $1.00  gross  income 
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Disability  need  not  be  incurred  in  line  of  duty  — benefits 
from  the  beginning  day  of  disability. 

PHYSICIANS  CASUALTY  ASSOCIATION 
PHYSICIANS  HEALTH  ASSOCIATION 

48  years  under  the  same  management 
400  First  National  Bank  Building  Omaha  2,  Nebraska 
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A complete  range  of  x-ray  apparatus  in  10  easy  steps! 


THE  GE  MAXICON  meets  the  medical 

profession’s  long-felt  need  for  x-ray  equipment  developed 
to  grow  with  an  expanding  practice . . . providing  just  the 
x-ray  facility  required ...  unit  by  unit  as  needed! 


More  than  just  a new  x-ray  unit,  the 
Maxicon  is  a fundamentally  new 
idea  for  a comprehensive  line  of  x-ray  ap- 
paratus. Specifically  designed  to  grow  with 
your  practice  Yes,  the  Maxicon  permits 
you  to  choose  only  the  x-ray  facilities  you 
actually  want  or  require  — from  the  sim- 
plest to  the  most  complete  unit.  Comprised 
of  a number  of  components  that  can  be 
assembled  in  various  combinations,  it  cov- 
ers the  range  of  diagnostic  x-ray  apparatus 
from  the  horizontal  x-ray  table  to  the  200- 
milliampere,  two-tube,  motor-driven  com- 
bination unit. 

The  Maxicon  series  has  a wealth  of 
utility  wherever  diagnostic  x-ray  is  em- 
ployed. The  practicing  physician  may  select 
the  basic  unit,  then  let  x-ray  grow  with  his 
practice  — by  simply  adding  successive 
components  from  time  to  time.  The  medi- 
cal specialist  may  arrange  to  have  only  the 
x-ray  facilities  his  specialty  requires. 

The  clinic  or  hospital  will  appreciate 
the  application  of  a simple  unit  as  auxil- 
iary equipment  in  a busy  department,  or 
a complete  radiographic  and  fluoroscopic 
combination  to  adequately  meet  the  de- 
mands of  any  type  of  examination.  Ask 
your  GF.  representative  for  unique  booklet 
demonstration. 


general!!  electric 

X-RAY  CORPORATION 


Ph  oenix 


333  North  Sixth  Avenue 


a 

long 

and 

listinguished 
career 

in 

irographg 


^ solution 


NEO-IOPAX 


(brand  of  sodium  iodomethamale) 


An  18  year  history  of  dependable  roentgenograms  obtained  without  harm  to  the 
patient  distinguishes  the  career  of  Neo-Iopax  as  a diagnostic  urographic  agent. 
Since  1932,  hundreds  of  thousands  of  doses  of  Neo-Iopax  have  been  injected  with 
virtual  freedom  from  serious  untoward  reactions.  No  other  urographic  contrast 
medium  has  equalled  the  safety  record  of  Neo-Iopax.  No  agent,  experience  with 
which  is  limited  to  a relatively  small  number  of  patients,  can  be  deemed  to  be  as  safe. 
Because  the  patient’s  life  and  welfare  take  precedence  over  all  other  considerations  in 
diagnostic  investigation  of  the  urinary  tract,  urologists  and  roentgenologists  will 
continue  to  rely— as  always— on  Neo-Iopax. 


Available  as  a stable,  crystal-clear  solution  of  disodium  N-methyl-3,  5-diiodo-chelidamate  in  10, 
20  and  30  cc.  ampuls  of  50%  concentration.  Neo-Iopax  75%  concentration  in  10  cc.  ampuls,  box 
of  5 ampuls;  20  cc.  boxes  of  1,'5  and  20  ampuls. 


CORPORATION ‘BLOOMFIELD,  NEW  JERSEY 


NEO-IOPAX 
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the  probability 
of  thrombi. . . 


^fetlieine...l*roilueetl  irith  eare...ttesigned  for  health 


Both  morbidity  and  mortality  from  post- 
operative venous  thrombosis  and  embo- 
lism, frequent  sequelae  to  surgery,  have 
been  dramatically  reduced  by  early  insti- 
tution of  anticoagulant  therapy.  Studies 
of  anticoagulants  by  Upjohn  research 
workers  have  led  to  the  development  ot 
many  Heparin  Sodium  preparations,  in- 
cluding long-acting  Depo#-Heparin  So- 
dium, with  or  without  vasoconstrictors. 
Heparin  Sodium  preparations  provide 
promptly  effective  and  readily  controlla- 
ble anticoagulant  therapy. 


Upjohn 


* Trademark,  Reg.  U.S.  Pat.  Off. 


“But,  Doctor, 


what’s  a meal  without  potatoes!" 


I've  eaten  spuds  all  my  life  . . • 


don't  take  them  away  from  me!” 


And  it  takes  a doctor  with  enduring  patience  to  face  such  pleading  every 
day.  It's  a patience  soon  worn  thin  if  the  physician  hasn't  prescribed  Efroxine 
Hydrochloride. 

Efroxine  is  a logical  adjunct  in  the  management  of  obesity.  Efroxine  offers 
a number  of  advantages  over  other  sympathomimetic  amines: 

...  It  has  a more  rapid  and  longer-lasting  effect  with  smaller  dosage 
. . . It  has  little  pressor  effect  in  the  recommended  dosage  range.  This  advan- 
tage is  particularly  valuable  in  the  treatment  of  obesity. 

...  It  increases  the  urge  to  activity  with  relative  freedom  from  irritability  and 
nervous  tension. 


Efroxine  Hydrochloride 

Mallbie  Brand  of  Methamphetamine  Hydrochloride 


Tablets  and  Elixir 


MALTBIE  Laboratories,  Inc.,  Newark  1,  New  Jersey 
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FAfTY  DEGENERATION  RECOVERY  AFTER  DIETARY  THERAPY 


. . under  good  dietary  treatment  the  acute  progressive  histologic 
features  of  the  hepatic  parenchymal  cell  degeneration , even  in  a 
severely  chronically  diseased  liver,  may  disappear  within  a few 
Weeks.” — Volwiler,  W.;  Jones,  C.  M.,  and  Mallory, T.B.:  Gastroenterology  11:164, 1948 


The  amino  acid  essential 
for  liver  regeneration 


dl-methionine  Wyeth 

In  the  dietary  management  of  liver  damage  due  to 
pregnancy,  or  to  malnutrition,  allergy,  alcoholism, 
or  chemo-toxic  agents. 

MEONINE  TABLETS:  0.5  Gm,  bottles  of  100  for 
oral  therapy. 

CRYSTALLINE  MEONINE:  Bottles  of  50  Gm.  for 

preparation  of  intravenous  solutions. 


® 


y/£et/i  Incorporated  • Philadelphia  3,  Pa 
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aureomycin 


During  the  past  year,  obstetricians  have  become  in- 
creasingly impressed  with  the  ability  of  aureomycin  to 
prevent  or  arrest  infections  of  the  puerperium.  Where 
infection  is  feared,  or  has  appeared,  this  broadly 
effective  antibiotic  is  highly  useful.  Drug  fastness  and 
allergy  are  very  rare  following  aureomycin.  It  is  be- 
lieved that  this  new  crystalline  form  of  aureomycin 
obviates  nearly  all  side  reactions. 


CRYSTALLINE 

in  Infections 
of  the  Puerperium 


Capsules: 

Bottles  of  25,  50  mg.  each  capsule. 
Bottles  of  16,  250  mg.  each  capsule. 

Ophthalmic: 

Vials  of  25  mg.  with  dropper; 
solution  prepared  by  adding 
5 cc.  of  distilled  water. 


Aureomycin  has1  also  been  found  effective  for  the  con- 
trol of  the  following  infections: 

Acute  amebiasis,  bacterial  infections  associated 
with  virus  influenza,  bacterial  and  virus-like  infections 
of  the  eye,  bacteroides  septicemia,  boutonneuse  fever, 
brucellosis,  chancroid,  Friedlander  infections  (Kleb- 
siella pneumonia),  gonorrhea  (resistant),  Gram-nega- 
tive infections  (including  those  caused  by  some  of  the 
coli-aerogenes  group),  Gram-positive  infections  (in- 
cluding those  caused  by  streptococci,  staphylococci, 
and  pneumococci),  granuloma  inguinale,  H.  influenzae 
infections,  lymphogranuloma  venereum,  peritonitis, 
pertussis  infections  (acute  and  subacute),  primary 
atypical  pneumonia,  psittacosis  (parrot  fever),  Q, fever, 
rickettsialpox,  Rocky  Mountain  spotted  fever,  sinusitis, 
subacute  bacterial  endocarditis  resistant  to  penicillin, 
surgical  infections,  tick-bite  fever  (African),  tularemia, 
typhus  and  the  common  infections  of  the  uterus  and 
adnexa. 


LEDERLE  LABORATORIES  DIVISION 

American  G’anamid  company 

30  Rockefeller  Plaza,  New  York  20,  N.  Y. 
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So  heavy  was  the  death 
toll  from  malaria  in  ancient 
times,  that  a Chinese 
manuscript  of  the  third 
century  B.  C.  advised 
the  traveler  preparing  for  a 
journey  to  regions  where 
chang-chi  ("malicious  air") 
prevailed  to  make 
arrangements  for  the 
remarriage  of  his  widow.' 


DIPHOSPHATE 

Brand  of  Chloroquine  Diphosphate 

Available  in  tablets  of  0.25  Gm., 
tubes  of  10  and  bottles  of  100. 

Four  Dose  Treatment:  Adults,  4 
tablets,  followed  by  2 tablets  after 
6 to  8 hours,  and  2 tablets  on  each 
of  2 consecutive  days.  Total  only 
10  tablets  in  3 days. 

For  Suppression:  Adults,  only  2 
tablets  once  a week. 


INC. 


New  York  13,  N.  Y.  Windsor,  Ont. 


Aralen,  trademark  reg.  U.  S,  & Canada 


Malaria  still  presents  an  outstanding  medical  prob- 
lem, although  great  strides  have  been  made  in 
malaria  control  and  therapy.  Aralen  signalizes  an 
important  advance  in  the  treatment  of  malaria. 

• ••possesses  these  qualities: 

• highly  effective  — producing  rapid  sympto- 
matic relief 

• few  relapses  and  long  periods  between 
relapses 

• low  incidence  of  gastro-intestinal  irritation 

• no  discoloration  of  the  skin 

• well  tolerated  in  therapeutic  doses 

AUTHORITATIVELY  RECOGNIZED 

Extensive  investigations  carried  out  under  the  aus- 
pices of  the  Board  for  the  Coordination  of  Malarial 
Studies  of  the  National  Research  Council  estab- 
lished the  great  value  of  Aralen  diphosphate.1 2 

1.  Beckman,  H.:  Treatment  in  General  Practice.  Philadelphia,  W.  B.  Saun- 
ders Co.,  1946,  p.  103. 

2.  Loeb,  R.  F.  (Chairman,  Board  for  Coordination  of  Malarial  Studies)  et 
al:  Activity  of  a New  Antimalarial  Agent,  Chlproquine  (SN7618), 
7.A.M.A.,  130:1069,  Apr.  20,  1946. 
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Two 

Instruments 
of  hope 


/ 


F 

1 or  four  years,  there  was  one  high  note  of  hope  for 
the  100,000  or  more  victims  of  petit  mol.  This  was  offered  by 
Tridione,  the  first  Abbott-developed,  synthetic  anticonvulsant. 
Its  dramatic  therapy  restored  many  children,  once  seizure- 
ridden,  to  happy,  normal  lives.  Soon  after  introduction, 
it  was  called  "clearly  the  drug  of  choice  in  the  treatment  of 
the  petit  mal  triad.”1 

But  then,  in  1949,  Paradione— homologue  of 
Tridione — emerged  from  three  years  of  clinical  testing  as  an 
equally  effective  agent  for  the  symptomatic  control  of 
petit  mal,  myoclonic  jerks  and  akinetic  seizures.  Although 
similar  in  action  to  its  predecessor,  Paradione  proved 
successful  in  many  instances  where  lack  of  response  or 
intolerance  had  made  Tridione  therapy  infeasible. 

The  value  of  both  drugs  is  well  documented  in  medical  journals. 

Please  see  the  literature,  however,  before  administering 
nSA/  either  Tridione  or  Paradione.  There  are  certain 
techniques,  precautions  which  must  he  observed.  Just 
drop  us  a card.  All  prescription  pharmacies  have  Tridione 
and  Paradione  in  tablets,  capsules,  solutions.  p p 
Abbott  Laboratories,  North  Chicago,  Illinois.  (JLlXUTyLL 
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Before  Treatment  (P 

days  prior  to  Dihydro- 
streptomycin  therapy ) 
Diffuse  lobular  tubercu- 
lous pneumonia , lower 
half  of  left  lung;  thin- 
walled  cavity  above  hilus 
( 3x35  cm.). 


"//  ~ 

After  3 Mos.  Treat- 
ment (2  days  after  dis- 
continuance of  Dihydro- 
streptomycin ) Consider- 
able clearing  of  acute 
exudative  process  in  the 
diseased  lung;  cavity 
smaller  and  wall  thinner . 


Preferred  Adjuvants  in  the 
treatment  of 


Dihydrostreptomycin  and  Streptomycin  are  unquestionably  the  most 
potent  antibiotics  now  available  for  use  against  tuberculosis.  Extensive 
clinical  results  have  defined  the  important  role  of  these  antibiotics  in 
suppressing  the  activity  of  the  tubercle  bacillus. 


Streptomycin  Crystalline 

Calcium  Chloride  Dihydrostreptomycin 

Complex  Merck  \ Sulfate  Merck 


Yol.  7,  No.  8 
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cRdinbow  Water 

★ 

A constantly  reliable  bottled  water 
Pure  . . . Fresh  . . . Naturally  Soft 
Untreated  . . . Sterilized  Equipment 

Delivered.  Also  Distilled  Water 

★ 

PHONE  2-4645 

+ 

RAINBOW  WATER  CO. 

332  East  Seventh  Tucson 


FINANCE  BUREAU 

W 

407  PROFESSIONAL  BLDG.  • PHOENIX,  ARIZONA 
PHONE  4-4688  1 

Geo  E.  Richardson,  Pres 


* Convenient  monthly  payments 
for  the  patient. 

*Cash  for  the  doctor. 

* Doctor  does  not  guarantee 
payment. 


AN  ETHICAL 
FINANCIAL  SERVICE 
FOR  YOUR  PATIENTS 
FOUNDED  1936 


LIVERMORE  SANITARIUM 


• The  Hydropathic  Department 
devoted  to  the  treatment  of  gen- 
eral diseases,  excluding  surgical 
and  acute  infectious  cases.  Special 
attention  given  functional  and  or- 
ganic nervous  diseases.  A well 
equipped  clinical  laboratory  and 
modern  X-ray  Department  are  in 
use  for  diagnosis. 


• The  Cottage  Department  (for 
mental  patients)  has  its  own  fa- 
cilities for  hydropathic  and  other 
treatments.  It  consists  of  small 
cottages  with  homelike  surround- 
ings, permitting  the  segregation- of 
patients  in  accordance  with  the 
type  of  psychosis.  Also  bungalows 
for  individual  patients,  offering 
the  highest  class  of  accommoda- 
tions with  privacy  and  comfort. 


GENERAL  FEATURES 

1.  Climatic  advantages  not  excelled  in  United  States.  Beautiful  grounds  and  attractive  surrounding  country. 

2.  Indoor  and  outdoor  gymnastics  under  the  charge  of  an  athletic  director.  An  excellent  Occupational  Department. 

3.  A resident  medical  staff.  A large  and  well-trained  nursing  staff  so  that  each  patient  is  given  careful  individual  attention. 

Information  and  circulars  upon  request.  CITY  OFFICES' 

Address:  O.  B.  JENSEN,  M.D. 

Superintendent  and  Medical  Director  SAN  FRANCISCO  OAKLAND 

Livermore,  California  450  Sutter  Street  1624  Franklin  Street 

Telephone  313  GArfield  1-5040  GLencourt  1-5988 


16 


Arizona  Medicine 


August , 1950 


c/in  i°c  a $ Qiu{* h menfx 


REPAIR  - MANUFACTURE 
DEVELOPMENT 

The 

SCOTT  TECHNICAL  INSTRUMENT  CO. 
of  Phoenix  has  the  complete  facilities  for 
the  development,  manufacture,  and  re- 
pair of  all  types  of  scientific  instruments, 
including  optics. 

If  you  have  any  problems  in  this  line 
please  call  on  us  at  any  time. 


333  North  Third  Ave.,  Phoenix,  Arizona 
Phone  3-9003 


SPENCER 
SUPPORTS 

Are  Individually 
Designed 

To  aid  the  doctor's 
treatment  of  back  de- 
rangements; following 
spinal,  abdominal,  or 
breast  operations;  dis- 
placed internal  organs, 
movable  kidney;  in- 
operable hernia;  and 
other  disabilities. 

SPENCER  SUPPORT  SHOP 

Wo  B.  & Maude  Keen,  Dealers 

Phone  3-4(523  706  N.  First  Street 

Phoenix,  Arizona 


WAYLAND’S 

TWO  STORES 


Wayland's  Prescription  Pharmacy 
13  E.  Monroe  Street 
Phone  4-4171 

Wayland's  McKinley  Pharmacy 
138  W.  McKinley  Street 
Phone  4-7243 

PHOENIX,  ARIZONA 


FREE  DELIVERY 


You’ll 
never  stop 
working 

UNLESS  you  start  saving  now.  Only 
by  saving  a part  of  all  you  earn  during 
your  so-called  "productive  years"  can 
you  build  up  a financial  reserve  to  care 
for  you  in  later  life.  A federally  in- 
sured savings  account  that  earns  divi- 
dends for  the  future  is  the  best  retire- 
ment plan.  Open  your  account  now. 

Savings  Federally  Insured 
2%  Dividend 


FIRST  FEDERAL 

if6 SAVINGS-w/«„, 


30  WEST  ADAMS,  PHOENIX  • 148  E.  SECOND  ST„  YUMA 
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Vol.  7,  No.  8 


* 

Hamblen,  E.  C. : Some  Aspects 
of  Sex  Endocrinology 
in  General  Practice, 
North  Carolina  M.  J. 
7:533  (Oct.)  1946. 


"Nowhere  in  medicine  are 
more  dramatic  therapeutic  effects 
obtained  than  those  which 
follow  estrogen  therapy  in  the 
girl  who  has  failed  to  develop 
sexually.  A daily  dose  of  2.5  to 
3.75  mg.  of  Tremarin’  given  in  a 
cyclic  fashion  for  several  months 
may  bring  about  striking  adolescent 
changes  in  these  individuals.”* 


Estrogenic 
Substances 
(water-soluble) 
also  known  as 
Conjugated 
Estrogens 
(equine). 


“Premarin”— a naturally  conjugated  estrogen— long  a choice 
of  physicians  treating  the  climacteric— has  been  earning 
further  clinical  acclaim  as  replacement  therapy 
in  hypogenitalism. 

In  the  treatment  of  hypogenitalism,  “Premarin”  supplies 
the  estrogenic  factors  that  are  missing,  and  thus  tends  to 
eliminate  the  manifestation  of  the  hypo-ovarian  state.  The 
aim  of  therapy  is  to  develop  the  reproductive  and  accessory 
sex  organs  to  a state  compatible  with  normal  function. 

Four  potencies  of  “Premarin”  permit  flexibility  of 
dosages:  2.5  mg.,  1.25  mg.,  0.625  mg.,  and  0.3  mg.  tablets; 
also  in  liquid  form,  0.625  mg.  in  each  4 cc.  (1  teaspoonful). 

While  sodium  estrone  sulfate  is  the  principal  estrogen 
in  “Premarin”  other  equine  estrogens . . . estradiol,  equilin, 
equilenin,  hippulin . . . are  probably  also  present  in 
varying  amounts  as  water-soluble  conjugates. 


Ayerst,  McKenna  & Harrison  Limited 
22  East  40th  Street,  New  York  16,  New  York 


soos 
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SEE  THE  A.  M.  A.  ACCEPTED 

BURDICK 

DIRECT  - RECORDING 

ELECTROCARDIOGRAPH 


distributed  in  Arizona  by — 

Standard  Surgical  Supply  Co.,  Inc. 

Phoenix  Tucson 


MEDICAL  STAFF 
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CONGENITAL  ANTEVERSION  OF  THE  NECK  OF  THE  FEMUR 

RONALD  S.  HAINES,  M.  D.,  F.  A.  C.  S., 

Phoenix,  Arizona 


/CONGENITAL  anteversion  of  the  neck  of  the 
femur  without  dislocation  of  the  hip  is  a rel- 
atively common  congenital  deformity.  This  con- 
dition is  scarcely  mentioned  in  medical  litera- 
ture and  no  record  of  it  is  found  in  the  standing 
textbooks  on  orthopedic  surgery.  In  most  cases, 
the  deformity  is  of  insufficient  degree  to  pro- 
duce symptoms  of  any  consequence.  Rarely  the 
congenital  anteversion  of  the  femoral  necks  is  of 
such  a degree  that  it  does  result  in  deformities 
of  gait.  It  is  for  this  reason  that  it  was  deemed 
advisable  to  describe  certain  clinical  aspects  of 
this  condition. 

The  easiest  way  to  understand  what  is  meant 
by  “anteversion  of  a femoral  neck”  is  to  exam- 
ine a femur  carefully.  If  a femur  is  placed  with 
the  posterior  aspect  downwards  on  a flat  surface 
so  that  the  medial  and  lateral  femoral  condyles 
and  the  posterior  aspect  of  the  greater  trochan- 
ter rest  upon  this  surface,  it  is  noted  that  a pin 
drilled  through  the  center  of  the  femoral  head 
and  neck  makes  an  angle  with  the  plane  of  this 
surface  of  0°  to  15°  in  the  normal  adult  femur 
(Figure  1).  In  the  condition  known 
as  “congenital  anteversion  of  the 
femoral  neck,”  the  angle  between  the 
head  and  neck  of  the  femur  and  the 
flat  surface  noted  above  upon  which 
the  femur  rests  lias  an  angulation 
in  excess  of  the  15°  mentioned.  In 
fact,  this  angulation  may,  in  certain 
instances,  approach  or  reach  60°. 

Medial  and  lateral  rotation  move- 
ments of  the  normal  hip  are  limited 
by  the  relationship  of  the  head  and 
neck  of  the  acetabulum.  Medial  ro- 
tation of  the  hip  is  that  movement 
in  which  the  anterior  surface  of  the 
thigh  is  rotated  toward  the  mid- 


line, while  lateral  rotation  is  that  movement 
in  which  the  anterior  surface  of  the  thigh 
is  rotated  away  from  the  midline.  The  an- 
terior surface  of  the  femoral  neck  will  come 
in  contact  with  the  anterior  surface  of  the 
acetabulum  with  medial  rotation  movements  and 
the  posterior  surface  of  the  neck  will  come  in 
contact  with  the  posterior  surface  of  the  ace- 
tabulum with  lateral  rotation,  thus  limiting  such 
movements.  It  is  obvious  that  in  a case  of  con- 
genital anteversion  of  the  femur,  the  hip  will 
have  excessive  medial  rotation  and  diminished 
or  absent  lateral  rotation. 

An  individual  cannot  walk  in  a normal  man- 
ner without  lateral  rotation  movements  of  the 
hips,  because,  in  the  normal  walking  gait,  lat- 
eral rotation  of  the  hips  occurs  simultaneously 
with  advancing  the  foot  and  leg  forward  on 
the  same  side.  If  a lateral  rotation  motion  of 
the  hip  is  not  possible,  advancing  the  pelvis 
forward  on  that  side  results  in  an  apparent 
medial  rotation  of  this  hip,  giving  a peculiar 
gait,  or  else  the  individual  must  walk  in  a very 


Figure  1 
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Figure  2 

55°  Lateral  Rotation  of  Right  Hip 

stiff  manner,  keeping  the  pelvis  at  right  angles 
to  the  direction  of  movement. 

SYMPTOMS 

The  patient  with  congenital  anteversion  of 
the  femoral  necks  (since  the  condition  in  our 
experience  is  bilateral)  is  brought  to  the  doctor 
with  the  complaint  that  the  child  is  knock-kneed, 
that  the  “feet  turn  in,”  or  that  the  patient  has 
a peculiar  gait.  The  parents  state  that  the  de- 
formity was  noted  soon  after  the  child  began  to 
walk.  The  parents  may  state  that  the  child  has 
difficulty  in  sitting  “tailor  fashion”  or  that 
the  child  sits  on  the  inside  of  his  heels  with  the 
outside  of  his  feet  flat  against  the  floor.  In 
some  cases  the  parents  complain  that  the  patient 
is  unable  to  cross  the  knees  in  an  ordinary 
manner.  It  is  not  unusual  for  the  parents  to 
describe  having  taken  the  child  to  several  doc- 
tors who  have  attempted  to  correct 
the  deformity  by  wedging  the  heels 
of  the  shoes  or  by  applying  braces 
to  the  legs  or  feet  without  benefit.  In 
our  experience  the  parents  are  almost 
always  unaware  of  the  fact  that  the 
deformity  is  in  the  hip  region. 

PHYSICAL  IvXAM  IN  AT  ION 
The  physical  examination  ordinar- 
ily is  entirely  negative  except  that 
the  child  has  excessive  medial  rota- 
tion movements  of  the  hip  and  ab- 
sent or  decreased  lateral  rotation 
movements.  In  order  to  determine 
this  fact  accurately  the  child  should 
be  stripped  and  placed  supine  on 
a firm  flat  table.  The  pelvis  should 
be  kept  horizontal  with  the  table  and 


not  permitted  to  turn,  thus  giving  a 
false  impression  of  rotary  movements. 
The  examiner  should  grasp  the  legs 
or  feet  and  medially  rotate  both 
thighs,  noting  the  degree  of  angula- 
tion between  an  imaginary  plane 
parallel  with  the  anterior  surface  of 
the  patella  (since  this  plane  is  es- 
sentially parallel  with  the  plane 
noted  previously  with  the  femora 
lying  on  a flat  surface)  and  the 
plane  of  the  table  (Figures  2 and 
3).  For  example,  if  medial  rotation 
may  be  carried  out  to  such  a de- 
gree that  the  knee  caps  directly  face 
each  other,  each  may  be  said  to 
have  approximately  90°  of  medial 
rotation.  Lateral  rotation  is  determined  in  the 
same  manner  by  rotating  the  thighs  the  maxi- 
mum amount  laterally  and  noting  the  degree  of 
angulation  in  the  same  manner  as  that  of  medial 
rotation.  For  example,  if  lateral  rotation  may 
be  carried  out  to  such  a degree  that  the  knee  caps 
are  on  exactly  opposite  sides  of  the  femora,  then 
lateral  rotation  would  lie  approximately  90°. 
If  lateral  rotation  may  be  carried  out  so  that 
the  knee  caps  will  face  only  directly  forward 
(or  upwards  in  this  case),  the  degree  of  lateral 
rotation  of  the  hips  is  approximately  zero.  If 
the  degree  of  medial  rotation  greatly  exceeds 
that  of  lateral  rotation,  the  examiner  may  feel 
assured  that  some  anteversion  of  the  femoral 
neck  is  present  unless  there  is  some  other  con- 
dition to  explain  this  abnormality,  such  as  a 
fractured  femur  which  has  healed  in  mal-union. 


Figure  3 

67°  of  Medial  Rotation  of  the  Right  Hip 
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It  is  important  not  to  gauge  the  degree  of  rota- 
tion of  the  hips  by  the  position  of  the  tibial 
tuberosities,  because  a certain  amount  of  rotary 
movement  may  take  place  in  the  knee  joints  and 
it  is  even  more  important  not  to  gauge  the  degree 
of  rotation  of  the  hips  by  the  position  of  the  feet 
since  considerable  rotatory  motion  may  take 
place  in  the  subtalar  and  mid-tarsal  joints.  The 
patient  should  be  observed  walking  while  wear- 
ing no  clothing  so  that  the  position  of  the 
thighs  may  be  clearly  seen.  By  this  means,  it 
may  be  determined  that  a decrease  in  lateral 
rotation  of  the  hips  is  present  which  will  give 
the  patient  a peculiar  swinging  type  of  gait. 

In  the  average  adult  without  obvious  hip  dis- 
ease or  some  injury  to  the  femora,  the  degree 
of  lateral  rotation  of  the  hips  exceeds  the 
medial  rotation.  Our  clinical  observations, 
which  are  not  yet  complete,  indicate  that  the 
same  may  not  be  true  in  children,  and  that 
more  variation  is  present  with  them.  This  is  con- 
firmed by  the  studies  of  Kingsley  & Olmstead. 

X-RAY  EXAMINATION 

Cases  suspected  of  having  congenital  antever- 
sion  of  the  femoral  necks  should  have  anterior- 
posterior  radiographs  of  both  hips  taken  with 
the  hips  in  maximum  medial  rotation,  maximum 
lateral  rotation  and  in  a neutral  position  with 
the  hips  in  no  rotation.  Most  radiologists  are 
not  familiar  with  this  condition  and  will  report 
the  hips  as  being  normal.  In  anterior-posterior 
radiographs  of  normal  adult  hips,  the  femoral 
necks  appear  to  have  the  greatest  length  when 
they  are  parallel  to  the  film  which  means  when 
they  are  in  0°  to  15°  of  medial  rotation.  In  the 
condition  under  discussion,  the  femoral  necks 
will  have  their  greatest  length  when  the  hips 
are  held  in  considerable  medial  rotation,  and 
they  will  have  the  least  length  when  the  hips 
are  held  in  maximum  lateral  rotation. 

CLINICAL  COURSE 

Whether  or  not  this  condition  would  disappear 
spontaneously  with  the  growth  of  the  child  has 
not  been  fully  determined,  but  in  the  case  re- 
port to  follow,  no  significant  improvement  was 
noted  after  observing  the  child  for  twenty-three 
months.  Conservative  treatment  by  wearing 
“twisters”  has  been  tried  by  the  author,  but 
the  follow-up  period  is  inadequate.  Treatment 
of  the  condition  by  use  of  heel  wedges  and  other 
appliances  apparently  is  inadequate.  The  fol- 
lowing case  was  treated  surgically  with  very 
satisfactory  results. 


REPORT  OF  CASE 

This  3x/i  year  old  white  girl  was  first  seen 
June  6,  1947,  because  her  parents  complained 
that  she  was  knock-kneed.  The  deformity  had 
been  noted  since  the  child  started  to  walk  at  ten 
months  of  age.  She  had  a wobbly  gait  at  that 
time  and  seemed  to  be  “pigeon-toed.”  The 
deformity  appeared  to  increase  with  age.  She 
was  taken  to  doctors  who  prescribed  heel  wedges, 
but  these  failed  to  alleviate  the  condition.  The 
mother  noted  that  the  child  often  assumed  a 
peculiar  position,  sitting  on  the  medial  surfaces 
of  the  ankles  with  the  lateral  surfaces  against 
the  floor.  She  did  not  complain  of  pain. 

There  was  no  family  history  of  hip  disease 
of  any  kind.  The  patient  weighed  five  pounds 
at  birth,  and  delivery  was  said  to  have  been 
normal  and  at  term.  The  child  was  given  oleum 
percomorphum  regularly.  She  had  chicken-pox 
when  two  years  of  age  and  no  other  childhood 
disease.  She  was  able  to  hold  her  head  up  at 
four  months,  to  sit  up  at  five  months,  and  to 
walk  when  about  ten  months  of  age. 

EXAMINATION 

The  examination  on  June  6,  1947,  revealed  no 
abnormalities  except  for  the  lower  extremities. 
There  was  no  clinical  evidence  of  dislocation  of 
the  hips.  The  lower  extremities  were  symmetri- 
cal and  equal  in  length  and  circumference.  The 
hips  had  an  entirely  normal  range  of  motion 
except  for  rotation.  Medial  rotation  exceeded 
90°,  bilaterally,  but  lateral  rotation  was  only 
25°  to  30°,  bilaterally.  Her  lower-extremities 
were  straight,  there  being  neither  knock-knee 
nor  bow-leg  deformities.  There  was  no  unusual 
relaxation  of  the  knee  joints.  Her  feet  appeared 
perfectly  normal  in  the  lying  or  sitting  positions. 
There  was  no  tibial  torsion  deformity.  When  the 
patient  stood,  she  appeared  to  be  knock-kneed, 
but  obviously  this  was  due  to  the  fact  that  she 
held  her  hips  in  a medially  rotated  position  while 
standing.  She  walked  with  a peculiar  swinging 
gait  with  the  feet  apparently  adducted. 

X-RAY  EXAMINATION 

Radiographs  of  both  hips  with  the  hips  in  a 
neutral  position  (Figure  4)  revealed  no  abnor- 
mality except  that  the  femoral  necks  seemed  un- 
usually short  and  a coxa  valga  deformity  ap- 
peared to  be  present.  A radiograph  taken  with 
the  hips  in  maximum  medial  rotation  (Figure 
5)  revealed  that  the  femoral  necks  were  much 
longer  than  they  appeared  to  be  in  the  neutral 
position  and  that  coxa  valga  deformity  was  not 
present.  The  mother  was  informed  of  the  na- 
ture of  the  condition.  She  was  told  that  femoral 
osteotomies  might  prove  necessary  at  some  later 
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Figure  7 

Patient  standing  in  maximum  medial  hip 
rotation. 

these  pins  made  an  angle  of  approximately  55° 
with  the  horizontal  plans  while  the  patient  was 
lying  supine  with  the  hips  in  neutral  rotation. 
Then,  subtrochanteric  osteotomies  were  carried 
out  and  the  distal  femoral  fragments  were  ro- 


date  if  the  condition  did  not  correct  itself  spon- 
taneously. 

CLINICAL  COURSE 

The  patient  was  re-examined  September  12, 
1947,  and  no  difference  in  the  range  of  motion 
was  noted.  Both  hips  had  90°  or  slightly  more 
of  medial  rotation,  while  lateral  rotation  did  not 
exceed  20°.  On  March  8,  1948,  re-examination 
revealed  no  change  in  the  patient’s  condition 
and  on  May  4,  1949,  clinical  photographs  were 
taken  (Figures  6 and  7).  The  peculiar  gait  was 
still  present.  She  had  a very  slight,  genu-var urn 
deromity.  The  range  of  passive  motion  of  her 
hips  was  as  follows:  abduction  45°,  adduction 
45°,  flexion  30°,  extension  180°,  medial  rotation 
90°,  latetral  rotation  5°.  Her  ankles  dofei  flexed 
to  80.  ° Her  feet  were  flexible  and  no  foot  de- 
formities were  noted. 

On  May  12,  1949  surgical  operation  was  car- 
ried out  in  the  following  manner.  Steinman  pins 
were  inserted  at  the  middle  thirds  of  the  femora 
and  at  the  lateral  and  anterior  surfaces  so  that 


Figure  4 


Figure  6 

Patient  standing  in  maximum  hip  lateral 
rotation. 


Figure  5 
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tated  laterally  so  that  the  Steinman  pins  were 
horizontal.  The  patient  was  immobilized  in  this 
position  in  a double  hip  spica. 

On  July  18,  1949,  both  easts  were  removed, 
the  osteotomies  having  healed  firmly.  The  pa- 
tient was  kept  in  bed  until  she  had  regained 
good  strength  of  her  quadriceps  muscles  and 
then  was  permitted  to  walk  at  increased  intervals. 

The  patient  continued  to  improve  although 
she  did  walk  in  a rather  unsteady  manner  for 
several  weeks.  Her  parents  were  concerned  at 
first  because  her  hips  seemed  to  be  wider  than 
they  were  before  surgery.  Post-operative  x-ray 
examination,  November  14,  1949  (Figure  8) 
revealed  solid  union  of  the  osteotomies  with 
normal  appearance  of  the  hips  in  neutral  rota- 
tion. At  the  last  examination  on  January  26, 
I960,  the  patient  had  improved  greatly  and  the 
parents  were  pleased  with  the  results.  The  pa- 
tient walked  in  a normal  manner,  the  previously 
noted  limp  having  entirely  disappeared.  The 
gluteus  medius  muscles  were  normal.  The  range 
of  motion  of  her  hips,  passively  or  actively,  wras 
as  follows:  flexion,  right  30°,  left  30° ; extension, 
right  180°,  left  180° ; abduction,  right  45°,  left 
45° ; adduction,  right  60°,  left  50° ; medial 
rotation,  right  50°,  left  45° ; lateral  rotation, 
right  45°,  left  50°.  The  operative  scars  showed 
a tendency  to  be  keloidal.  When  the  patient 
stood  with  her  ankles  touching  each  other,  her 
knees  were  separated  by  an  amount  not  exceed- 
ing 1/16".  Clinical  photographs  were  taken  on 
this  date  (Figures  9 and  10). 


Figure  8 
SUMMARY 

Clinical  aspects  of  congenital  anteversion  of 
the  femora  neck  are  discussed  and  one  case  re- 
port is  given,  indicating  that  the  condition  may 


produce  clinical  symptoms  which  can  be  cor- 
rected by  surgical  operation. 
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Figure  10 

Patient  standing  in  maximum  medial  hip 
rotation  . . . 


Figure  9 

Patient  standing  in  maximum  lateral  hip 
rotation 
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DIABETIC  COMA 

ELEANOR  A.  WASKOW,  M.  D. 
Phoenix,  Arizona 


"p^IABETIC  coma  is  the  unique  complication 
of  Diabetes.  It  is  the  end  result  of  untreated 
or  completely  uncontrolled  Diabetes.  In  the 
strictest  sense,  it  is  a state  of  unconsciousness 
which  accompanies  the  severe  stages  of  diabetic 
acidosis.  Today  the  term  “diabetic  coma”  is 
more  loosely  applied,  and  it  is  necessary  to  set 
up  certain  arbitrary  divisions.  Any  severe  acido- 
sis with  a CO2  combining  power  of  20  Vols.  % or 
less  is  classified  as  coma.  (At  some  institutions 
15  Vols.  % and  at  others  25  Vols.  % is  used  as  a 
dividing  line.)  The  reasoning  behind  this  is 
that  before  the  discovery  of  insulin  those  patients 
who  had  a combining  power  above  20  Vols.  % 
usually  made  a recovery,  while  those  below  did 
not. 

Incidence  of  coma  has  decreased  appreciably 
with  the  years  since  the  use  of  insulin,  but  the 
death  rate  from  it  is  still  fairly  high  in  many 
places.  Three  per  cent  is  given  by  the  Metro- 
politan Life  Insurance  Company  as  the  over-all 
number  of  deaths  due  to  coma.1 

Pathological  Physiology  of  Diabetic  Coma 

Diligent  study  of  the  chemical  processes  by 
which  ketone  bodies  (acetone  bodies)  are  formed 
from  fatty  acid  has  made  it  apparent  that  the 
former  theories  regarding  their  production  must 
be  modified.  With  newer,  improved  methods  it 
is  now  possible  to  determine  very  small  amounts 
of  ketones,  and  minute  amounts  are  found  in  the 
normal  individual. 

The  old  theory  (Knoop  Theory)  was  one  of 
successive  beta  oxidation ; that  is,  that  the  break- 
down of  fatty  acids  takes  place  in  regular  se- 
quence by  oxidation  at  the  beta  carbon  atom 
with  the  production  of  a new  fatty  acid  contain- 
ing two  less  carbon  atoms. 

Now  it  is  felt  that  there  is  multiple  or  alter- 
nate combustion  and  breakdown  of  the  ketone 
bodies  and  that  normally  the  body  can  utilize 
these  incomplete  breakdown  products.  But  in 
the  diabetic  the  breakdown  is  increased  and  the 
patient  is  unable  to  use  the  increased  produc- 
tion. Therefore,  a vicious  cycle  is  set  up  with  a 
depletion  of  CO2,  upset  of  acid  base  balance, 
dehydration,  etc.  Potassium  and  phosphate  are 

Presented  before  regular  Staff  Meeting.  St.  Joseph's  Hospital, 
September,  1949. 


also  lost  in  great  quantity  with  the  ensuing 
diuresis. 

A specific  depletion  of  intra-cellular  potas- 
sium which  accompanies  diabetic  coma  may  be 
greatly  increased  by  a diuresis  artificially  in- 
duced ; that  is,  in  treatment,  when  glucose  is 
given,  precipitating  symptoms  of  respiratory 
failure.2  Chlorides  as  well  as  fixed  base  are  lost 
due  to  the  vomiting  and  diuresis.  The  results 
listed  below  summarize  the  disturbed  physiology 
occurring  in  diabetic  coma : 

1.  Hemo-concentration  and  dehydration. 

2.  Depletion  of  both  fixed  base  and  the 

chlorides  of  body. 

3.  Lowering  of  the  plasma  CO2  combining 

power. 

4.  Shift  in  the  Ph  to  the  acid  side. 

5.  Depletion  of  glycogen  stores  in  the  liver 

and  the  muscles. 

The  dehydration  and  disturbances  in  intra- 
cellular electrolyte  economy  may  be  important 
in  causing  death,  as  they  affect  respiratory  cen- 
ters. 

It  has  long  been  held  that  the  utilization  of 
carbohydrate  exerts  antiketogenic  effect,  and 
the  primary  aim  in  treatment  is  to  improve  the 
oxidation  of  glucose. 

Etiology  of  Diabetic  Coma 

The  factors  may  be  tabulated  as  follows : 

1 . Too  much  food  : 

a.  Breaking  of  diet. 

b.  Consumption  of  body  tissues,  as  in  un- 
diagnosed Diabetes  Mellitus,  fever  or 
Hyperthyroidism. 

2.  Too  little  insulin: 

a.  None. 

b.  Carelessness,  ignorance. 

c.  Discovery  of  Diabetes  with  coma. 

3.  Infection: 

a.  Upper  respiratory  infection. 

b.  Pneumonia. 

c.  Carbuncle. 

d.  Acute  febrile  disease. 

The  diabetic  must  be  taught  the  dangers  of 
overeating  or  of  omitting  insulin,  especially  in 
case  of  illness.  So  many  times  the  patient  will 
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say,  “I  didn’t  eat,  so  I didn't  take  any  insulin.” 
Just  recently  I was  attending  a hospital  patient 
with  tuberculosis.  She  had  a severe  set  back 
with  hemorrhage  from  the  lung,  associated  with 
loss  of  appetite.  The  hospital  chart  showed  that 
the  patient  had  not  received  insulin.  I asked  the 
nurse  about  it,  and  she  looked  unbelievingly  at 
me  and  exclaimed,  “Why  she  isnt’  eating;  we 
were  afraid  to  give  insulin!” 

Many  cases  of  severe  Diabetes  are  not  diag- 
nosed until  the  patient  is  in  coma.  This  leads  to 
severe  complications.  This  situation  can  be  pre- 
vented by  education  and  early  recognition  of 
the  disease. 

Symptoms  and  Signs 

There  are  certain  warning  signs  and  some  s’m- 
ple  directions  in  which  the  patient  and  immedi- 
ate family  can  be  instructed  in  order  to  ward 
off  coma.  However,  these  can  be  vague  and 
elusive  to  the  doctor  as  well  as  the  patient.  Any 
of  the  following  symptoms  should  be  investigat- 
ed: headache,  anorexia,  restlessness,  weakness, 
listlessness,  nausea,  vomiting,  drowsiness,  pain- 
ful and  rapid  breathing,  or  unexplained  fever. 
A combination  of  the  above  should  make  one 
alert  for  coma,  and  patients  should  be  taught 
the  following  rules: 

1.  Go  to  bed  whenever  indisposed. 

2.  Keep  warm. 

3.  Call  a nurse  or  some  one  to  wait  on  you. 

4.  Call  a doctor  after  testing  the  urine. 

5.  Drink  a glass  of  liquid  each  hour — tea, 
coffee,  broth,  diluted  orange  juice,  or  oat- 
meal gruel. 

6.  Enema  and  fluids  by  rectum. 

7.  Appropriate  amount  of  regular  insulin  on 
advice  of  your  doctor. 

Symptoms : 

The  onset  of  definite  acidosis  is  attended  by 
headache,  malaise,  nausea,  vomiting,  abdominal 
pain  and  generalized  pain.  It  is  also  associated 
with  thirst  and  polyuria. 

Signs : 

The  patient  lies  in  bed,  is  comatose,  and  may  be 
moaning  with  pain.  The  skin  is  cold,  dry  and 
mottled ; the  face  is  flushed.  The  body  tempera- 
ture is  subnormal ; the  pulse  is  rapid  and  weak ; 
the  blood  pressure  is  low.  The  tongue  is  dry 
and  coated  and  the  eyeballs  are  soft. 


Laboratory  Findings 

Blood  sugar : Usually  440  to  550  mg.  % or 
higher. 

CO2:  10  to  15  Vols.  %. 

Blood  acetone:  100  to  190  mg.  per  100  c.c. 

Urine:  + + + + sugar,  acetone,  diacetic  acid 
(none  in  a renal  block),  showers  of  casts  and 
albumin. 

Hematologic  change:  high  leucocytosis,  (15,- 
000  - 50,000). 

Differential  Diagnosis 

There  are  a number  of  conditions  to  con- 
sider. The  coma  of  a severe  hypoglycemia 
can  cause  considerable  confusion,  although  ordi- 
narily the  difference  betweeen  the  two  is  quite 
great.  If  laboratory  facilities  are  available,  the 
differentiation  is  easy ; if  not,  a concentrated  glu- 
cose solution  may  be  given  as  a trial.  The  history 
of  onset  is  also  very  important. 

Other  causes  of  coma  to  consider  are  cerebral 
hemorrhage,  uremia,  meningitis,  barbital  poison- 
ing, or  toxemia  of  an  overwhelming  infection. 
Careful  history,  physical  examination  and  lab- 
oratory work  are  essential  in  making  a final 
diagnosis. 

Prognosis 

The  prognosis  depends  upon  the  severity  of 
the  acidosis,  the  state  and  duration  of  uncon- 
sciousness, the  age  of  the  patient,  the  cardiovas- 
cular status  and  the  complications  that  may 
arise — such  as  pneumonia. 

An  acidosis  of  short  duration,  twenty-four 
hours  or  less,  will  usually  respond  rapidly  to 
treatment.  An  acidosis  persisting  for  several 
days  and  culminating  in  unconsciousness  will 
require  more  diligent  treatment  and  may  not 
respond  satisfactorily  for  twenty-four  to  forty- 
eight  hours  after  treatment  has  been  instituted. 
A state  of  unconsciousness  for  twenty-four  hours 
or  more  is  very  serious  and  it  is  usually  this  type 
of  case  which  may  succumb. 

Children  respond  more  readily  to  treatment 
and  recover  rapidly,  principally  because  the 
duration  of  the  disease  is  shorter  and  there  are 
less  apt  to  be  complications.  However,  for  the 
child  who  is  poorly  controlled,  in  mild  acidosis 
frequently  and  in  coma  often,  each  succeeding 
coma  may  be  a little  more  difficult  to  treat  suc- 
cessfully. 

Treatment 

In  order  for  the  treatment  to  be  successful,  it 
must  be  instituted  rapidly  and  energetically. 
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Hospitalization  is  to  be  desired,  since  adequate 
nursing  care,  laboratory  procedures  and  special 
medications  can  be  given  without  difficulty. 

It  is  a good  plan  to  have  a routine  program  to 
follow  for  the  treatment  of  coma;  although,  of 
necessity,  the  plan  must  be  adjusted  to  the  indi- 
vidual. The  following  suggestions  are  given  as 
a program  that  has  proved  successful : 

1.  During  the  first  hour  after  admission, 
the  urine  should  be  examined  for  sugar,  diacetic 
acid,  albumin,  casts  and  pyuria.  The  patient 
should  be  catheterized  if  unable  to  void. 

2.  The  blood  should  be  tested  for  sugar  and 
carbon  dioxide  content,  obtaining  a report  with- 
in the  hour.  The  white  blood  count  and  non- 
protein nitrogen  also  are  important. 

3.  A careful  history  should  be  obtained  from 
the  family  to  explain  the  cause  of  coma.  A com- 
plete physical  examination  should  be  made  to 
determine  the  state  of  unconsciousness,  type  of 
respiration,  pulse  rate,  blood  pressure  and  rectal 
temperature.  One  should  also  look  for  soft  eye- 
balls, dry  tongue,  dilated  stomach,  cold  and  mot- 
tled skin,  and  impacted  rectum. 

4.  One  hundred  (1(H))  units  of  crystalline 
insulin  should  be  given  subcutaneously  at  once 
if  the  blood  sugar  exceeds  300  mg.  % per  100 
c.c.,  and  if  the  blood  carbon  dioxide  content  is 
20  Vols.  % or  less.  The  dose  would  be  propor- 
tionately less  in  patients  with  recent  onset  of 
Diabetes  or  in  young  children.  When  the  blood 
sugar  is  between  600  and  1,000,  two  hundred 
(200)  extra  units  should  be  given;  and  where  it 
is  above  1,000,  at  least  300  units  should  be  given 
in  addition. 

5.  A gastric  lavage  with  warm  water,  per- 
formed carefully,  should  be  given  to  relieve  the 
distention  and  remove  undigested  food  particles. 

6.  Two  thousand  (2,000)  c.c.  of  normal  sa- 
line should  be  given  intravenously ; additional 
amounts  can  be  given  depending  upon  state  of 
dehydration.  Rapid  administration  must  be 
avoided  in  older  patients. 

7.  The  patient  should  be  kept  warm,  but 
burns  to  skin  must  be  avoided. 

During  the  second  to  the  sixth  hours,  the  ad- 
ministration of  more  insulin  depends  upon  the 
severity  of  the  coma,  and  occasionally  it  is  neces- 
sary to  repeat  the  first  hour’s  dose  in  one  hour. 


A repeat  blood  sugar  should  be  taken  at  the  end 
of  three  hours  and  50  to  200  units  of  insulin 
given  if  the  blood  sugar  is  rising.  As  soon  as 
the  patient  is  able  to  tolerate  fluids  by  mouth, 
120  c.c.  of  broth,  ginger  ale,  orange  .juice,  tea 
or  coffee  should  be  given  every  hour.  If  the 
vomiting  recurs,  oral  fluids  should  be  stopped 
for  twelve  hours  and  the  stomach  lavaged  again. 
During  this  period,  an  enema  should  be  given  to 
cleanse  the  lower  bowel  and  relieve  distention, 
and  the  urine  should  be  checked  for  sugar  and 
diacetic  acid  every  hour.  A record  of  the  twenty- 
four-hour  volume  should  be  kept  as  well. 

From  the  sixth  to  the  twenty-fourth  hour, 
definite  signs  of  improvement  should  be  noted. 
A repeat  blood  sugar  should  be  taken  and  addi- 
tional large  doses  of  insulin  should  be  given  if 
the  blood  sugar  continues  to  rise.  If  fall  in  blood 
sugar  is  satisfactory,  insulin  may  now  be  given 
according  to  urine  sugar  tests  every  one  to  four 
hours  as  follows:  (The  urine  test  generally  used 
is  the  qualitative  Benedict  method,  although  the 
Clinitest  is  equally  satisfactory.) 

Urinalysis 

Result  Red  Orange  Yellow  Green  Blue 

Units  of 

Reg.  Insulin  20  16  12  0 0 

On  the  second  day,  a diet  of  soft  food  may  be 
given  containing  100  to  150  Gms.  carbohydrate, 
50  Gms.  protein,  50  Gms.  fat.  Administration 
of  protamine  zinc  insulin  should  instituted,  sup- 
plemented by  crystalline  insulin  in  small  doses 
before  meals  as  indicated  by  blood  sugar  and 
urine  tests. 

By  the  third  day  the  patient  should  be  re- 
turned to  a standard  diet  for  age  and  weight, 
with  carbohydrate  of  150  to  200  Gms.,  protein 
of  60  to  100  Gms.  and  fat  of  60  to  120  Gms. 
daily. I 

REFERENCES 

1.  Joslin.  E.  P.;  Root,  H.  F. ; White.  Priscilla:  et  al.  The 
Treatment  of  Diabetes  Mellitus.  Lea  & Febiger,  Philadelphia, 
1946,  p 421. 

2.  Sinden.  R.  H.:  Tullis,  J.  L.:  and  Root.  H.  F.  Serum  Potas- 
sium Levels  in  Diabetic  Coma.  New  England  Journal  of  Medi- 
cine, Vol  240.  No.  13,  1949,  p.  502. 

3.  Root.  H.  F.;  Gabriele,  A.  J.:  and  Sinden,  R.  H.  Optimism 
and  the  Treatment  of  Diabetes  Today.  Medical  Clinics  of  North 
America;  W.  B.  Saunders  Co.:  March  1949;  p.  495. 


Yol.  7,  Xo.  8 


Arizona  Medicine 


27 


THE  USE  OF  CONTINUOUS  CAUDAL  OR  SPINAL  ANES- 
THESIA IN  THE  TREATMENT  OF  ECLAMPSIA 

R.  B.  KENNEDY,  M.  D.,  Detroit,  Mich.; 

LEON  FILL,  M.  D.,  Detroit,  Mich,  and 
R.  ROBERT  BATES,  M.  D.,  Tucson,  Arizona 


\ FACT  basically  recognized  by  all  physi- 
cians  is  that  the  etiology  of  toxemia  of 
pregnancy  continues  as  one  of  the  major  un- 
solved problems  in  the  fields  of  research  and 
clinical  medicine.  The  formidable  significance 
attached  to  this  subject  is  attested  by  the  fact 
that  even  the  best  obstetrical  centers  through- 
out the  country,  such  as  The  Margaret  Hague 
Maternity  Hospital,  report  their  immediate 
maternal  mortality  for  convulsive  eclampsia  as 
10  per  cent,  and  their  fetal  mortality  as  33% 
per  cent.1  Although  these  statistics  are  greatly 
reduced  from  statistics  of  two  decades  ago,  a 
further  reduction  in  mortality  depends  princi- 
pally upon  the  detection  of  an  unequivocally 
proved  etiologic  mechanism,  from  whence  a spe- 
cific treatment  can  be  developed. 

As  has  been  so  excellently  summarized  by 
Whitacre,  Hingson.  and  Turner2  in  1948,  the 
presence  of  a generalized  angiospasm  in  all  tox- 
emia patients,  the  etiology  of  which  is  unde- 
termined, is  in  all  probability  one  of  the  pre- 
dominant factors  causing  the  following  changes 
in  preeclamps’a  and  eclampsia: 

(1)  Constriction  of  the  arterioles  of  the  ocu- 
lar fundi, 

(2)  The  fluctuations  in  blood  pressure  when 
the  cold  pressor  test  is  applied,3 

(3)  The  gradual  hypertension  of  preeclamp- 
sia and  the  sudden  rise  in  the  blood  pres- 
sure at  the  time  of  convulsions, 

(4)  Oliguria  and  anuria,4 

(5)  Intracranial  bemorrhrage  and  cardiac 
failure. 

In  concurrence  with  this  angiospasm  theory 
of  mechanism  it  was  decided  in  1947  at  this  hos- 
pital to  supplement  the  modified  Stroganoff 
treatment  of  eclamptogenic  toxemias  with  con- 
tinuous caudal  or  continuous  spinal  anesthesia. 
The  procedure  was  suggested  through  personal 
communications  with  Dr.  Frank  E.  Whitacre 
who  had  had  favorable  though  unpublished  re- 
sults with  this  method.  The  continuous  caudal 

From  the  Department  of  Obstetrics  and  Gynecology.  St.  Jos- 
eph’s Mercy  Hospital.  Detroit,  Michigan 


or  spinal  anesthesia  produces  a vaso-dilatation  in 
the  lower  portion  of  the  body  tending  to  increase 
the  renal  output  and  decreasing  the  hyperten- 
sion and  resulting  load  on  the  heart  which  so 
often  leads  to  intracranial  hemorrhage,  pul- 
monary edema,  and  cardiac  failure. 

Because  we  feel  that  our  results  with  this  pro- 
cedure are  indicative  of  its  value  in  the  treat- 
ment of  eclampsia  and  preeclampsia,  we  wish  to 
report  in  detail  four  of  the  cases  which  we  have 
treated  in  this  manner  since  1947. 

CASE  REPORTS 

CASE  1.  A 25-year-old  white  primigravida 
whose  past  history  was  non-contributory,  and 
whose  expected  date  of  confinement  was  Novem- 
ber 18,  1947,  had  a relatively  uneventful  pre- 
natal course  with  the  exception  of  a slight  ankle 
edema  in  the  last  trimester,  and  a slight  eleva- 
tion of  blood  pressure  (140/90)  one  week  be- 
fore admission.  At  no  time  was  albuminuria 
present,  nor  did  the  patient  complain  of  head- 
aches, photophobia,  epigastric  distress  or  other 
symptoms  of  impending  toxemia. 

Upon  admission  to  the  hospital  at  8 a.  in. 
November  14,  1947,  the  patient  had  been  in 
active  labor  for  six  hours.  Her  membranes  were 
intact,  contractions  were  every  three  to  four  min- 
utes, the  cervix  was  dilated  6 cm.,  and  the  vertex 
was  presenting  at  plus  1 station.  Temperature 
was  98.0  F.,  pulse  74,  respiration  18,  blood  pres- 
sure 120/80,  and  the  general  physical  examina- 
tion was  satisfactory  with  the  exception  of  a mild 
pedal  and  ankle  edema.  Labor  proceeded  in  a 
normal  manner,  and  at  3 :46  p.  m.,  under  a 
terminal  spinal  anesthesia  of  50  mgm.  novacain 
the  patient  delivered  a normal  baby  boy  by  epi- 
siotomy  and  low  forceps.  Shortly  before  deliv- 
ery the  blood  pressure  ascended  to  150/90,  but 
at  the  time  of  delivery  it  was  138/100.  Obstetri- 
cal pitocin  V2  c.c.  was  given  intramuscularly 
after  the  baby,  and  ergotrate,  gr.  1/320,  was 
given  intravenously  after  the  placenta.  At  4 
p.  m.,  during  episiotomy  repair,  the  blood  pres- 
sure rose  to  170/90,  and  the  patient  developed 
generalized  convulsions  and  slight  cyanosis, 
which  lasted  two  and  one-half  minutes,  and 
which  presumably  was  relieved  by  0.4  Gm.  of 
sodium  pentothal  intravenously.  The  blood  pres- 
sure immediately  dropped,  and  at  the  time  of 
leaving  the  delivery  room  at  4:25  p.  m.  was 
138/78. 
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One-half  hour  later  the  patient  complained 
of  a severe  headache,  was  restless,  her  blood 
pressure  was  found  to  be  180/100,  and  ophthal- 
moscopic examination  revealed  flare  hemorrhag- 
es. Since  these  symptoms  precede  further  post- 
partum convulsions,  continuous  caudal  anes- 
thesia supplemented  by  sedation  and  hydration 
was  decided  upon  as  the  therapeutic  procedure 
of  choice.  Before  the  caudal  equipment  could 
be  set  up  the  patient  had  another  convulsion, 
which  was  aborted  by  intravenous  sodium  any- 
tal,  and  at  6 :05  p.  m.  a continuous  caudal  was 
instituted  using  1 .5  per  cent  solution  of  mety- 
caine.  One  hour  after  the  initial  injection  the 
blood  pressure  had  dropped  to  100/70.  By  8:40 
p.  m.  the  total  urinary  output  since  delivery  had 
been  165  c.c.,  analysis  of  which  showed  3 plus 
albuminuria,  1 plus  acetonuria.  At  this  time  the 
blood  pressure  was  130/90,  and  the  patient  ex- 
perienced a third  convulsive  seisure,  which  was 
controlled  by  25  c.c.  of  metycaine  through  the 
caudal  needle. 

During  the  next  five  hours  the  patient  voided 
an  additional  960  c.c.  of  urine,  rested  quietly, 
and  the  albuminuria  had  progressively  decreased 
to  a trace  on  hourly  specimens  while  the  aceto- 
nuria had  disappeared.  During  this  time  the 
blood  pressure  on  several  occasions  became  ele- 
vated as  the  metycaine  effect  waned,  but  re- 
peated injections  promptly  caused  it  to  drop, 
and  the  level  of  blood  pressure  could  easily  be 
regulated  by  varying  the  dosage  of  metycaine. 
In  an  attempt  to  keep  the  blood  pressure  fluctu- 
ations at  a minimum,  pontoeaine  was  now  sub- 
stituted for  metycaine  as  the  anesthetic  agent. 
Approximatetly  thirteen  hours  after  delivery, 
since  the  blood  pressure  was  well  stabilized  at 
120/8  Oto  130/90,  and  since  the  total  urinary 
output  since  delivery  was  1800  c.c.,  analysis  of 
which  showed  no  albumin  or  acetone,  the  caudal 
needle  was  removed  (a  total  of  1125  mg.  of  mety- 
caine having  been  given)  and  therapy  continued 
on  sedation  and  hydration.  During  the  next 
forty-eight  hours  the  blood  pressure  ranged  be- 
tween 98/60  and  144/90,  and  during  the  first 
twenty-four  hours  of  this  forty-eight-hour 
period,  the  urinary  output  was  2540  c.c.,  while 
during  the  second  twenty-four  hours  the  output 
was  5600  c.c. 

Laboratory  studies  on  this  patient,  including 
blood  urea  nitrogen  and  nonprotein  nitrogen  de- 
termination, were  withihn  normal  limits  with  the 
exception  of  a mild  secondary  anemia.  Her  hos- 
pital course  was  otherwise  uneventful,  and  she 
was  discharged  with  the  baby  on  her  ninth  post- 
partum day  in  a greatly  improved  condition,  and 
with  a blood  pressure  which  had  remained  fairly 
well  stabilized  around  112/80.  When  admitted 
to  this  hospital  one  year  later  for  minor  surgery, 
her  blood  pressure  and  urinalysis  were  normal. 


CASE  2.  A 30-year-old  white  gravida  II  ex- 
pected the  date  of  her  confinement  on  May  29, 
1948.  The  past  history  was  negative  anti  she 
had  had  a normal  prenatal  course  until  the 
morning  of  admission  when  she  noticed  increas- 
ingly severe  headaches,  vertigo,  and  photophobia. 
Examination  at  her  physician’s  office  revealed 
a blood  pressure  of  210/150  and  4 plus  albumin- 
uria. Although  she  was  instructed  to  proceed 
immediately  to  the  hospital,  she  preferred  to  re- 
turn home  where  she  experienced  three  general- 
ized convulsions  before  she  entered  the  hospital 
at  10  p.  m.  February  18,  1948. 

At  this  time  her  temperature  was  99.4  F., 
pulse  90,  respirations  18,  and  blood  pressure 
170/110.  She  appeared  acutely  ill,  was  semi- 
comatose  and  irrational;  her  skin  was  pale  and 
moist;  severe  dependent,  sacral,  and  flank  ed- 
ema were  present.  Ophthalmoscopic  examina- 
tion revealed  definite  arteriolar  spasm.  The 
fundus  was  at  the  umbilicus,  vertex  presenting 
but  not  engaged ; the  cervix  was  long  and  firm 
with  no  dilatation;  fetal  heart  tones  were  150 
per  minute. 

Shortly  after  admission  the  patient  had  two 
more  convulsive  seizures,  each  of  several  minutes 
duration.  For  the  first  twelve  hours  after  ad- 
mission she  was  placed  on  conservative  treatment 
of  rest,  fluids,  sedation,  and  analgesia,  which 
regimen  produced  no  clinical  improvement,  and 
the  urinary  output  was  only  42  5c. c.  Therefore, 
twelve  hours  after  admission,  a continuous 
caudal  anesthesia  was  begun,  but  despite  ade- 
quate anesthesia  to  any  desired  level  by  varying 
dosages  of  metycaine,  the  blood  pressure  re- 
mained constantly  around  170/110.  After  nine 
hours  of  caudal  anesthesia  (325  mg.  of  mety- 
caine having  been  given),  the  patient  appeared 
less  restless  and  her  sensorium  had  cleared. 
However,  because  of  the  persistent  hypertension 
and  because  no- effective  diuresis  could  be  estab- 
lished and  albuminuria  continued  at  4 plus,  the 
caudal  needle  was  removed  and  the  patient  was 
given  a continuous  spinal  anesthetic  by  the 
Touhy  catheter  technic.5  Twelve  hours  after  the 
spinal  was  instituted  the  albuminuria  decreased 
to  2 plus  and  remained  that  or  below  until  dis- 
charge, and,  although  the  total  urinary  output 
the  first  twenty-four  hours  was  only  460  c.c., 
the  output  the  second  twenty-four  hours  was 
2700  c.c.,  and  for  the  twenty-four-hour  periods 
thereafter  varied  between  1025  and  1900  c.c. 
The  hypertension,  however,  failed  to  respond 
significantly  at  any  time  while  under  either  con- 
tinuous caudal  or  spinal  anesthesia,  indicating  a 
pre-existing  essential  hypertension. 

Fifty-seven  hours  after  institution  of  the  con- 
tinuous spinal  the  patient  was  improved — effect- 
ive diuresis  had  been  established,  albuminuria 
had  disappeared,  edema  was  definitely  lessened — 
the  spinal  catheter  was  removed  (a  total  of  259 
mg.  of  metycaine  had  been  given),  and  she  was 
maintained  on  medical  management. 
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During  this  time  the  patient  had  had  irregu- 
lar uterine  contractions  which  had  dilated  the 
cervix  to  2 cm.  Inasmuch  as  she  had  two  and 
one-half  months  gestation  remaining,  and  be- 
cause eclamptic  attacks  frequently  recur,  it 
was  decided  to  induce  labor  in  an  attempt  to  pre- 
vent a future  maternal  mortality.  Therefore, 
after  routine  medical  induction,  and  after  rup- 
turing and  stripping  the  membranes,  she  went 
into  active  labor,  delivering  six  hours  later  a 
premature  infant  which  expired  shortly  after 
birth. 

Routine  laboratory  tests  on  this  patient  were 
negative  with  the  exception  of  a mild  secondary 
anemia.  Consultation  by  an  ophthalmologist  on 
her  second  postpartum  day  revealed  slight  ret- 
inal edema  of  the  right  eye  with  old  petechial 
hemorrhages.  Her  immediate  postpartum  course 
was  uneventful  and  she  was  discharged  on  her 
eighth  postpartum  day  with  a negative  urinaly- 
sis, blood  pressure  of  140/100,  slight  visual  dis- 
turbances in  the  right  eye,  but  otherwise  in  a 
normal  state  of  health. 

CASE  3.  A 27-year-old  primigravida,  ex- 
pected the  date  of  her  confinement  to  be  March 
22,  1949.  She  had  had  a negative  past  history 
and  a non-contributory  prenatal  course  with  the 
exception  of  mild  dependent  edema  for  several 
weeks  prior  to  delivery.  At  the  time  of  admission 
to  the  hospital  on  March  17,  1949,  she  had  been 
in  active  labor  for  eleven  hours,  and  had  noted 
no  unusual  symptoms.  Her  temperature  was 
98.8  F.,  pulse  80,  respirations  20,  blood  pressure 
158/100.  She  was  experiencing  contractions  ev- 
ery eight  minutes,  appeared  restless,  pale,  and 
acutely  ill,  and  there  was  moderate  pitting  ankle 
and  pedal  edema.  Examination  of  the  abdomen 
revealed  a term  pregnancy,  vertex  presentation 
with  good  fetal  heart  tones ; a rectal  examina- 
tion showed  the  cervix  to  be  1 to  2 cm.  dilated 
with  the  presenting  part  at  a minus  2 station. 
Immediate  urinalysis  revealed  4 plus  albumin- 
uria with  numerous  red  and  white  blood  cells. 

It  was  agreed  that  the  patient  might  be  suc- 
cessfully managed  on  sedative  and  hydration 
therapy,  which  was  instituted.  However,  seven 
hours  after  admission  the  blood  pressure  had 
risen  to  210/114,  and  the  patient  had  a moder- 
ately severe,  generalized  convulsive  seizure 
lasting  four  minutes.  A continuous  spinal  anes- 
thesia was  started  immediately,  using  1.5  per 
cent  metycaine  solution  (at  this  time  the  patient 
was  having  regular  contractions  every  two  min- 
utes and  was  6 to  7 cm.  dilatetd).  Shortly  after 
onset  of  anesthesia  the  blood  pressure  dropped 
to  190/100,  and  the  patient  went  rapidly  and 
uneventfully  on  to  complete  dilatation.  About 
two  hours  after  administering  the  anesthesia  she 
delivered  a normal  living  infant  by  means  of 


low  forceps  and  episiotomy.  Three  minutes  after 
delivery,  although  the  blood  pressure  had 
dropped  to  130/85,  she  experienced  another  gen- 
eralized convulsion  of  two  minutes  duration, 
which  was  easily  controlled  by  additional  mety- 
caine, the  blood  pressure  falling  to  90/60. 

The  possibility  of  postpartum  convulsions 
seemed  imminent  because  of  the  occasional  fail- 
ure of  the  blood  pressure  to  respond  to  repeated 
injections  of  metycaine  and  because  of  the  per- 
sistence of  the  patient ’s  severe  headaches ; con- 
sequently, the  spinal  catheter  was  left  in  place 
until  the  fourth  postpartum  day  and  the  patient 
received  repeated  injections  of  metycaine.  The 
first  twelve  hours  after  delivery  the  urinary  out- 
putp  was  137  5c. c.,  albuminuria  had  decreased 
to  .1  plus,  and  the  blood  pressure  averaged 
130/90.  On  the  first  postpartum  day  there  was 
a marked  diuresis,  the  total  urinary  output  ex- 
ceeding 5000  c.c.,  and  the  output  the  next  five 
postpartum  days  averaged  2400  c.c.  per  day. 

Laboratory  examination,  with  the  exception  of 
a slightly  elevated  blood  urea  nitrogen,  which 
three  days  later  returned  to  normal,  was  essen- 
tially normal.  In  addition  to  intravenous  fluids, 
sedation,  parenteral  vitamins,  magnesium  sul- 
fate and  narcotics  for  headaches,  she  was  also 
given  prophylactic  penicillin,  methionine,  500 
c.c.  of  whole  blood,  intravenous  amino  acids,  and 
a high-protein,  salt-free  diet.  Her  clinical  condi- 
tion improved  steadily,  and  at  the  time  of  dis- 
charge with  the  baby  on  her  ninth  postpartum 
day,  there  was  no  edema,  urjrne  was  negative 
except  for  1 plus  albuminuria,  and  the  blood 
pressure  became  fairly  well  stabilized  at  130/98. 

CASE  4.  A 23-year-old  white  primigravida 
whose  expected  date  cf  confinement  was  April 
22,  1949,  had  a normal  prenatal  course  with  the 
exception  of  a rising  blood  pressure  and  moder- 
ate transient  dependent  edema  which  had  been 
present  during  the  last  month  of  pregnancy. 

At  the  time  of  admission  to  the  hospital  in 
active  labor  at  8 a.  m.  April  16,  1949  she  stated 
that  she  had  had  frequent  headaches  for  the 
past  few  days,  associated  with  some  photophobia 
and  epigastric  distress.  Her  temperature  on  ad- 
mission was  98.6  F.,  plus  80,  blood  pressure 
168/108.  Strong  uterine  contractions  occurred 
every  five  minutes,  and  there  was  mild  general- 
ized and  dependent  edema  in  addition  to  a 1 plus 
proteinuria.  Examination  of  the  abdomen  re- 
vealed a term  pregnancy,  vertex  presentation, 
normal  fetal  heart  tones,  and  upon  rectal  exam- 
ination the  presenting  part  was  at  a minus  1 
station  with  the  cervix  completely  effaced  but 
not  dilated.  The  patient  was  to  be  treated  con- 
servatively until  the  cervix  began  to  dilate  and 
the  head  to  descend,  whereupon  a continuous 
spinal  was  to  be  instituted  if  the  status  of  the 
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preeclampsia  remained  the  same  or  became  in- 
tensified. 

Bight  hours  later,  when  the  cervix  was  5 to  6 
cm.  dilated,  and  the  blood  pressure  was  156/122, 
it  was  considered  .advisable  to  begin  the  regional 
block,  but  inasmuch  as  the  only  trained  resident- 
anesthetist  was  occupied  elsewhere,  it  was  neces- 
sary to  continue  the  patient  on  the  conservative 
regimen  already  in  progress.  Two  hours  later, 
when  the  blood  pressure  was  130/100,  a terminal 
spinal  anesthetic  was  given  and  the  patient  de- 
livered a normal  baby  girl  by  means  of  episi- 
otomy  and  low  forceps. 

Four  hours  after  delivery  she  became  coma- 
tose, had  severe  generalized  convulsions,  and  was 
severely  cyanotic.  After  resuscitative  measures, 
her  blood  pressure  was  found  to  be  170/110, 
whereupon  a continuous  spinal  anesthesia  was 
begun  immediately,  and  after  the  initial  injec- 
tion of  2 c.c.  of  1.5  per  cent  metycaine  solution 
the  blood  pressure  dropped  to  110/60.  Thereaf- 
ter, frequently  repeated  injections  of  Vi  to  2 c.c. 
of  metycaine  kept  the  segmental  level  of  cuta- 
neous analgesia  at  thoracic  six  to  eight,  and  also 
maintained  the  blood  pressure  around  130/90, 
as  well  as  relieving  the  persistent  headaches.  The 
urinary  output  in  the  first  twelve  hours  after 
delivery  was  only  75  c.c.,  but  for  the  twenty-four 
hours  following  increased  to  2200  c.c.,  and  for 
the  succeeding  twenty-four  hour  periods  aver- 
aged 1500  to  2000  c.c. 

Fifty  hours  after  anesthesia  was  instituted  the 
spinal  catheter  appeared  to  be  plugged,  but  di- 
uresis had  been  effectively  established  and  main- 
tained ; moreover,  when  the  metycaine  dosage 
waned  the  blood  pressure  was  down  to  152/100. 
The  catheter  was  therefore  removed  (total  dos- 
age having  been  622.5  mg.).  In  the  event  that 
oliguria  or  increased  hypertension  developed  the 
anesthesia  was  to  be  reinstituted.  However,  dur- 
ing the  next  few  days  diuresis  contuined,  the 
blood  averaged  lower,  and  proteinuria  decreased 
from  4 plus  on  the  first  postpartum  day  to  nega- 
tive on  the  second  day. 

Because  of  financial  considerations  the  pa- 
tient’s laboratory  examination  and  hospital  stay 
were  minimized,  and  she  was  discharged  with 
the  baby  on  her  fifth  postpartum  day.  By  this 
time  the  headaches  and  edema  had  disappeared, 
the  blood  pressure  was  140/100,  and  urinalysis 
showed  1 plus  albuminuria  and  hematuria. 

DISCUSSION 

We  have  noticed  on  many  occasions  that  in- 
travenous ergotrate  administered  to  the  patient 
under  spinal  anesthesia  has  produced  a consid- 
erable elevation  of  blood  pressure,  and  therefore 
it,  as  well  as  pituitary  oxytocic  preparations, 
might  be  omitted  in  these  cases  as  a prophylac- 


tic measure.  With  cases  under  continuous  spinal 
anesthesia  for  long  periods  of  time  Dr.  Whitacre 
has  suggested  that  the  type  of  anesthetic  agent 
be  changed  from  time  to  time ; i.e.  from  mety- 
caine to  pontocaine  to  procaine  or  vice  verse.  He 
also  advocates  that  the  anesthesia  be  discontinued 
intermittently  in  the  event  that  the  patient  re- 
mains under  control  for  some  hours  until  the 
blood  pressure  begins  to  elevate  again  or  other 
untoward  symptoms  appear.  We  believe  that  a 
catheter  should  always  be  used  in  the  spinal 
canal  in  preference  to  a needle,  and  that  its  end 
should  always  be  directed  upward.  If  the  cath- 
eter is  inadvertently  directed  downward  no  an- 
esthesia, or  a transitory  type  of  “saddle  block” 
anesthesia  will  ensue.  It  has  been  observed  that 
when  the  catheter  is  left  in  the  spinal  canal  for 
long  periods  of  time  that  occasionally  the  tip  of 
the  catheter  will  become  blocked  by  impinge- 
ment against  the  meninges.  In  such  cases  it  be- 
comes necessary  to  either  withdraw  the  catheter 
several  millimeters  and/or  inject  the  anes- 
thetic material  with  increased  pressure  from  the 
syringe.  Also,  we  have  found  in  several  instanc- 
es where  the  level  of  anesthesia  was  not  high 
enough  to  produce  anesthesia  to  above  the 
renal  area,  that  by  placing  the  patient  in  a 
slight  Trendelenberg  position  with  the  head 
acutely  flexed  during  forceful  injection  of  the 
solution,  a satisfactory  level  could  be  attained. 
When  the  anesthetic  level  is  to  or  above  the 
eighth  thoracic  level  the  kidneys  and  adrenals 
are  denervated,  and  a bloodless  phlebotomy  of 
the  lower  two-thirds  of  the  body  is  produced  by 
a vasomotor  relaxation. 

SUMMARY 

We  have  presented  the  case  histories  of  four 
patients  with  eclamptogenic  toxemia  of  preg- 
nancy who  were  treated  with  continuous  caudal 
and/or  continuous  spinal  anesthesia  supplement- 
ed by  routine  conservative  medical  management. 
Of  the  four  patients,  all  were  under  30  years  of 
age,  three  were  primiparas  and  one  a multipara. 
In  two  of  the  cases  the  convulsive  seizures  oc- 
curred before  delivery  while  in  the  other  two 
they  occurred  during  the  immediate  postpartum 
period.  One  patient  was  treated  by  continuous 
caudal,  one  by  continuous  caudal  later  replaced 
by  continuous  spinal,  and  two  by  continuous 
spinal  anesthesia.  The  minimal  length  of  time 
a patient  was  kept  under  continuous  anesthesia 
was  thirteen  hours,  while  the  longest  adminis- 
tration continued  for  ninety-six  hours.  Mety- 
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caine  was  the  anesthetic  agent  used  in  all  cases 
except  one  where  pontocaine  was  employed  for 
a short  time.  The  minimal  caudal  dose  was  1125 
mg.,  the  maximum  3525  mg. ; the  minimal  dosage 
under  continuous  spinal  was  622.5  mg.,  the  maxi- 
mum 3810  mg. 

Two  cases  responded  with  pronounced  diuresis 
and  a definite  lowering  of  proteinuria  within 
twelve  hours  after  institution  of  therapy,  while 
in  the  other  two  cases  improvement  was  not  defi- 
nitely assured  until  twenty-four  to  thirty-six 
hours  later.  Three  cases  showed  a definite  de- 
crease in  hypertension  during  therapy,  while 
only  one  ease  failed  to  show  the  drop  in  blood 
pressure  shown  by  the  others.  Two  patients  were 
discharged  with  blood  pressures  slightly  exceed- 
ing the  arbitrary  standards  of  140/90. 

In  addition  we  have  treated  a considerable 
number  of  preeclamptics,  as  well  as  many  cases 
of  hypertensive  cardiovascular  disease  in  preg- 
nancy with  equal  success. 

We  have  not  presented  this  paper  with  the 
idea  in  mind  of  this  treatment  being  of  definite 
curative  value  in  all  eases  of  ecclampsia,  but  at 
least  in  our  limited  experience  we  humbly  be- 
lieve that  it  is  the  best  treatment  available  at 
the  present  time. 

Furthermore,  we  sincerely  hope  that  this  work 
will  stimulate  additional  research  and  clinical 
surveys  so  that  its  potential  value  may  be  justly 
evaluated  on  a large  statistical  basis.  In  con- 
clusion, we  wish  to  warn,  however,  that  this  type 
of  anesthesia  is  a powerful  but  dangerous  thera- 
peutic measure  and  should  be  used  only  by 
physicians  who  are  thoroughly  trained  in  its 
administration. 


We  wish  to  express  our  indebtedness  and  ap- 
preciation to  Drs.  John  P.  Hubbard,  C.  H.  Ku- 
laski,  J.  B.  Kass,  and  Andrew  A.  Fulgenzi  for 
their  cooperation  in  permitting  us  to  use  their 
patients  in  this  study,  and  to  Dr.  John  E.  Bur- 
nett for  his  active  role  in  the  treatment  of  the 
first  two  patients. 
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CditoriaU 


1950  Annual  Meeting-  of  the 
American  Medical  Association 

San  Francisco,  California 

Your  Executive  Secretary  was  privileged  to 
attend  the  1950  annual  meeting  of  the  American 
Medical  Association  held  in  San  Francisco,  Cali- 
fornia, June  26  through  30,  1950,  with  Head- 
quarters in  the  historic  Palace  Hotel. 

On  Sunday  morning,  June  25,  1950,  in  com- 
pany with  Dr.  Frank  J.  Milloy,  Secretary ; Dr. 
Robert  S.  Flinn,  Councilor-at-Large ; and  Dr. 
Jesse  D.  Hamer,  Delegate  to  the  A.M.A.,  I at- 
tended the  Seventh  National  (Grass  Roots)  Con- 
ference of  the  County  Medical  Society  officers 
in  the  Gold  Room  of  the  Palace  Hotel. 

The  meeting  was  called  to  order  by  A.  M. 
Mitchell,  M.  D.,  Chairman,  Terre  Haute,  Indi- 
ana; Gunnar  Gundersen,  M.  D.,  member  of  the 
Board  of  Trustees  of  A.M.A.,  LaCrosse,  Wis- 
consin, delivering  the  address  of  welcome. 
Worthy  of  note  was  a “TRUE  and  FALSE  Ques- 
tionnaire” on  socialized  medicine  entitled: 
“What  Do  You  Know  for  Sure?”  distributed 
to  each  one  in  attendance,  with  the  first  twenty 
minutes  allowed  for  answering.  This  quiz  was 
conducted  by  L.  Fernald  Foster,  M.  D.,  Secre- 
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tary  of  the  Michigan  State  Medical  Society,  Bay 
City,  Michigan.  While  we  will  not  discuss  the 
results,  you  may  rest  assured  your  representa- 
tives fared  very  well  with  others  in  attendance 
and  needless  to  say,  this  period  of  the  program 
was  both  informative  and  instructive. 

Three  panel  discussions  were  presented:  (1) 
How  to  Organize  a Community  Health  Council, 
Fred  A.  Humphrey,  M.  1).,  Fort  Collins,  Colo- 
rado, and  Blair  Holcomb,  M.  D.  of  Portland, 
Oregon,  participating,  the  former  taking  the 
Affirmative  viewpoint  and  the  latter  the  Nega- 
tive; (2)  Providing  special  benefits  through 
County  Medical  Society  membership,  Mr.  Joseph 
Donovan,  Executive  Secretary  of  the  Santa 
Clara  County  Medical  Society,  San  .lose,  Cali- 
fornia; and  (3)  How  to  set  up  a County  Medical 
Society  record  system,  Mr.  Frederick  W.  Fag- 
ler,  Executive  Secretary  of  the  Alleghany  Coun- 
ty Medical  Society,  Pittsburgh,  Pennsylvania. 

In  the  afternoon  at  this  same  location  was 
held  the  Sixth  Annual  Meeting  of  the  Confer- 
ence of  Presidents  and  other  Officers  of  State 
Medical  Societies.  The  meeting  was  called  to 
order  at  1 :30  P.  M.,  Clarence  E.  Northcutt, 
M.  D.,  of  Ponca  City,  Oklahoma,  President,  pre- 
siding. The  first  order  of  business  included  the 
presentation  of  annual  reports  of  Executive 
Committees  and  the  Secretary-Treasurer,  John 
Farrell,  M.  I).;  presentation  of  resolutions;  ap- 
pointment of  Committees;  and  announcements. 

Julian  P.  Price,  M.  D.  of  Florence,  South 
Carolina,  President-Elect  and  editor  of  the 
Journal  of  the  South  Carolina  Medical  Associ- 
ation, addressed  the  gathering  on  the  subject : 
“Medicine’s  Greatest  Gift.”  This  address  was 
followed  by  one  delivered  by  A.  Grant  Clarke  of 
New  York  City,  President  of  the  Medical  Ex- 
hibitors Association,  Inc.  on  the  subject:  “The 
Exhibitor’s  View  of  the  Medical  Convention.” 
Harry  Becker  of  Detroit,  Michigan,  Director  of 
the  Social  Security  Department,  United  Auto- 
mobile-Aircraft-Agricultural Implement  Work- 
ers of  America  CTO,  spoke  on  “Labor  Looks  at 
the  Problem  of  Prepaid  Medical  Care.”  Ilis  re- 
marks were  most  controversial  and  a lively  dis- 
cussion resulted  during  the  Question  and  An- 
swer period  from  the  floor.  The  Profession  ad- 
mirably rose  to  the  defense  of  “The  American 
Way”  and  challenged  many  of  the  inaccuracies 
and  misstatements  made  representing  the  labor 
viewpoint. 

L.  C.  Scl usher  of  Jefferson  City,  Missouri, 


President  of  the  Missouri  Farm  Bureau  Federa- 
tion, member  of  the  Board,  and  Chairman,  Rural 
Health  Committee,  American  Farm  Bureau  Fed- 
eration, spoke  on  the  topic:  “Better  Health  for 
Rural  People — How  to  Get  It.”  Baird  H.  Mark- 
ham of  New  York  City,  Director  of  the  Ameri- 
can Petroleum  Industries  Committee  of  the 
American  Petroleum  Institute  gave  an  inspiring 
talk  on  “American  Democracy  on  Trial”  and 
sparked  for  the  defense  spirited  debate  from 
the  floor.  The  meeting  was  concluded  following 
receipt  of  reports  from  the  Reference  Commit- 
tee, Election  of  Officers  and  Executive  Com- 
mittee members,  and  the  Presentation  of  Awards. 

HOUSE  OF  DELEGATES 

On  Monday  morning,  June  25,  1950,  at  9 
o’clock,  I attended  my  first  meeting  of  the  House 
of  Delegates  of  the  A.M.A.,  whose  membership 
comprises  a total  of  198,  in  the  Palace  Hotel, 
followed  by  an  afternoon’s  session.  These  two 
meetings  were  devoted  primarily  to  the  receipt 
of  resolutions  and  appointment  of  Reference 
Committees  to  consider  proposals  presented  by 
constituent  bodies  throughout  the  Nation.  I was 
particularly  impressed  with  the  seriousness  of 
this  body’s  deliberations  and  the  orderly  pro- 
cessing of  its  important  and  diversified  business. 
In  one  day  alone  over  70  pieces  of  business  were 
transacted.  The  proceedings  were  well  disci- 
plined and  the  Speaker  of  the  House,  Dr.  F.  F. 
Borzell  of  Philadelphia,  exhibited  in  masterly 
fashion,  time  and  again,  his  familiarity  with 
good  parliamentary  procedure  and  ability  to 
cope  with  all  situations  arising.  These  .sessions 
continued  on  Tuesday  morning  followed  by  the 
historic  inauguration  of  the  President  Tuesday 
evening,  with  another  full  session  Wednesday 
morning  and  afternoon.  On  Thursday  afternoon 
the  House  reconvened  for  the  election  of  officers 
and  concluded  its  business.  While  I will  not  at- 
tempt to  present  a digest  of  the  proceedings,  all 
of  which  will  be  contained  in  an  official  report 
of  the  A.M.A.  to  be  issued  at  a later  date,  I be- 
lieve it  is  worthy  of  mention  that  the  most  con- 
troversial issue  presented  in  my  opinion  was  the 
report  of  the  Reference  Committee  and  subse- 
quent adoption  of  a modified  report  of  the  Com- 
mittee on  Hospitals  and  the  Practice  of  Medicine 
which  denounces  systems  whereby  hospitals  hire 
salaried  physicians  for  medical  care  and  bills 
the  patients  for  this  care. 

In  the  capacity  filled  to  overflowing  Gold  Ball 
Room  of  the  Palace  Hotel  on  the  evening  of 
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June  27,  1950,  at  6 o’clock  (Pacific  Coast  Day- 
light Savings  Time),  broadcast  Ooast-to-Coast 
over  two  radio  networks  (ABC  and  MUTUAL), 
Elmer  L.  Henderson,  M.  D.,  of  Louisville,  Ken- 
tucky, new  President  of  the  A.M.A.,  truly  stated 
is  his  opening  remarks  when  he  said:  “In  the 
annals  of  American  medicine,  this  is  an  historic 
occasion.  ’ ’ I shall  never  forget  this  momentous 
occasion.  Flanked  by  Officers  of  the  A.M.A.  at 
an  open  meeting  before  its  House  of  Delegates, 
Dr.  Henderson  took  his  oath  of  office  and  de- 
livered his  stirring  inaugural  address  heard  by 
millions  of  the  American  people.  His  complete 
address  or  excerpts  therefrom  will  be  published 
elsewhere  in  this  Journal  or  possibly  at  a later 
date. 

The  San  Francisco  meeting  was  considered  one 
of  the  most  successful  in  the  history  of  the  Amer- 
ican Medical  Association.  In  excess  of  20,000 
persons  were  registered,  of  which  more  than 
10,000  were  physicians. 

Just  a word  about  the  technical  exhibits  in 
excess  of  300,  and  scientific  exhibits  approxi- 
mating 150.  Filling  three  floors  of  the  Munici- 
pal Auditorium  covering  more  than  100,000 
square  feet,  they  depict  the  great  achievements 
of  medical  progress.  The  Scientific  Sessions 
were  likewise  well  attended,  papers  of  National 
and  International  significance  in  excess  of  300 
being  presented.  They  contributed  much  toward 
the  success  of  the  Ninety-ninth  Annual  Session 
(the  one  hundred  third  year)  of  the  American 
Medical  Association. 

The  1951  annual  meeting  will  be  held  in  At- 
lantic City,  New  Jersey;  the  1952  meeting  in 
Chicago,  Illinois,  and  the  House  of  Delegates 
chose  New  York  City,  New  York,  as  the  location 
for  its  1953  annual  meeting. 

Respectfully  submitted, 

Robert  Carpenter, 

Executive  Secretary. 


PHOENIX  CLINICAL  CLUB 


The  Case  History  in  this  discussion  is 
selected  from  the  Case  Records  of  the  Mas- 
sachusetts General  Hospital,  and  reprinted 
from  the  New  England  Journal  of  Medicine. 
The  discussant  under  Differential  Diagnosis 
is  a member  of  the  staff  of  the  Massachus- 
etts General  Hospital.  The  other  discussants 
are  members  of  the  Phoenix  Clinical  Club. 


Massachusetts  General  Hospital 
Case  Report  No.  31342 

A forty-three-year-old  longshoreman  was  ad- 
mitted to  the  hospital  because  of  shortness  of 
breath. 

He  was  well  until  six  weeks  before  entry, 
when  he  first  began  to  note  shortness  of  breath 
and  weakness  of  the  back  and  legs  on  climbing 
stairs  and  ladders.  At  about  the  same  time 
he  began  to  have  a dry  cough,  especially  after 
exertion.  He  was  told  that  he  had  bronchitis 
and  was  treated  with  medicines,  which  afforded 
no  relief.  He  had  had  slight  hemoptysis  on  two 
occasions.  Three  weeks  before  entry  he  became 
sleepless  and  orthopneic,  requiring  three  pillows. 
He  had  frequent  night  sweats.  A week  later  he 
noted  pain  in  his  knees  and  thighs,  but  no  swell- 
ing or  redness.  He  also  experienced  a mild  low 
su'bsternal  pain.  The  dyspnea  and  weakness 
had  progressed  to  such  a degree  that,  at,  the  time 
of  admission,  he  could  not  dress  himself.  During 
the  six-week  period  of  illness  he  had  lost  15 
pounds;  he  had  had  to  quit  his  job  two  weeks 
after  the  onset  of  his  illness. 

At  the  age  of  four  he  had  scarlet  fever.  He 
had  not  had  rheumatic  fever  or  any  other  severe 
illness.  Four  years  before  his  present  illness  he 
had  submitted  to  an  Army  physical  examination 
and  had  been  found  to  be  in  excellent  health. 

Physical  examination  revealed  a slightly  pale 
man  with  rapid,  shallow  labored  breathing  and 
limited  chest  expansion.  The  tongue  was  dry 
and  red.  There  was  no  clubbing  of  fingers  or 
toes.  The  neck  veins  were  large  but  not  pulsat- 
ing. Fine  moist  rales  were  heard  all  over  the 
chest,  anteriorly  and  posteriorly.  No  murmurs 
were  heard.  The  heart  was  not  enlarged.  The 
aortic  second  sound  was  equal  to  the  pulmonic. 
The  abdomen  showed  some  voluntary  spasm,  and 
the  abdominal  wall  was  “sore”  from  much 
coughing.  Rectal  examination  revealed  a normal 
prostate.  Neurologic  examinations  were  negative. 

The  temperature  was  99°F.,  the  pulse  100  and 
regular,  and  the  respirations  28.  The  blood  pres- 
sure was  118  systolic,  75  diastolic. 

Examination  of  the  blood  showed  a red-cell 
count  of  6,100,000  with  17.0  gm.  of  hemoglobin. 
The  white-cell  count  was  9700,  with  54  per  cent 
neutrophils,  12  per  cent  lymphocytes,  27  per  cent 
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eosinophils,  6 per  cent  monocytes  and  1 per  cent 
basophils.  The  red  cells  and  platelets  appeared 
normal.  The  urine  specific  gravity  was  1.030, 
and  the  pH  5.2.  The  sediment  contained  3 red 
cells  and  1 to  3 white  cells  per  high-power  field, 
with  an  occasional  hyaline  or  granular  case.  A 
stool  was  formed,  dark  and  guaiac  negative.  Re- 
peated smears  of  the  sputum  showed  no  tuber- 
cle bacilli.  The  serum  nonprotein  nitrogen  was 
37  mg.  per  100  c.e.,  the  calcium  9.0  mg.,  the 
phosphorus  3.0  mg.,  and  the  cholesterol  205  mg. 
The  protein  was  4.98  gm.  per  100  c.c.  with  an 
albumin-globulin  ratio  of  1.8.  The  alkaline  phos- 
phatase was  16.6  units  per  100  c.c.  and  the  acid 
phosphatase  3.3  units.  A cephalin  flocculation 
test  was  negative  in  forty-eight  hours.  The 
carbon  dioxide  and  chloride  levels  were  normal. 
The  blood  Hinton  test  was  negative.  An  electro- 
cardiogram on  the  first  day  showed  a normal 
rhythm  of  100,  a PR  interval  of  0.17  second, 
and  a flat  and  diphasic  Tu,  and  inverted  T.-i,  a 
deep  S2  and  inverted  T waves  in  CF2,  CF+  and 
CF5.  At  the  same  time  an  x-ray  film  of  the  chest 
showed  extensive  density  of  a rather  unusual 
pattern  in  both  upper  lung  fields  and  in  the  cen- 
tral portions  of  the  left  lower  lung  field.  The 
heart  did  not  appear  enlarged.  The  left  dia- 
phragm was  slightly  elevated,  and  there  was  mild 
scoliosis  of  the  thoracic  spine. 

O11  the  third  day  marked  variation  of  pulse 
and  heart  rate  and  sounds  were  noted  on  expira- 
tion. The  pulse  slowed  and  weakened  during  in- 
spiration. A diastolic  gallop  at  the  apex  and  an 
inconstant  diastolic  scratchy  murmur  over  the 
pulmonic  area  were  heard.  The  respiratory  rate 
rose  to  40  for  twenty-four  hours  on  the  third  day, 
then  returned  to  the  former  rate  of  approximate- 
ly 30.  Sputum  cultures  for  streptococci,  pneu- 
mococci and  fungi  were  negative.  The  venous 
pressure  and  circulation  time  were  normal.  Re- 
peated tuberculin  and  trichinella  skin  tests  were 
negative.  Re-examination  of  the  chest  fluro- 
scopically  and  additional  films  on  the  fourth  day 
showed  no  appreciable  change  in  the  extensive 
increased  density  that  involved  both  lung  fields. 
Further  x-ray  studies  one  week  after  admission 
showed  a normal  intravenous  pyelogram.  A film 
of  the  abdomen  showed  no  soft-tissue  masses  and 
a normal-sized  liver  and  spleen.  Throughout  the 
bones  of  the  pelvis  there  were  scattered  nodules 
of  increased  density.  A gastrointestinal  series 
with  the  patient  in  the  horizontal  position 
showed  the  esophagus  to  be  normal.  The  mucosal 
folds  of  the  stomach  were  greatly  swollen.  An 
area  of  rigidity  was  seen  just  below  the  cardia 
oil  the  lesser  curvature  for  a length  of  8 to  10 
cm.  O11  the  spot  films  there  seemed  to  be  a shelf 
at  the  upper  and  lower  edges  of  this  lesion.  A 
Graham  test  faintly  outlined  a normal-appearing 
gall  bladder. 

On  the  eighth  day  the  patient  spat  up  10  c.c. 
of  blood,  which  he  stated  came  from  his  nose.  A 


gastric  analysis  after  histamine  showed  9.9  units 
of  free  acid  and  17.5  units  of  fatal  acid.  The 
sediment  contained  numerous  polymorphonu- 
clear leukocytes  and  was  negative  for  tubercle 
bacilli.  Repeated  stool  examinations  showed  three 
plus  guaiac  tests.  The  hemoglobin  was  unchang- 
ed. Successive  differential  counts  showed  the 
eosinophils  to  vary  from  9 to  24  per  cent. 

The  patient  became  progressively  weaker  and 
more  dyspneic.  During  the  third  week  the  tem- 
perature rose  slowly  to  101°F.,  the  pulse  to  120, 
and  the  respirations  between  40  and  50.  The 
urine  and  blood  were  unchanged.  The  peripheral 
lymph  nodes  were  thought  to  be  enlarged.  Res- 
piration became  more  labored,  and  without  a 
terminal  episode,  the  patient  expired  on  the 
twenty-second  hospital  day. 

DISCUSSION 
Dr.  Robert  S.  Flinn : 

This  is  the  story  of  a 43-year-old  man  who 
was  ill  for  only  six  weeks  prior  to  entry  because 
of  shortness  of  breath ; weakness  and  loss  of 
weight.  On  admission  he  had  rapid  shallow 
respirations  and  most  of  his  symptoms  seemed 
to  be  related  to  his  respiratory  system.  lie  had 
a relative  polycythemia  of  6,100,000  with  rela- 
tively normal  white  count  except  for  the  pres- 
ence of  27  per  cent  eosinophils  which  varied  in 
successive  count  from  9 to  24  per  cent.  His 
alkaline  phosphatase  was  16.6  units  but  other- 
wise his  blood  chemical  examinations  were 
not  remarkable.  Electrocardiographic  tracing 
showed  T Wave  changes  in  Leads  II,  III  and 
in  the  chest  Leads,  consistent  with  coronary 
artery  disease  or  pericarditis.  X-rays  of  his 
chest  showed  extensive  density  of  a rather  un- 
usual pattern  in  both  upper  lung  fields  and  in 
the  central  portions  of  the  left  lower  lung  field. 
The  heart  did  not  appear  to  be  enlarged.  The 
examination  of  the  chest  showed  no  appreciable 
change  in  the  extensive  increased  densities 
that  involved  both  lung  fields.  X-ray  of  the 
pelvis  showed  scattered  nodules  and  increased 
densities.  X-ray  examination  of  the  stomach 
showed  a rigidity  below  the  cardia  on  the  lesser 
curvature  for  a length  of  8 to  10  cm. 

During  the  21  days  the  patient  remained  in 
the  hospital,  he  became  weaker  and  more  short 
of  breath  and  one  assumes  that  most  of  the 
symptoms  were  referable  to  his  respiratory 
symptoms. 

In  considering  a differential  diagnosis,  one 
must  mention  the  various  infections  of  the  lung 
and  here  we  must  assume  that  the  patient  did 
not  have  pulmonary  tuberculosis;  lung  abscess 
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or  fungus  disease.  If  you  or  I could  have  seen 
the  x-ray  plates,  we  might  not  have  been  so 
vague  in  our  description.  At  any  rate  one  must 
assume  that  this  was  not  the  typical  picture  of 
a metatastic  carcinoma. 

The  presence  of  the  eosinophilia  is  rather  in- 
teresting and  raises  the  question  as  to  the  possi- 
bility of  an  aleukemic  leukemia;  a lupus  ery- 
thematosus ; or  a periarteritis.  I see  no  evidence 
on  which  to  make  such  a diagnosis,  although 
periarteritis  nodosus  with  involvement  of  stom- 
ach, heart,  lungs  is  an  attractive  possibility.  One 
also,  I suppose,  must  consider  the  possibility  of 
Hodgkin’s  disease  and  even  Paget’s  disease. 

If  one  attempts  to  make  one  diagnosis  fit  the 
entire  picture,  one  must  explain  the  changes  in 
the  stomach,  in  the  bone,  in  the  chest  on  the  same 
basis.  I can  think  of  only  one  condition  which 
might  account  for  all  these  various  manifesta- 
tions and  that,  of  course,  is  carcinoma  of  the 
stomach.  This  diagnosis  is  perfectly  tenable  in 
spite  of  the  fact  that  the  gastric  analysis  showed 
9.9  units  of  free  hydrochloric  and  17.5  units  of 
total  assets,  since,  according  to  prevailing  text- 
books, free  acid  is  present  in  the  gastric  content 
in  about  40  per  cent  of  cases,  and  after  the  in- 
jection of  histamine,  subcutaneously,  may  be 
found  in  rather  high  concentration — 75  to  100 
clinical  units.  Although  bone  metastases  from 
carcinoma  of  the  gastrointestinal  tract-  are  rela- 
tively uncommon,  I am  forced  to  explain  the 
whole  picture  of  the  basis  of  carcinoma  of  the 
stomach. 

Dr.  Clarence  B.  Warrenburg : 

The  43-year-old  longshoreman  who  is  our  pa- 
tient for  today,  was  well  until  six  weeks  before 
admittance  to  the  hospital.  He  was  admitted  be- 
cause of  shortness  of  breath.  The  rather  com- 
plete clinical  picture,  along  with  the  x-ray  and 
laboratory  findings  that  are  reported  on  the 
first  page  of  the  protocol,  makes  one  think  of 
a number  of  diseases  that  this  patient  might- 
have  had.  But  on  the  second  page  there  is  re- 
corded a finding  that  gives  us  a lead  as  to  the 
diagnosis  in  this  case.  I am  referring  to  the 
G.  I.  series  report  which  states  that  an  area  of 
rigidity  is  seen  in  the  stomach  just  below  the 
cardia  on  the  lesser  curvature.  This  lesion  is 
described  as  8 to  10  cm.  in  length  and  there 
seemed  to  be  a shelf  at-  its  upper  and  lower  edges. 

This  lesion  is  undoubtedly  a carcinoma  of  the 
stomach,  until  proven  otherwise.  The  protocol 
does  not  give  us  the  advantage  of  a gastroscopic 


examination.  A flat  plate  of  the  abdomen  shows 
no  abnormalities  except  in  this  x-ray  film  there 
are  revealed  scattered  nodules  of  increased 
density  throughout  the  bones  of  the  pelvis.  An 
x-ray  film  of  the  chest  showed  extensive  density 
of  a rather  unusual  pattern  in  both  upper  lung 
fields  and  in  the  central  portions  of  the  left  lower 
lung  field. 

No  tubercle  bacilli  could  be  found  on  repeated 
tests  of  the  sputum.  The  heart  seemed  normal 
except  for  a rapid  rate.  The  liver,  gall  bladder 
and  spleen  were  apparently  normal.  The  blood 
Hinton  test-  was  negative  and  the  neurological 
examination  was  negative. 

The  whole  picture,  with  a few  disconcerting 
exceptions,  is  compatible  with  the  diagnosis  of 
cancer  of  the  stomach  with  extensive  lymphatic 
and  hematogenous  metastasis  to  the  lungs. 

Those  exceptions  are : 

1.  There  is  no  mention  in  this  history  of  even 
a mild  gastric  distress. 

2.  The  gastric  analysis  reveals  free  and  total 
acid. 

3.  No  anemia  is  present. 

4.  An  eosinophilia  is  present  but  this  is  some- 
times present  in  the  advanced  states  of  CA. 

The  findings  that  favor  the  diagnosis  of  CA  of 
the  stomach  with  metastasis  to  the  lungs  are : 

1.  The  age  and  sex  of  the  patient.  Most  CA 
of  the  stomach  occur  after  age  of  40.  The  con- 
dition predominates  in  the  male  sex  two  to  one. 

2.  The  x-ray  finding  of  a lesion  in  the  stom- 
ach. 

3.  The  extensive  density  of  a rather  unusual 
pattern  in  both  upper  lung  fields. 

4.  X-ray  evidence  of  metastatic  lesions  in 
the  bones  of  the  pelvis. 

5.  The  cachexia,  pallor  and  fever. 

6.  The  15  pound  loss  of  weight. 

7.  Occult  blood  in  the  stool ; and  the  patient 
spat  up  blood  on  the  8th  hospital  day. 

8.  Enlarged  peripheral  lymph  nodes. 

MY  DIAGNOSIS  IS: 

1.  Inoperable  carcinoma  of  the  stomach  with 
extensive  metastasis  to  the  lungs  and  to  the  bones 
of  the  pelvis. 

Livingston  and  Pack  in  1939  estimated  that 
there  were  more  deaths  from  gastric  CA  alone 
than  from  cancers  of  the  lip,  tongue,  tonsils, 
cheek,  pharynx,  larynx,  salivary  glands,  thyroid, 
breast-  (male  and  female),  ovary,  uterine  cervix 
and  croups  combined.  Moreover,  they  state  that 
there  has  been  no  improvement  in  the  salvage 
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from  gastric  cancer  in  the  past  20  years.  They 
estimate  the  definitive  cures  of  unselected  pa- 
tients with  gastric  cancer  at  2 per  cent. 

Yet  gastric  cancer  is  curable  provided  only 
that  the  patient  reaches  the  surgeon  with  a re- 
spectable lesion.  What  is  needed  is  a high  index 
of  suspicion  of  cancer  in  the  patient  who  com- 
plains of  a gastric  disturbance  which  does  not 
yield  to  conservative  treatment  within  a period 
of  a few  weeks. 

differential  diagnosis 

Dr.  Wyman  Richardson:  The  story  is  that  of 
a relatively  young  man  with  an  acute  illness 
lasting  four  weeks. 

Is  it  fair  to  look  at  the  temperature  chart?  I 
was  quite  interested  to  know  whether  he  had  a 
high  plateau  type  of  fever  or  one  that  went  up 
and  down. 

Dr.  Benjamin  Castleman : You  may  see  it. 
It  is  not  striking. 

Dr.  Richardson  : The  fever  apparently  started 
off  gently  and  really  never  did  get  particularly 
high.  It  was  not  a septic  temperature. 

First  of  all  I want  to  run  over  some  of  the 
findings.  The  primary  symptoms  were  pulmon- 
ary, and  there  was  slight  hemoptysis  early  in 
the  disease.  I think  that  this  is  worth  emphasiz- 
ing. He  had  night  sweats.  This  is  also  worth  em- 
phasizing. The  urine  was  essentially  negative. 
It  contained  a few  blood  cells  but  no  albumin. 
Several  sputum  examinations  were  done ; but 
the  story  was  that  of  an  unproductive  cough  and 
there  is  nothing  to  suggest  that  what  he  was 
bringing  up  was  really  sputum.  The  alkaline 
phosphatase  was  elevated,  and  this  suggests  bone 
disease  with  osteoblastic  activity.  The  murmur 
in  the  pulmonary  area  could  possibly  have  been 
due  to  pericarditis,  or  to  pleuritis  from  the  over- 
lying  lung,  or  it  may  not  have  been  significant 
at  all.  Tuberculin  tests  were  negative.  Repeated 
tests  with  trichinella  antigen  were  also  negative. 
There  was  pus  in  the  gastric  contents,  an  ob- 
servation not  frequently  made,  perhaps  because 
it  is  not  looked  for.  Perhaps  we  should  see  the 
x-ray  films  at  this  time.  I am  interested  in  the 
lesion  in  the  stomach  and  the  appearance  of  the 
chest,  as  well  as  some  of  the  bone  lesions. 

Dr.  Milford  1).  Schulz:  The  films  of  the  chest 
show  extensive,  symmetrically  distributed  mot- 
tled and  stringy  areas  of  increased  density 
spreading  into  both  lung  fields.  These  go  all 
the  way  out  to  the  periphery  of  the  lung  fields 


and  seem  to  be  most  prominent  near  the  lung 
roots.  It  ushers  in  as  possibilities  a whole  group 
of  lesions  that  includes  lymphatic  spread  of 
tumor,  fibrosis,  miliary  tuberculosis,  sarcoid  and 
others. 

Dr.  Richardson:  You  never  see  an  x-ray  of 
the  chest  like  that  with  periarteritis  nodosa,  do 
you  ? 

Dr.  Schulz : Not  quite  like  it,  although  some- 
what approaching  it.  The  findings  in  this  film 
in  association  with  the  increasing  dyspnea  make 
one  think  about  lymphatic  spread  of  tumor,  espe- 
cially in  view  of  the  areas  of  increased  density 
evident  in  the  bones. 

Dr.  Richardson : Let  us  look  at  the  bones. 

Dr.  Schulz : There  are  many  round  areas  of 
increased  density  in  the  pelvis  that  look  like 
osteoblastic  reaction  to  metastases.  Similar  bone 
lesions  can  he  seen  in  lymphoma. 

Dr.  Richardson  : Do  you  see  areas  of  osteo- 
lytic activity  ? 

Dr.  Schulz : I do  not  believe  so.  I think  that 
they  are  osteoblastic. 

Dr.  Richardson:  With  widespread  tuberculo- 
sis in  the  bone,  is  there  ostoblastic  activity  or  is 
it  mostly  a destructive  process? 

Dr.  Schulz:  I have  never  seen  it  look  like  this. 

Dr.  Richardson:  This  is,  of  course,  a miliary 
process. 

Dr.  Schulz:  The  fluoroscopist  observed  great- 
ly swollen  rugal  folds.  The  films  of  the  stom- 
ach show  an  area  of  rigidity  along  the  lesser 
curvature,  and  this  is  quite  constant  on  the 
spot  films.  No  actual  tumor  mass  is  seen,  but 
there  is  ulceration  of  the  mucosa  along  the  rigid 
part  of  the  stomach. 

Dr.  Richardson : T want  to  play  down  that 
lesion. 

Dr.  Schulz:  These  swollen  rugae  are  remin- 
iscent of  a case  presented  at  this  conference 
several  years  ago  that  proved  to  be  merely  gas- 
tritis with  infiltration  of  the  stomach  wall.1 
Lymphoma  of  the  stomach  can  also  have  this 
appearance. 

Dr.  Chester  M.  Jones:  Would  you  be  willing 
to  say  that  this  was  not  an  extraluminal  gastric 
lesion,  but  that  it  was  in  the  mucosa? 

Dr.  Schulz:  On  the  basis  of  these  films  I do 
not  believe  that  one  can  tell. 

Dr.  Richardson : Now  for  the  diagnosis.  If 
one  takes  the  eosinophilia  seriously,  what  does 
one  have  to  consider?  I am  not  going  through 
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all  the  possibilities,  but  some  of  them  have  to 
be  considered  seriously. 

It  do  not  know  much  about  Loeffler’s  syn- 
drome, but  it  has  to  do  with  a pneumonitis  and 
a high  eosinophilia.  It  is  relatively  acute  and  be- 
nign. I am  not  up  on  the  literature,  but  in  cases 
coming  from  the  Mediterranean  area  I have 
seen  mention  of  eosinophilia  and  chronic  pneu- 
monitis that  lasted  for  a year  or  more.  I do  not 
believe  that  any  of  these  cases  had  an  acute  ful- 
minating process  of  this  sort.  I have  seen  one 
patient  in  this  hospital  who  had  an  eosinophilia 
with  lesions  in  the  lung,  a picture  that  suggested 
to  me  Hodgkin’s  disease.  In  the  course  of  a year, 
however,  all  the  lesions  disappeared,  as  did  the 
eosinophilia,  and  the  patient  made  a spontaneous 
recovery.  In  the  present  case  the  disease  seems 
to  me  to  be  too  widespread  and  too  quickly  fatal 
to  consider  this  group,  and  therefore  I cross 
them  out. 

I think  that  one  can  make  out  a good  case  for 
periarteritis  nodosa,  whatever  that  may  be.  It  is 
a clinical  hodge-podge  when  one  tries  to  make 
of  it  a clear-cut  clinical  picture.  This  case  does 
not  follow  the  pattern  that  one  encounters  in 
the  asthmatic  type.  There  is  no  peripheral  neu- 
ritis, no  mesenteric  thrombosis,  no  renal  symp- 
toms, and  only  slight  evidence  of  any  actual 
coronary  involvement.  Furthermore,  I do  not 
believe  that  we  see  such  a chest  picture  in  the 
usual  type  of  periarteritis  nodosa.  It  seems  to 
me  that  the  course  is  too  acute  for  a case  of 
periarteritis  nodosa,  and  in  spite  of  the  eosino- 
philia I am  going  to  throw  that  diagnosis  out. 
Also  bone  lesions  would  be  extremely  rare  with 
periarteritis  nodosa. 

Trichinosis  can  be  fatal.  When  it  is,  I believe 
that  it  would  cause  a typhoid-like  picture,  which 
this  patient  did  not  show.  There  may  be  central- 
nervous-system  involvement  in  fatal  cases.  Two 
skin  tests  were  negative.  If  one  is  going  to  pay 
any  attention  to  such  tests  it  seems  to  me  that 
they  should  have  been  positive  in  this  case.  I 
am  going  to  rule  it  out. 

Tumor  seems  to  me  the  logical  diagnosis  in 
this  case.  There  is  widespread  disease  involving 
bone  with  lesions  that  Dr.  Schulz  says  are  con- 
sistent with  metastatic  tumor  of  the  bone. 
There  is  a lesion  in  the  stomach,  and  one  can 
logically  say  that  this  patient  had  a tumor  of 
the  stomach  with  widespread  metastases,  or  pos- 
sibly primary  tumor  in  the  lung,  with  metastases 


elsewhere.  Eosinophilia  with  tumor  involving 
the  lung  is  sometimes  observed.  I saw  a case 
not  so  long  ago  with  eosinophilia  due  to  bone 
metastases  from  a pancreatic  tumor,  but  if  one 
is  going  to  suggest  tumor  as  a cause  for  eosino- 
philia there  should  be  an  accompanying  anemia 
and  changes  in  the  blood  characteristic  of  wide- 
spread bone-marrow  involvement.  This  man  had 
no  anemia ; in  fact  he  had  a polycythemia,  prob- 
ably due  to  a certain  amount  of  dehydration 
and  possibly  accentuated  by  some  anoxemia,  al- 
though he  is  not  described  as  being  cyanotic. 
I do  not  get  the  feel  from  this  case  that  it  was 
malignant  tumor.  It  was  rapidly  fatal  without 
any  of  the  really  good  localizing  signs  or  symp- 
toms that  one  would  expect  with  a rapidly  fatal 
tumor.  It  is  the  kind  of  death  that  one  might 
expect  from  acute  leukemia.  Nothing  suggesting 
this  was  observed  in  the  blood  smear.  Then  we 
have  the  lymphoma  group.  It  is  rare  to  see  a 
case  as  quickly  fatal  as  this  in  any  of  the  lym- 
phomas, unless  one  includes  acute  leukemias 
which  I have  already  mentioned. 

The  whole  picture  to  me  is  that  of  infection, 
and  whereas  I say  that  tumor  is  the  logical  diag- 
nosis, I am  going  to  throw  that  out  also.  It 
may  be  an  infection  that  I know  nothing  about, 
or  that  I have  not  thought  of,  in  which  case 
there  is  no  use  in  talking  any  more.  The  only 
infection  that  I can  think  of  that  might  produce 
such  an  acutely  fatal  illness  is  an  acute  miliary 
tuberculosis.  Does  miliary  tuberculosis  cause 
eosinophilia?  I do  not  remember  having  ob- 
served it,  although  I have  not  seen  manv  cases. 
That  is  one  point  against  it.  The  tuberculin  test 
was  negative,  but  the  tuberculin  test  is  frequent- 
ly negative  in  overwhelming  infection  by  the  tu- 
bercle bacillus.  So  we  can  allow  that.  The  third 
point  against  it  is  this  osteoblastic  activity  in  the 
bone,  which  one  would  think  ought  to  be  osteo- 
lytic. I am  not  sure  whether  tubercles  scattered 
throughout  the  bone  marrow  can  “tickle  up” 
the  osteoblasts  enough  to  lay  down  a little  bone. 
I do  not,  however,  feel  satisfied  with  the  diagno- 
sis of  tuberculosis. 

The  diagnosis  of  acute  bacterial  endocarditis 
ought  to  be  entertained,  but  again  there  is  no 
evidence  of  embolic  phenomena,  and  the  bone 
involvement  does  not  seem  to  go  with  it.  I am 
trying  to  make  a soft  bed  for  myself  by  saying 
that  tumor  is  the  logical  diagnosis,  but  I am 
going  to  cross  that  out  and  say  that  this  man 
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had  a fulminating  infection,  probably  miliary 
tuberculosis. 

Dr.  J.  H.  Means : Dr.  Napier  is  here,  and  1 
have  asked  him  to  comment  on  the  eosinophilia. 

Dr.  L.  Everard  Napier:  My  remarks  will  not 
bear  any  relation  to  this  case,  but  I have  been 
in  the  tropics,  where  we  see  a good  deal  of 
eosinophilia,  much  of  which  we  cannot  under- 
stand. We  call  it  idiopathic  eosinophilia.  Fre- 
quently we  find  it  running  up  to  60  to  70  per 
cent  without  any  obvious  reason.  Another  as- 
pect of  eosinophilia  in  the  tropics  is  the  high 
eosinophilic  count  in  the  normal  population,  as 
compared  with  the  figures  one  sees  in  the  text- 
books that  are  based  on  experience  in  temperate 
climates.  We  have  taken  counts  of  so-called 
“healthy  people”  in  India  and  found  an  aver- 
age eosinophilic  count  of  14  per  cent.  A good 
deal  of  this  is  attributed  to  parastic  infestation. 
That  is  not  the  whole  story,  however.  When 
vve  exclude  infestation  we  find  an  average 
eosinophilia  of  the  lung  or  eosinophilic  pneu- 
presence  of  eosinophilia  would  not  excite  me 
the  same  way  that  it  does  you  here.  The  one 
thing  you  think  of  is  trichinosis  or  trichiniasis — 
it  should  really  be  called  “trichineliasis”  to  be 
correct — but  we  do  not  think  of  that  in  India 
because  we  scarcely  ever  see  it.  We  have  seen 
eosinophilia  of  the  lung  or  eosinophilic  pneu- 
monitis, but  it  is  essentially  a benign  disease. 

Dr.  -Tones:  I saw  this  patient  and  thought 
that  he  probably  had  a lymphosarcoma  originat- 
ing in  the  stomach.  The  chest  findings  were 
perfectly  consistent  with  such  a diagnosis,  and 
the  x-ray  film  of  the  stomach  showed  a curious 
mucosal  pattern  which  was  like  that  of  several 
cases  of  lymphosarcoma  of  the  stomach  that  T 
have  seen.  On  the  basis  of  this  trabeeulation  of 
the  gastric  mucosa  and  the  rest  of  the  story,  that 
is,  the  chest  findings  and  the  bone  lesions,  T 
thought  that  lymphosarcoma  secondary  to  a pri- 
mary focus  in  the  stomach  was  the  logical  diag- 
nosis. 

CLINICAL  DIAGNOSIS 
Lymphosarcomatosis. 

DR.  RICHARDSON ’S  DIAGNOSIS 
Miliary  tuberculosis. 

ANATOMICAL  DIAGNOSIS 
Carcinoma  of  stomach  with  metastases  to  the 
regional  lymph  nodes,  pleura,  lung,  pericardium, 
peritoneum  and  vertebras. 

Lymphatic  spread  of  pulmonary  metastases. 


PATHOLOGICAL  DISCUSSION 

Dr.  Castleman : Both  lungs  were  voluminous 
and  filled  the  entire  chest  cavity.  Scattered 
over  both  pleural  surfaces  was  a yellow-white 
lacelike  network,  which  reminded  me  a bit  of  the 
lacteals  in  the  intestines  when  they  are  bal- 
looned with  fat.  This  network  was  bright  yel- 
low in  places  and  formed  a pattern  of  the  entire 
lymphatic  system  of  the  pleura.  It  was  very 
striking.  This  pleural  process  involved  the  entire 
pleura  and  extended  on  to  the  pericardium  at 
the  pleural  reflection.  This  same  lymphatic 
engorgement  was  seen  throughout  the  paren- 
chyma of  both  lungs.  We,  of  course,  thought  of 
metastatic  carcinoma  and  focused  our  attention 
on  the  stomach.  Along  the  lesser  curvature  we 
found  enlarged  lymph  nodes  adherent  to  the 
pancreas,  but  the  pancreas  itself  looked  normal. 
Along  this  curvature  we  also  found  a slightly 
rigid  area  2 to  3 cm.  long  that  was  only  super- 
ficially ulcerated.  The  mucosal  folds,  however, 
were  prominent,  and  this  prominence  is  undoubt- 
edly what  was  seen  in  the  x-ray  and  led  Dr. 
Jones  to  think  of  a lymphoma,  because  lym- 
phoma does  spread  in  submucosal  tissues  and 
elevates  the  mucosa.  Of  course,  carcinoma  can 
also  spread  in  that  way.  These  mucosal  folds 
were  high  and  could  not  be  depressed  so  that 
we  knew  there  was  something,  almost  certainly 
a neoplasm,  beneath  the  mucosa.  Microscopi- 
cally all  the  lymphatic  vessels  in  the  pleura  and 
lungs  were  plugged  with  nests  of  neoplastic 
cells,  which  proved  to  be  those  of  a differentiated 
carcinoma.  The  primary  lesion  was,  of  course, 
the  rigid  area  in  the  stomach  ; it  had  extended 
throughout  the  submucosa  to  involve  the  serosal 
lymphatic  vessels,  the  peripancreatic  lymph 
nodes  and  the  peritoneum.  The  vertebral  bone 
marrow  was  grossly  involved,  and  it  is  surpris- 
ing that  the  red-cell  count  was  high.  T\vo  or 
three  other  counts  were  taken,  and  all  were  in 
the  neighborhood  of  5,000,000. 

Dr.  Richardson : If  one  had  looked  at  the 
smear  I suppose  one  might  have  found  some  evi- 
dence of  red-cell  activity. 

Dr.  Castleman:  This  lung  picture  of  lym- 
phatic spread  of  metastases  has  been  recently 
described  by  Dr.  Mueller  of  the  x-ray  depart- 
ment and  by  Dr.  Sniffen  of  this  laboratory.2 
About  70  per  cent  of  all  cases  of  lymphatic 
spread  of  cancer  of  the  lungs  come  from  the 
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stomach ; they  usually  occur  in  young  persons, 
and  the  course  is  rapidly  fatal. 

Dr.  Jones:  I think  that  it  cannot  be  stressed 
too  much  that  miliary  lesions  in  the  lungs  may 
be  due  to  many  causes  other  than  tuberculosis. 


This  column  recently  resented  the  efforts  of  a 
well-known  drug  house  to  “help”  the  medical 
profession  obtain  a SYNTHETIC  ADRENAL 
CORTICOID  DRUG,  for  use  with  vitamin  C in 
cases  of  rheumatoid  arthritis.  The  reports  were 
too  controversial.  . . In  order  to  get  an  expert 
opinion,  we  have  corresponded  with  a prominent 
arthrologist  in  Los  Angeles.  He  has  contributed 
to  ARIZONA  MEDICINE  in  the  past,  and  has 
been  of  help  in  answering  questions.  . . . He  says 
that  a well-controlled  study  will  shortly  be  pre- 
sented at  a medical  meeting.  The  stuff  is  NOT 
valuable.  (Actually  the  control  cases,  receiving 
distilled  water,  did  better).  ...  It  is  hard  to  see 
how  the  so-called  successful  series,  even  though 
small,  could  have  been  obtained. 


Physicians  are  joining  taxi-drivers  in  their 
rapport  to  a central  office,  VIA  SHORT-WAVE 
RADIO.  . . . Two  hundred  doctors  in  New  York 
City  will  carry  pocket-size  receivers,  with  which 
they  can  receive  calls  from  a telephone-answering 
service  over  a radius  of  25  miles.  . . . Each  will 
have  a number  in  code;  the  call  goes  through  con- 
tinuously; and  the  doctor  answers  by  telephone — 
or  keeps  on  playing  golf. 


The  most  logical  and  concise  reason  why  social- 
ized medicine  is  being  pushed  by  the  planners 
has  been  given  by  a Scot  from  London,  Dr.  Chris- 
topher Daniels.  . . . “No  nation  in  its  right  mind 
will  accept  Socialism  or  Communism.  It  must  be 
introduced  insidiously,  through  the  emotions. 
BIRTH,  DEATH,  AND  SICKNESS  HAVE  THE 
GREATEST  EMOTIONAL  APPEAL,  and  medi- 
cal services  are  among  the  first  to  be  attacked 
and  taken  over.  A typical  socialist  trap  is  to  bog 
the  opposition  down  in  arguments  about  the 
mechanism  of  the  scheme,  while  the  true  mean- 
ing is  being  obscured.  This  situation  is  like 
polio — you  don’t  know  when  you  catch  it,  and  by 
the  time  the  paralysis  is  diagnosed  it  is  too  late.” 


The  reports  of  GOOD  EFFECTS  from  the  use 
of  curare  , procaine,  cortisone,  the  antibiotics,  etc., 


One  of  the  most  frequent  is  metastatic  malig- 
nancy. 
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etc.,  are  invariably  followed  by  reports  of  TOX- 
ICITY. . . . No  method  seems  to  be  as  good  as  it 
looks  at  first,  and  only  a few  reach  a favorable 
balance  between  success  and  hazards.  ...  We 
should  learn,  and  promise  ourselves  never  to  for- 
get, that  the  trial  of  a substance  almost  always 
proceeds  along  certain  regular  paths,  and  that 
there  are  obstacles  for  all  of  them — even  water. 


A 1949  paragraph  on  WATER  can  now  be  modi- 
fied ...  a method  of  distillation  from  sea-water 
by  high  speed  centrifugal  evaporation  is  being 
developed.  Engineers  in  California  say  that  the 
process  will  soon  be  practicable,  and  the  water 
will  cost  about  $20  per  acre-foot.  . . . This  com- 
pares with  $15  for  the  Colorado  river  water  in 
that  area — and  who  knows,  the  latter  might  be- 
come less  plentiful? 


Now  and  then  the  newest  drug  turns  out  NOT 
to  be  the  best  drug.  . . . Eisele  of  Chicago  reports 
in  the  March  Wisconsin  Medical  Journal  that 
aureomycin  plus  streptomycin  is  NOT  as  satis- 
factory or  sulfadiazine  plus  streptomycin  for 
BRUCELLOSIS.  . . . The  results  are  from  a series 
of  laboratory  animals  and  cattle.  Aureomycin  is 
bacteriostatic  rather  than  bacteriocidal,  and  the 
organisms  promptly  grow  after  use  of  the  drug  is 
stopped. 


An  oblique  emphasis  on  progress  in  medicine 
is  the  publication  of  a SECOND  edition  of  a ten 
dollar  book  on  “BRUCELLOSIS”  (H.  J.  Harris, 
for  Paul  B.  Hoeber,  Inc.).  . . . Undulant  fever  has 
a brief  history  and  a new  therapy  (as  noted 
above)  but  there  is  a large  backlog  of  human 
cases  and  a huge  animal  reservoir  to  be  elimin- 
ated. . . The  ARIZONA  STATE  VETERINARIAN 
is  considering  the  use  of  more  stringent  controls 
over  imported  cattle.  An  occasional  beast  flares 
up  with  Bang’s  disease  after  being  certified  as 
negative  when  entering  the  state,  and  the  loop- 
hole should  be  closed. 


TOPICS  OF  CURRENT  MEDICAL  INTEREST 


RX,  DX,  AND  DRS. 

By  Guillermo  Osier,  M.  D. 
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A recent  note  about  CIVILIAN  MEDICAL 
JOBS  in  the  Canal  Zone  can  now  be  revised  to 
read — “and  Japan,  Guam  and  Okinawa.”  . . . The 
Department  of  the  Army  is  seeking  physicians 
in  several  specialties  for  one  or  two-year  tours 
of  duty  as  medical  officers.  Salaries  vary  from 
$(5,400  to  $9,500.  The  age  limit  is  57  years.  De- 
pendents are  permitted,  and  living  quarters  are 
free  or  nearly  so.  . . . The  applications  go  to 
Civilian  Personnel  Division,  1660  East  Hyde  Park 
Boulevard,  Chicago  15. 


One  only  has  to  wander  a little  bit  among  the 
sciences  to  get  lost,  or  badly  confused.  . . . The 
spring  issue  of  “Cathode  Press,”  published  by 
the  Machlett  Company,  shows  us  a dim  other- 
world.  ...  On  page  2 we  find  a drawing  labelled 
“schematic  axial  cross  section  of  Super  Dynamex 
Anode,”  and  on  page  6 an  article  entitled  “A 
Ceramic  Planar  Power  Tetrode.’  . . . This  inferior- 
ity feeling  could  be  erased  by  inviting  an  en- 
gineer to  a clinical-path,  conference. 


I)r.  Ralph  Waters,  teacher  of  many  current 
anaesthetists  and  inventor  of  many  methods, 
must  have  a tolerant  smile  now  and  then  as  he 
tends  his  roses  in  Florida  retirement.  . . . Dr. 
Waters  was  the  earliest  professor  of  his  subject, 
and  headed  the  department  at  the  Wisconsin 
General  Hospital.  ...  If  he  reads  the  hospital 
journals  he  will  see  pictures  of  the  methods  used 
to  pipe  OXYGEN  to  the  bedside  through  three 
miles  of  copper  tubing  and  330  outlets  in  New 
York’s  Presbyterian  Hospital.  . . . The  reason  for 
his  tolerance  lies  in  the  fact  that  he  had  oxygen 
piped  into  the  W.  G.  H.  in  1934,  where  it  has  been 
the  accepted  means  of  supply  ever  since. 


Dr.  John  Lundy  is  chief  of  the  Mayo  Clinic 
-'vtion  on  anaesthesia,  and  also  one  of  the  great 
authorities  in  that  field.  Any  pronouncement  of 
his  should  carry  special  weight.  . . . When  he 
describes  AN  AUTOMATIC  DEVICE  TO  REGU- 
LATE THE  FLOW  OF  AN  ANAESTHETIC  as 
“fabulous,”  it  should  be  just  that.  . . . The  equip- 
ment contains  an  electroencephalograph,  and 
the  variation  in  “brain  waves”  determines  the 
patients  reaction.  . . . The  apparatus  has  actually 
been  connected  to  the  syringe  which  delivers  an 
intravenous  agent,  and  is  said  to  control  it  well. 


We  have  recently  seen  the  report  of  a wonder- 
ful COMBINATION  OF  HEALING  AGENCIES. 
. . . A Boy  Scout  was  given  a high  award  for  his 
activities,  which  included  hiking  and  other  physi- 
cal exercises.  . . . He  has  been  very  active  in 
civic  affairs  and  in  the  Catholic  Church.  . . From 
birth  until  the  age  of  ten  he  had  a long  series 
of  operations  to  repair  a clubbed  and  rotated 
foot.  . . . The  surgery  was  done  through  the  aid 
of  a Shrine  Hospital,  and  he  and  his  family  are 


very  grateful.  . . . This  sounds  like  Brotherhood — 
and  it  is  also  possible  that  some  of  the  doctors 
didn’t  have  ancestors  on  the  Mayflower. 


CARDIOVASCULAR  CATHETERIZATION  is 
a fashionable  and  valuable  procedure  right  now. 
Quite  a few  articles  are  being  published  on  its 
use  in  diagnosis,  chiefly  of  congenital  malforma- 
tions. ...  It  should  be  noted  that  the  method  is 
time-consuming,  the  pressures  and  blood  analyses 
are  difficult  to  obtain,  and  the  data  are  hard  to 
interpret.  . . . Only  a few  clinics  in  the  nation  are 
capable  of  doing  the  job  well — and  that’s  the  way 
it  should  remain  for  the  time  being. 


We  have  blood  banks,  eye  banks,  bone  banks, 
artery  banks,  etc.,  etc.  . . . Now  we  have  an  “ICE 
BANK.”  ...  It  looks  suspiciously  like  a refrig- 
erator, however,  and  is  used  in  a hospital  ward 
to  produce  ice  in  partially-filled  pitchers  for  later 
use.  ...  A 1950  ICE  BOX. 


Many  unique  answers  to  medical  questions  do 
not  spring  complete  from  the  brows  of  profes- 
sors. ...  A good  example  of  this  truism  (if  it 
is  true)  is  THE  HILLSDALE  PLAN,  started  in 
1948  by  the  Hillsdale  County  Medical  Society  of 
Michigan.  ...  It  was  noted  that  60%  of  the  cancer 
cases  treated  in  that  area  in  1946  involved  the 
skin,  breast,  uterus,  and  rectum.  Since  all  of 
these  sites  could  be  examined  in  the  offices  of 
physicians,  without  special  equipment,  it  was 
arranged  to  make  every  office  a cancer  detection 
center.  . . . Thirteen  of  the  eighteen  doctors  in 
Hillsdale  participate  in  the  plan.  A publicity 
campaign  started  the  examinations  at  a high 
level,  but  the  ball  has  continued  to  roll.  . . . Sev- 
eral groups  of  patients  are  seen — women  over  40 
years  who  are  seen  by  appointment;  men  or  wom- 
en of  any  age  who  request  the  routine  examina- 
tion; and  patients  who  see  their  physicians  re- 
currently for  chronic  diseases.  ...  A specific 
h’story  is  taken,  and  the  skin,  mouth,  throat, 
neck,  breasts,  heart,  lungs,  abdomen,  genital 
organs  and  rectum  are  examined.  The  urine  is 
tested,  and  a blood  count  is  done  if  anemia  seems 
evident.  X-rays  and  biopsy  are  arranged  if  indi- 
cated. Re-examination  is  suggested  at  intervals 
of  six  months.  . . . Many  non-cancerous  abnormali- 
ties have  been  found,  and  suggestions  made  for 
management.  . . . The  usual  cost  of  the  study  has 
been  $4  or  $5.  More  than  1,500  original  examina- 
tions were  made  in  the  first  18  months  of  the 
plan,  and  54  cases  (3.5%)  of  cancer  were  found, 
though  only  about  17%  of  the  females  over  40  in 
Hillsdale  were  examined. 


A TESTING  PROGRAM  for  substances  which 
may  be  of  value  as  replacements  for  natural  hor- 
mones is  gradually  being  formulated.  The  object 
is  to  find  a compound  which  will  replace  a func- 
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tion  of  the  hormone,  and  for  which  a test  is  avail- 
able. . . . Examinations  for  the  number  of  lympho- 
cytes or  eosinophiles,  the  sodium-potassium  bal- 
ance, etc.,  can  be  made  on  an  animal.  The  adren- 
als (source  of  cortisone)  are  then  removed,  the 
substitute  compound  is  then  given,  and  the  blood 
cell  and  chemical  levels  are  noted  to  decide  its 
efficiency. 


The  recent  tendency  has  been  to  TREAT  DIA- 
BETES with  a “free”  diet,  combined  with  insulin, 
and  little  attention  paid  to  the  blood  or  urine 
sugar  levels.  . . . This  is  the  path  of  least  resist- 
ance for  both  the  physician  and  the  patient,  and 
certainly  the  dream  method  for  the  patient.  . . . 
The  disadvantages  are  real,  however.  It  is  un- 
economic, since  more  insulin  is  needed.  It  is 


hazardous  to  the  pancreas,  since  hyperglycemia 
damages  the  islands  of  Langerbans.  It  may  pro- 
duce fatty  degeneration  of  the  liver.  It  also  forms 
bad  habits. 


If  a doctor  applied  for  a ,job  in  the  Arizona  State 
Health  Department,  and  then  came  to  visit  in 
Phoenix,  the  obvious  conclusion  would  be  that 
the  two  events  were  associated.  . . . They  could 
be,  except  for  the  notorious  VERSATILITY  OF 
PHYSICIANS.  ...  A recent  trip  by  Dr.  R.  Es- 
mond Smith,  member  of  the  Los  Angeles  County 
Sanatorium  Staff,  and  one-time  medical  mission- 
ary to  Beirut  in  Syria,  was  made  only  in  part  to 
survey  the  Arizona  job,  and  primarily  to  help 
found  a parish  of  the  strict  and  fundamentalist 
Scotch  Reformed  Presbyterian  Church! 


AN  INTRODUCTION  TO  DIANETICS 

LLOYD  F.  SMITH,  M.  D., 

Monrovia,  California 


You  are  walking  down  the  street.  A stranger 
stops  you.  “Pardon  me,”  he  says.  “Are  you 
Doctor  White?  Fine.  I have  discovered  some- 
thing so  important  that  it  ranks  with  the  dis- 
covery of  fire.  With  my  discovery  I can  cure 
every  psychosomatic  ill,  every  neurosis,  every 
psychosis.  Are  you  interested?” 

If  that  happens  to  you  tomorrow,  how  do  you 
expect  to  react?  Wig-wag  for  a cop  to  grab  the 
stranger  until  an  ambulance  can  whisk  him  to 
a mental  hospital  ? Laugh  at  this  gigantic  claim  ? 
Sit  down  with  the  stranger  and  listen  to  what 
he  has  to  say? 

That  little  story  told  above  is  no  story  out  of 
a fairy  book.  It  is  something  that  has  already 
happened.  The  stranger’s  name,  L.  Ron  Hub- 
bard. His  address,  Elizabeth,  New  Jersey.  His 
claims  stated  in  a book,  Dianetics,  published 
1950  by  Hermitage  House,  N.  Y.  The  claims 
in  the  first  paragraph  above  come  almost  ver- 
batim from  page  ix,  the  very  first  page  in 
his  book. 

Ordinarily  we  might  like  to  dismiss  such  claims 
and  go  about  our  business.  But  the  book  Di- 
anetics has  hit  best  seller  lists,  and  a foundation 
for  Dianetics  has  been  established  in  Elizabeth, 
N.  J.,  or  so  I understand.  Patients  start  to  ask 
about  it.  Probably  the  best  thing  to  do  is  to 
look  into  Hubbard’s  theories  and  see  if  we  can 
understand  part  of  them. 

To  explain  his  system  of  Dianetics,  Hubbard 
has  coined  many  new  terms.  His  glossary  defines 
thirty-five  such  new  words,  and  throughout  his 


book  he  adds  possibly  another  fifteen  or  more. 
At  least  four  words  we  might  examine  here — 
dianetics,  analytic,  reactive,  engrain. 

Dianetics,  says  Hubbard,  comes  from  a Greek 
word  “dianoua, ” which  means  “thought.”  He 
uses  the  word  to  cover  his  new  “science  of 
mind”  or  Dianetics.  At  times  Hubbard  talks 
as  if  we  have  two  minds,  again  as  if  we  have 
one  mind  with  two  or  more  arbitrary  parts. 
The  terms  analytic  mind  and  reactive  mind 
come  in  for  constant  mention. 

Analytic  mind  is  the  mind  or  part  of  the  mind 
we  all  admit  and  feel  rather  proud  of.  By  it 
we  are  aware  of  “I,”  we  remember  things,  we 
reason  and  compute.  It  bears  marked  similarity 
to  what  psychiatrists  call  the  ‘ ‘ conscious  mind. 

Reactive  mind  is  the  mind  or  part  of  the  mind 
that  was  hidden,  unknown  until  Hubbard  dis- 
covered it.  It  has  some  resemblance  to  the  “sub- 
conscious mind”  of  psychoanalysis.  However, 
the  reactive  mind  never  sleeps.  It  is  always 
there  to  plague  us  and  to  drive  us  into  acts 
that  we  know,  with  our  analytic  mind,  may  be 
foolish,  dangerous,  criminal  and  so  on. 

Engrain  is  the  thing  that  makes  our  reactive 
mind  such  a nuisance.  Hubbard  defines  the 
engrain  both  as  any  period  during  which  the 
analytic  mind  shuts  down,  and  the  total  content 
of  that  period  which  the  reactive  mind  records. 

It  works  something  like  this.  The  analytic 
mind  functions  more  or  less  all  the  time  except 
under  certain  circumstances.  Injury,  illness  and 
drugs  seem  to  be  three  things  that  shut  down  the 
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analytic  mind.  With  the  analytic  mind  shut  off, 
the  reactive  mind  comes  into  its  own  and  makes 
a record  of  everything  that  goes  on.  So,  between 
the  analytic  and  the  reactive  mind  we  have  a 
continuous  record  stored  within  us,  a record  of 
our  entire  life.  When  Hubbard  says  entire,  he 
means  entire,  from  conception  to  death. 

If  only  our  analytic  mind  could  work  in  peace, 
all  would  be  well.  But  our  analytic  mind  is  not 
as  rugged  as  our  reactive  mind.  If  we  crash  our 
auto  and  get  stunned  for  a moment,  out  goes 
the  analytic  mind,  in  comes  the  reactive  mind  to 
record  what  goes  on.  Should  we  be  very  sick, 
say  with  a high  fever  and  delirium  of  pneu- 
monia, again  the  reactive  mind  takes  over.  Or 
drugs  may  do  it,  such  as  a big  dose  of  barbitur- 
ate, oi-  alcohol,  or  ether  during  an  operation. 

Hubbard  does  not  locate  this  reactive  mind, 
nor  does  he  even  identify  it  with  the  nervous 
system.  lie  does  not  assign  it  our  ordinary  “sen- 
sation,” but  rather  says  it  records  on  a “cellu- 
lar basis.”  It  acts  like  a perfect  sponge  to  soak 
up  everything  going  on.  Everything  the  reactive 
mind  records  becomes  the  engram.  The  engrain 
contains  all  the  physical  and  emotional  pain  of 
that  period  of  unconsciousness,  everything,  too, 
that  bystanders  say  or  do  while  the  analytic  mind 
shuts  down. 

Most  dangerous  of  all  seem  to  be  any  words 
spoken  while  we  are  in  this  state  or  stupor  or 
apparent  unconsciousness.  The  reactive  mind 
has  trouble  with  words.  Having  a submoron 
mentality,  our  reactive  mind  takes  everything 
literally.  It  has  no  sense  of  humor,  no  ability 
to  enjoy  simile,  metaphor  or  allegory. 

Recall  the  famous  story  of  a station  agent  who 
could  not  distinguish  the  kinds  of  pigs.  To  that 
Irishman  for  all  time  “Pigs  is  pigs.”  He  could 
not  distinguish  between  the  barnyard  hog  and 
the  laboratory  Guinea  pig.  As  a result  he  was 
swamped  by  Guinea  Pigs,  while  he  tried  to  fig- 
ure out  if  there  might  he  a time  when  “Pigs  is 
pigs”  does  not  apply.  The  reactive  mind  thinks 
in  similar  terms. 

For  instance,  we  may  do  harm  whenever  we 
talk  in  the  presence  of  some  one  injured,  very 
ill,  or  under  the  influence  of  drugs.  If  we  visit 
a child  delirious  with  meningitis,  we  should  not 
say  a word.  If  we  say,  “It’s  finished,”  meaning 
that  you  are  ready  to  leave,  the  child's  reactive 
mind  may  record  that  and  use  it  to  finish  up 
the  child’s  days  on  earth.  Our  reactive  mind, 


says  Hubbard,  “thinks”  only  in  terms  of  iden- 
tity, our  analytic  mind  in  terms  of  difference 
and  similarity. 

Engrains,  or  what  happens  in  moments  of 
shut  down  by  the  analytic  mind,  lie  at  the  root 
of  all  evil.  Consider  a farm  boy  riding  a horse. 
He  falls  off.  His  head  strikes  the  ground.  For 
a time  he  is  “unconscious,”  or  at  least  his  ana- 
lytic mind  shuts  off. 

If  the  boy  falls  off  the  horse  out  in  the  fields, 
he  is  lucky.  With  no  human  near,  he  has  not 
too  much  to  worry  about.  II is  engram  during 
his  time  of  “unconsciousness”  will  contain 
chiefly  his  bodily  pain,  plus  such  things  as  the 
hoofbeats  of  his  horse. 

On  the  other  hand,  suppose  lie  falls  off  as  he 
rounds  the  corner  of  the  farm  barn,  just  back 
of  the  house.  Mother  and  father  may  hear  him 
fall.  They  run  out.  Mother  screams,  “My  poor 
baby.  He's  dead.”  Father  looks  disgusted, 
“Fool  kid.  Get  up.” 

According  to  Hubbard  the  reactive  mind  takes 
all  this  in,  records  everything.  Worse  still,  it 
takes  it  literally.  Buried  in  that  engram  forever 
may  be  the  conflict  from  orders  to  the  boy  to  be 
“poor  baby,”  “dead,”  “fool,”  “get  up.” 

Not  that  this  all  follows  at  once.  The  engram 
has  to  be  “keyed-in”  at  some  later  date.  “Key- 
ing-in” an  engram  seems  to  be  the  restimulation 
of  all  or  part  of  the  content  of  the  engram  by 
a somewhat  similar  incident.  Suppose  in  later 
days  the  farm  boy  moves  to  a city.  He  is  play- 
ing tag  in  a vacant  lot  and  hiding  in  the  weeds. 
A cop  has  been  called  to  drive  the  kids  out  of 
the  lot,  since  a neighbor  objects  to  the  shouting 
incident  to  the  game  of  tag. 

So  the  cop  comes  upon  the  boy  hiding  in  the 
weeds.  The  cop  feels  grouchy.  “Fool  kid.  If 
you’re  not  dead,  get  up.”  The  words  “fool,” 
“dead,”  “get  up”  all  “key  in”  the  previous 
engram,  and  begin  their  deadly  work.  By  en- 
grains we  become  slaves  to  chance  words.  The 
“Tyranny  of  Words”  so  ably  presented  by 
Stuart  Chase  appears  mild  by  comparison  to 
the  “Tyranny  of  Engrams.” 

All  our  lives  we  go  on  collecting  these  en- 
grams, dozens,  or  hundreds  of  them.  Engrams 
enslave  us,  make  us  neurotic,  drive  us  insane. 
Behind  every  act  we  disapprove  of  in  others, 
from  murder  to  war,  lies  one  or  more  engrams. 
Instead  of  blaming  ourselves  for  what  we  dis- 
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like  most  about  ourselves,  we  should  blame 
our  engrams.  Hubbard  insists  strongly  that  he 
studies  in  engrams  not  what  the  individual  does, 
but  what  has  happened  to  or  been  done  to  the 
person  in  engrams. 

If  this  be  true,  then  our  prime  care  should  be 
to  prevent  engrams  when  possible.  For  this  we 
preserve  absolute  silence  around  any  one  in- 
jured, ill,  drugged.  The  engrams  we  already 
have  we  must  get  rid  of.  Should  we  once  get 
rid  of  all  our  engrams,  we  become  a “clear,"  an 
ideal  person,  better  than  any  one  ever  seen  on 
this  earth  up  to  now.  Compared  to  any  one 
today  who  thinks  he  is  “normal,”  the  “clear’’ 
would  be  a superman. 

Through  Dianetics,  Hubbard  says  he  can  get 
rid  of,  or  erase,  or  release  the  engrams.  How? 
We  must  f.nd  a way  to  go  back  and  re-experience 
the  whole  incident  when  the  engram  occurred, 
when  we  were  “unconscious.  Hubbard  seems 
to  insist  that  we  do  this  by  “returning,”  and  he 
emphasizes  that  lie  does  not  mean  mere  recalling 
or  remembering.  Just  what  he  means  seems 
hard  to  grasp,  and  he  admits  that  the  only  way 
to  know  is  to  follow  his  directions.  For  the 
moment  his  “returning”  seems  to  be  the  attempt 
to  vividly  recall  in  minute  detail  all  that  hap- 
pened during  the  moment  of  “unconsciousness,” 
just  as  if  it  were  happening  again. 

By  his  method  we  “return”  to  the  engram, 
and  keep  going  over  and  over  it.  Sooner  or  later 
the  engram  will  erase  or  disappear,  and  be  filed 
again  under  standard  memory  of  the  analytic 
mind.  Gradually,  as  engram  after  engram  lifts, 
we  come  into  the  fullness  of  our  human  poten- 
tial. The  drag  of  our  reactive  mind  stops.  Our 
analytic  mind  comes  into  full  play.  We  are 
“clears”  beyond  the  dreams  of  Zarathustra  who 
spoke  to  Nietzsche. 

What  makes  all  this  harder  seems  to  be  that 
engrams  which  matter  most  come  before  birth. 
More,  engrams  may  begin  at  or  shortly  after 
conception  itself.  How  then  can  we  hope  to  touch 
those  events  and  get  rid  of  them  ? Easy,  says 
Hubbard.  To  “return”  to  your  prenatal  life 
and  re-experience  what  happened  to  you  during 
prenata’  life  we  find  simple  by  his  method  of 
reverie. 

When  1 first  bumped  into  this  claim  that  we 
could  af  will  study  our  prenatal  days,  from 
conception  onwards,  I pulled  up  with  a start. 
It  made  me  feel  the  same  way  I did  my  first 


day  as  interne  in  a mental  hospital.  The  first 
patient  1 met  inside  the  locked  door  approached. 
1 smiled  and  nodded  to  him  and  said,  “Hello. 
And  who  are  you?”  That  patient  looked  at  me 
coldly,  and  spat  at  me  one  sharp  word.  “God,” 
he  said,  and  stalked  on.  Since  then,  what  other 
people  say  does  not  startle  me  as  much. 

So  Dianetics  says  that  we  must  go  to  our  pre- 
natal days  and  re-experience  over  and  over  ag-ain 
the  engrams  that  happened  then.  But  you  say 
that  the  fertilized  egg  will  not  get  injured,  very 
ill,  or  drugged.  Not  so,  says  Hubbard.  The  fer- 
tilized egg  gets  hurt  during  intercourse,  bumped 
hither  and  yon.  Mother  pokes  at  it  with  what- 
ever she  has  handy  to  try  to  abort  it.  When  she 
gets  constipated  and  bears  down  hard  in  her 
attempts  at  a bowel  movement,  baby  again  gets 
squeezed  and  hurt  enough  to  produce  an  engram. 

Douching  bothers  baby.  Bumps  of  mama’s 
belly  on  the  kitchen  sink  do  the  same.  Birth  it- 
self becomes  a severe  engram,  as  the  uterus  and 
abdominal  muscles  push  and  shove  us  towards 
the  outer  world.  Baby  changes  from  the  picture 
of  folk-lore  as  a “dear  little  thing,  cuddled  close 
beneath  mother’s  heart”  to  a much  abused  child. 
During  any  or  all  of  such  types  of  “injury”  to 
baby,  every  thing  that  goes  on  around  it  records 
on  the  engram  bank. 

If  mother  talks  to  herself,  beware.  As  she 
strains  at  her  stool,  or  fiddles  with  her  slippery 
ellum  to  try  aborting  the  baby,  she  may  talk  and 
the  words  register  on  the  fetal  engram  bank. 
This  is  no  attempt  at  sarcasm  or  humor  on  my 
part.  I merely  am  trying  to  report  what  Hub- 
bard says  in  his  book  on  Dianetics. 

How  then  shall  we  be  cured  of  our  engrams? 
We  have  an  auditor  who  helps  us  to  get  well, 
who  guides  therapy.  To  show  how  an  auditor 
works,  I quote  from  pages  109  to  202  of  Dianet- 
ics. In  these  quotes  everything  is  taken  literally 
from  Hubbard  except  the  few  parts  in  parenthe- 
ses which  are  marked  with  a (*). 

“The  patient  sits  in  a comfortable  chair  or 
lies  on  a couch  in  a quiet  room,  where  perceptic 
distractions  (*i.  e.  sensations*)  are  minimal. 
The  auditor  tells  him  to  look  at  the  ceiling." 

“Auditor:  Look  at  the  ceiling.  When  I count 
from  one  to  seven  your  eyes  will  close.  You  will 
remain  aware  of  everything  which  goes  on.  You 
will  be  able  to  remember  everything  that  happens 
here.  You  can  pull  yourself  out  of  anything 
which  you  get  into  if  you  don’t  like  it.  All 
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right  (slowly,  soothingly)  : One,  two,  three, 

four,  five,  six,  seven.  One,  two,  three,  four,  five, 
six,  seven.  One,  two,  three,  (patient  ’s  eyes  close 
and  eyelids  flicker)  four,  five,  six,  seven.  (Audi- 
tor pauses.)  (*At  this  point  the  auditor  inserts 
the  ‘canceller’*.)  (.  . the  canceller  is  vital  ...  a 
contract  with  the  patient  that,  whatever  the  audi- 
tor says  will  not  become  literally  interpreted  by 
the  patient  or  used  by  him  in  any  way.) 

“Canceller.  ...  In  the  future  when  I utter  the 
word  Cancelled,  everything  which  I have  said 
to  you  while  you  are  in  a therapy  session  will 
be  cancelled,  and  will  have  no  force  with  you. 
Any  suggestion  I have  made  to  you  will  be  with- 
out force  when  I say  the  word  Cancelled.  Do 
you  understand?  All  right,  let  us  go  back  to 
your  fifth  birthday  . . . (*or  any  other  time, 
such  as  the  earliest  moment  of  pain  in  your  pre- 
natal life*).” 

“ (Work  continues  until  the  auditor  has  work- 
ed the  patient  enough  for  the  period.)  ” (*Hub- 
bard  says  the  time  spent  in  each  therapy  session 
averages  two  hours.*) 

(*At.  the  end  of  the  time  the  auditor  says*) 
“Come  to  present  time.  Are  you  in  present 
time?  (Yes.)  Cancelled.  When  I count  from 
five  to  one  and  snap  my  fingers  you  will  feel 
alert.  Five,  four,  three,  two,  oue.  (Snap.)” 

What  Hubbard  calls  “work”  in  the  “dianetic 
reverie”  consists  of  “returning”  to  the  digrams 
and  going  over  and  over  them  until  they  erase, 
or  disappear,  to  be  refiled  under  standard  mem- 
ory in  the  analytic  mind. 

This  reverie  looks  like  a mild  form  of  hyp- 
notism. Not  so,  says  Hubbard,  since  in  hypnotism 
the  patient  goes  to  sleep.  Also  hypnotism  sug- 
gests things  to  a patient  while  dianetics  “re- 
turns” him  to  a point  of  time.  How  the  auditor’s 
words  like  “Return  to  . .”,  “Contact  that  more 
closely  . . ”,  “Continue  to  repeat  . . ” and  so 
on  fail  to  equal  suggestion  is  a fine  point  here. 
Somehow  I fail  to  see  the  distinction. 

As  with  any  book  that  is  meeting  the  ovation 
such  as  Dianetics  gets  in  some  quarters,  we  can 
not  say  the  last  word.  Some  people  believe  every 
word  written  in  the  book.  The  few  persons  whom 
I have  personally  known  thus  far,  who  have 
started  Dianetic  therapy,  enthuse  over  it.  Others 


laugh  at  the  whole  idea  as  too  absurd  to  talk 
about. 

Has  Hubbard  found  something?  Even  if  the 
patients  do  not  “return”  as  literally  as  Dianetics 
seems  to  claim,  what  actually  does  happen  in 
dianetic  reverie  ? I do  not  know.  My  own  atti- 
tude resembles  that  of  Montaigne  as  regards 
miracles.  Montaigne  Said  that  even  if  he  saw 
a miracle  he  would  not  credit  his  senses.  And 
dianetic  looks  to  me  like  a miracle. 

As  in  so  many  things,  argument  is  futile.  Time 
will  sit  in  judgment  here  as  always.  At  least 
Hnbbard  is  no  piker.  He  has  stuck  his  neck 
out,  way,  way  out.  “With  the  techniques  pre- 
sented in  this  handbook  . . . (an)  intelligent 
layman  can  successfully  and  invariably  treat  all 
psycho-somatic  ills  and  inorganic  aberrations.” 
By  “inorganic  aberrations”  he  seems  to  mean  all 
neurosis  and  all  psychosis. 

Again  Hubbard  does  not  try  to  conceal  any- 
thing. He  lays  all  his  cards  on  the  table  and 
challenges  us  to  experiment  with  it.  He  appeals 
to  our  fair  play  to  judge  not,  but  experiment. 
The  future  of  dianetics  may  be  worth  watching. 
The  book  itself  has  hit  best  seller  lists,  and  pa- 
tients want  to  know  about  it.  The  Dianetic 
Foundation  is  said  to  be  training  professional 
auditors  and  branching  out.  In  the  end  there 
may  be  something  that  Dianetics  has  to  offer 
to  modern  psychotherapy.  We  can  only  wait 
and  see. 

You  may  like  to  ponder  the  two  key  sentences 
in  the  book.  On  page  ix  the  book  begins,  “The 
creation  of  dianetics  is  a milestone  for  Man  com- 
parable to  his  discovery  of  fire  and  superior  to 
his  invention  of  the  Avheel  and  arch.”  I know 
of  no  boast  in  history  to  surpass  that.  The  book 
ends  on  page  435  with  a bit  of  wry  humor  and 
advice  to  those  who  try  out  its  methods,  “Good 
hunting.”  That  is,  I presume,  “good  hunting” 
for  engrams. 

A couple  of  decades  ago  I came  on  some  dog- 
gerel somewhere,  which  in  my  vague  recollec- 
tion goes  like  this  in  part : 

‘ ‘ It  kin  be  jist  so, 

I dunno. 

Jist  so,  coudda  bin. 

Then  agin  . . . ? ” 

134  South  Myrtle. 
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PERSONAL  NOTES 


Dr’s.  PAUL  CASE  and  ARC  HIE  CRUTHIRDS, 

Phoenix,  attended  the  Pacific  Coast  Oto-Ophthal- 
mological  Society  in  San  Francisco,  California, 
May  29th. 


WALTER  CRAIG,  Phoenix  attorney,  conclud- 
ed the  series  of  talks  on  Medical  Jurisprudence, 
before  the  Staff  of  Good  Samaritan  Hospital, 
Phoenix,  May  22nd.  Short  papers  were  also  pre- 
sented by  DR,  CHARLES  VAN  EPPS,  Phoenix, 
on  “Achondroplasia  of  the  Fetal  Skull;”  by  DR. 
ROBERT  CUMMINGS,  Phoenix,  on  “Spontaneous 
Rupture  of  the  Bladder;”  by  DR.  L.  C.  McVAY, 
Phoenix,  on  “Spontaneous  Rupture  of  the  Ute- 
rus,” and  by  DR.  HENRY  G.  WILLIAMS,  Phoe- 
nix, on  “Rupture  of  the  Gallbladder.” 


The  June  Staff  meeting  of  St.  Monica’s  Hos- 
pital, Phoenix,  was  held  on  June  13th,  and  was 
devoted  to  a symposium  on  "Prostatectomy.”  DR. 
PAUL  SINGER,  Phoenix,  spoke  on  “Perineal;” 
DR.  R.  H.  CUMMINGS,  Phoenix,  on  “Transure- 
thral;” DR.  L.  C.  WORMLY,  Phoenix,  on  “Supra- 
pubic,” and  DR.  L.  L.  STOLFA,  Phoenix,  on  “Ret- 
ropubic Prostatectomy.” 

DR’s  AUDREY  G.  URRY  and  WALLACE  A. 
REED,  Phoenix,  and  DR.  C.  CLARK  LEYDIC, 
Jr.,  Tucson,  have  been  certified  as  specialists  in 
anesthesia  by  the  American  Board  of  Anesthesi- 
ology. 


DR.  JESSE  D.  HAMER,  Phoenix,  presided  at 
the  Rocky  Mountain  Regional  Conference  on  Vol- 
untary Health  Insurance  in  Salt  Lake  City,  Utah, 
May  20th.  He  is  a member  of  the  American  Medi- 
cal Association  Council  on  Medical  Service.  DR. 
CARLOS  CRAIG,  Phoenix,  attended  as  President 
of  the  Arizona  Blue  Shield. 


DR.  J.  P.  WARD,  Phoenix,  State  Director  of 
Public  Health,  spoke  before  the  New  Mexico  Pub- 
lic Health  Association  Conference  in  Raton,  New 
Mexico,  May  15-18,  on  “A  Health  Officer  Looks 
at  a Mental  Hygiene  Program.” 


DR.  JOHN  GREEN,  Phoenix,  took  part  in  a 
symposium  on  the  “Temporal  Lobe”  at  Atlantic 
City,  New  Jersey,  in  early  June.  He  spoke  on 
effects  of  surgical  removal  of  portions  of  the  tem- 
poral lobe.  This  was  a meeting  of  the  American 
Electro-Encephalographic  Society. 


The  June  Staff  meeting  at  St.  Joseph’s  Hospital, 
Phoenix,  was  held  on  June  9th  and  was  devoted 
to  a symposium  on  “Glaucoma”  by  DR’s.  PAUL 
CASE,  O.  W.  THOENY,  P.  McFARLAND,  H. 
FRENCH  and  P.  LOVELESS,  all  of  Phoenix. 


DR.  M.  L.  SUSSMAN,  Phoenix,  spoke  on  “Con- 
genital Heart  Disease”  to  the  Staff  of  St.  Mary’s 
Hospital,  Tucson,  and  on  “Non-Tuberculor  Chest 
Lesions”  to  the  San  Diego  County  Medical  Soci- 
ety, June  13th. 


The  June  Staff  meeting  at  Good  Samaritan  Hos- 
pital, Phoenix,  was  held  on  June  26th,  and  papers 
presented  on  “Skin  Manifestations  in  Systemic 
Diseases”  by  DR.  HARRY  CUMMING,  Phoenix. 
WALTER,  E.  LOX,  Ph.  D.,  Phoenix,  spoke  on 
“Non-Pathogenic  Protozea  as  Causes  of  Amebia- 
sis,” and  DR.  GEORGE  McKHANN,  Phoenix, 
spoke  on  “Treatment  of  Amoebic  Infestation.” 


DR.  WILLIAM  H.  OATWAY,  Jr.,  Tucson,  has 
been  appointed  Superintendent  and  Medical  Di- 
rector of  the  LaVina  Sanatorium,  LaVina,  Cali- 
fornia. 


DR.  MARCY  L.  SUSSMAN  has  been  appointed 
Clinical  Professor  of  Radiology  at  the  University 
of  Southern  California.  He  will  act  in  a consult- 
ing capacity  in  the  research  program. 


Arizona  Teenagers  Recognized 

The  Bureau  of  Health  Education  of  the  Amer- 
ican Medical  Association,  under  the  direction  of 
W.  W.  Bauer,  M.  D.,  has  been  developing 
throughout  the  Nation,  a series  of  transcripts 
on  Teenage  Health  Problems.  They  will  be  re- 
leased to  broadcasting  stations  through  local 
and  State  Medical  Societies  late  this  year. 

The  program  is  arranged  featuring  groups  of 
high  school  students  in  various  cities  of  the 
country  participating  in  informal  discussions. 
The  topics  have  been  chosen  from  questions  most 
often  asked  by  teenagers  themselves,  according 
to  field  work  and  research  done  through  A.M.A.’s 
School  Health  Division.  These  questions  are  re- 
lated to  social  and  emotional  adjustments  as 
well  as  purely  physical  problems. 

Only  thirteen  states  will  be  represented,  pro- 
viding thirteen  recordings  for  a thirteen  week — 
thirteen  minutes  each  broadcast.  Phoenix,  Ari- 
zona is  fortunate  in  being  chosen  to  represent 
the  Southwest  area. 

On  Friday,  July  7,  1950.  the  stage  was  set. 
At  10  A.  M.  in  the  broadcasting  studios  of  radio 
station  KOY — Phoenix,  assembled  the  cast,  in- 
cluding four  representative  teenagers  previous- 
ly selected  from  among  the  local  high  school 
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student  bodies,  Dr.  Bauer  and  the  Producers, 
Marshall-Hester  Productions  of  New  York,  rep- 
resented by  its  principals;  the  subject:  “Smok- 
ing and  Drugs.  ’ ’ Following-  the  transcription, 
it  was  reported  that  the  people  of  Arizona  might 
well  be  proud  of  its  “teenagers”  judging  from 
their  informed  and  intelligent  response  through- 
out the  discussion. 

Following  the  transcription,  Dr.  Bauer  and 
the  Producers,  Mr.  Marshall  and  Miss  Hester, 
were  luncheon  guests  of  the  Arizona  Medical 
Association,  represented  by  Dr.  Frank  J.  Milloy, 
Secretary ; Dr.  Robert  S.  Flinn,  Councilor-at- 
Large,  and  the  Executive  Secretary,  joined  by 
members  of  its  Auxiliary,  Mrs.  Benjamin  Herz- 
berg,  President ; Mrs.  George  S.  Enfield,  Vice- 
President  and  Program  Chairman ; and  Mrs. 
Jesse  D.  Hamer,  Parliamentarian  of  the  State 
and  Officer-Director  of  the  National  Organiza- 
tion. 

Health  education  problems  and  proposed  pro- 
jects were  considered. 

Respectfully  submitted, 

Robert  Carpenter, 

Executive  Secretary. 


National  Education  Campaign 
American  Medical  Association 

Chicago,  June  12. — The  American  Medical  As- 
sociation, by  unanimous  action  of  its  Board  of 
Trustees  and  Campaign  Coordinating  Commit- 
tee, has  given  the  final  “go  ahead”  signal  for 
a Nationwide  advertising  program  which  will 
include  three  principal  media  — newspapers, 
magazines  and  radio  — as  a new  phase  of  its 
National  Education  Campaign  in  behalf  of  Vol- 
untary Health  Insurance  and  against  socialized 
medicine. 

Clem  Whitaker  and  Leone  Baxter,  directors 
of  the  A.  M.  A. ’s  National  Education  Campaign, 
announced  authorization  of  the  advertising  pro- 
gram today  and  stated  that  the  ad  campaign 
will  be  launched  in  October. 

A total  advertising  budget  of  $1,110,000  has 
been  approved  by  the  A.  M.  A.  Board  of  Trustees, 
it  was  announced,  with  $560,000  allocated  to 
newspapers,  $300,000  to  radio  and  $250,000  to 
National  magazines. 

The  newspaper  advertising  schedule  calls  for 
blanket-coverage  of  every  bona  fide  daily  and 
weekly  newspaper  in  the  United  States — approx- 
imately 11,000,  in  total — and  the  copy  is  sched- 


uled to  run  during  the  week  of  October  8th. 
Newspapers  in  the  territories  of  Hawaii  and 
Alaska  will  be  included  in  the  schedule.  The 
space  reservation  will  approximate  70  inches 
(probably  a 5x14)  in  all  papers. 

About  30  of  the  leading  National  magazines, 
and  a score  of  advertising  trade  publications, 
will  be  included  in  the  mag-azine  ad  program. 

The  radio  advertising  program  calls  for  an 
intensive  “spot  announcement”  campaign,  util- 
izing time  on  some  300  radio  stations,  covering 
every  State  and  Hawaii  and  Alaska. 

The  magazine  and  radio  campaigns  also  are 
scheduled  for  October. 

‘ ‘ This  is  not  an  institutional  advertising  pro- 
gram, ” said  the  Whitaker  & Baxter  announce- 
ment. 

“The  American  Medical  Association  is  em- 
barking on  a Nationwide  advertising  program 
for  two  reasons.  First,  it  is  determined  to  aid 
in  every  way  possible  in  increasing  the  availa- 
bility of  good  medical  care  to  the  American  peo- 
ple through  the  medium  of  Voluntary  Health 
Insurance.  In  that  respect,  the  advertising  copy 
will  be  designed  to  make  the  American  people 
‘health  insurance  conscious’  and  to  encourage 
the  extension  and  development  of  prepaid  medi- 
cal and  hospital  care  as  a means  of  taking  the 
economic  shock  out  of  illness.  Second,  American 
medicine  is  determined  to  alert  the  American 
people  to  the  danger  of  socialized  medicine  and 
to  the  threatening  trend  toward  State  Socialism 
in  this  country. 

“The  ad  copy,  in  part,  will  be  designed  to 
sell  a commodity,  Voluntary  Health  Insurance, 
but  not  any  particular  brand  or  plan.  The  in- 
dividual will  be  encouraged  to  secure  sound 
coverage  in  the  plan  which  he  feels  best  suits 
his  individual  needs.  In  its  second  aspect,  the 
ad  copy  will  be  used  to  mobilize  public  opinion 
in  support  of  a basic  American  idea — the  prin- 
ciple of  individual  freedom,  as  opposed  to  the 
alien  philosophy  of  a Government-regimented 
economy.  ’ ’ 

It  was  announced  that  the  following  advertis- 
ing agencies  have  been  selected  to  handle  the 
buying  of  space  and  placement  of  copy : 

Lockwood-Shackelford  Company  for  newspa- 
per and  magazine  media,  with  Homer  J.  Buck- 
ley  & Associates,  Inc.,  affiliated  with  them. 

The  Russell  M.  Seeds  Company  in  the  radio 
field,  with  the  Harry  M.  Frost  Company  associ- 
ated with  them. 
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YOUR  ONLY  EXCLUSIVE  MEDICAL  EQUIPMENT  SOURCE 

Sales  Repairs  Service 

Sales  Agency  for 

North  American  Philips  X-ray 

The  Birtcher  Corp.  - "Bandmaster"  B'endtome  Spot-Quartz 

Jones  Basal  Metabolism  Co.  BMR  and  Supplies 
EPL  "Cardiutron"  Direct  Writing  EKG 
UMA  Collens  I -V-A-Peripheral  Vasculator,  etc. 

WAITT  RANDOLPH  EQUIPMENT  CO. 

539  E.  McDowell  Road  Phoenix,  Arizona 

Telephone  2-561 9 Emergency  5-1221 


DIAGNOSTIC  LABORATORY 

JOHN  FOSTER,  M.  D.,  Radiologist  MAURICE  ROSENTHAL,  M D..  Pathologisi 

DIAGNOSTIC  X-RAY 
X-RAY  & RADIUM  THERAPY 

CLINICAL  PATHOLOGY 
E.  K.  G.  B.  M.  R. 

Phones  8-1601  - 8-1602 

Medical  Arts  Building,  543  E.  McDowell  Road  Phoenix,  Arizona 


PRESCRIPTION 

"$eeds  for  Security" 

Complete  line  of 

DON  A.  SEEDS,  C.  L.  U. 

Hospital  Beds,  Crutches,  Trusses  and 

Surgica'  Garments 

Life  Insurance  Counselor 

KELLY'S  PRESCRIPTION  SHOP 

WEST  COAST  LIFE  INSURANCE  CO. 

45  East  Broadway  Phone  3-4701 

TUCSON 

623  Security  B'dg. 

D.  F.  Scheigert  L.  J.  McKenna 

Phoenix,  Arizona  Phone  3-1957 

DIATHERMY  • ELECTROENCEPHALOGRAPH 
ELECTRONIC  EQUIPMENT 
SERVICE 

Intercommunication  • Music  Systems  • Wire  Recorders  • Radio  • Television 

Sales  and  Service 


RADIO  ELECTRONICS  DEVELOPMENT  CO. 

1009  N.  Third  Ave.  Phone  4-8541 

Phoenix,  Arizona 


Vol.  7,  No.  8 Arizona  Medicine  51 


It  cost  short  term  hospitals  an  average  of 
$14.33  to  take  care  of  a patient  for  one  day  dur- 
ing 1949,  it  is  reported  by  the  American  Hospital 
Association,  parent  organization  of  the  ninety 
Blue  Cross  Plans.  The  quoted  figure,  based  on 
the  Association’s  annual  survey  of  more  than 
6,000  hospitals  in  the  United  States  for  the  year 
ending  last  September  30,  is  up  from  the  $13.09 
it  cost  in  1948  and  from  the  $11.09  figure  for 
1947. 

The  Association’s  report  showed  a $13.94  per 
patient  day  cost  for  Arizona  short  term  hospitals 
in  1949,  thirty-nine  cents  below  the  national 
average. 

The  income  of  the  nation 's  general  hospitals 
as  a whole  came  nearer  to  meeting  costs  of  care 
provided  than  it  did  in  1948,  the  survey  revealed. 
However,  the  income  per  patient  in  all  hospitals 
was  $2.59  a day  less  than  it  cost  the  average  hos- 
pital to  care  for  him. 

“Hospitals’  healthier  financial  condition  dur- 
ing 1949  was  reached  in  a period  when  many 
more  patients  were  cared  for,  and  they  more 
nearly  paid  the  cost  of  that  care,”  said  George 
Bugbee,  executive  director  of  the  American  Hos- 
pital Association. 

Patients  in  short  term  non-profit  hospitals 
paid  $138,129,000  less  than  the  hospitals’  ex- 
penses, the  American  Hospital  Association  re- 
ports. This  deficit  amounted  to  $1.56  for  each 
patient  daily.  Money  to  pay  for  this  came  from 
sources  other  than  patients.  Some  of  these  sourc- 
es were  endowments,  contribuations,  and  pay- 
ments by  governments  for  care  of  people  who 
couldn’t  pay. 

Hospitals’  expenditures  were  up  half  a billion 
dollars  in  1949  over  1948,  to  a new  high  of 
$3,500,000,000,  according  to  the  American  Hos- 
pital Association  survey. 

Almost  18,000,000  Americans  were  hospital 
patients  during  the  year — one  in  eight,  the  sur- 
vey shows.  This  was  just  a million  more  patients 
than  in  the  previous  year. 

Patients  didn’t  stay  in  general  hospitals  as 
long  in  1949  as  in  1948.  The  average  stay  was 


8.3  days,  or  almost  a half  day  less.  This  was  due 
in  part  to  improvements  in  medical  and  hospital 
care.  Because  they  recovered  more  quickly,  pa- 
tients can  be  said  to  have  saved  617,109  days  in 
the  hospital,  the  Association  said.  At  an  average 
$14.33  per  day,  this  would  amount  to  a saving 
of  nearly  $8,000,000  to  the  nation’s  pocketbook. 

More  hospital  employees  were  there  to  care  for 
patients  during  1949  too,  the  survey  found.  For 
each  100  patients,  short  term  hospitals  (except 
Federal  hospitals)  had  169  employees.  This  was 
seven  more  per  100  patients  than  in  1948.  The 
increase  in  employees  was  influenced  by  the 
trend  to  a shorter  work  week  for  hospital  per- 
sonnel, and  to  other  continuing  improvements 
in  patient  care  and  service. 

Total  “Book  Value”  of  American  Hospitals 
was  almost  $7,000,000,000  in  September,  1949,  a 
half  billion  dollars  more  than  in  1948.  This 
amounted  to  an  average  investment  of  $4,800  per 
bed,  the  American  Hospital  Association  states. 
In  short  term  hospitals  (except  Federal),  each 
bed  represents  an  average  investment  of  $8,255. 
This  is  $410  over  the  1948  estimated  investment. 
New  hospitals  and  additions  built  during  the 
year  cost  many  thousands  more  than  $8,255  per 
bed. 

ON  THE  RECORD — Arizona  Blue  Shield  en- 
rollment passed  the  60,000  mark  during  June — 
the  exact  figure  at  the  end  of  the  first  half  of 
1950  being  60,092,  a net  gain  of  8,255  since  Janu- 
ary 1.  The  records  show  that  the  Blue  Shield 
Plan  paid  a total  of  $220,840.75  in  subscriber 
benefits  during  the  first  six  months  of  this  year, 
as  compared  with  $302,994.57  during  1949.  The 
1950  payments  covered  4,232  cases.  Total  of 
cases  in  1949  was  5,425. 

Enrollment  in  Arizona  Blue  Cross  was  115,134 
at  the  end  of  June,  a gain  for  the  six-month 
period  of  5,302.  Blue  Cross  paid  8,131  hospital 
bills  for  members  in  the  first  half  of  1950,  with 
the  payments  to  hospitals  for  the  period  totalling 
$520,871.31.  During  1949  Blue  Cross  paid  $912,- 
674.13  to  hospitals  for  members’  care,  the  pay- 
ments covering  14,355  cases. 
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"910"  with  15-volt  B battery. 
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Specify  SONOTONE — a name  you  can  trust. 


SONOTONE  - the  House  of  Hearing 

(Fourteen  years  in  Arizona) 

425  Title  & Trust  Bldg.  45  Jackson  St. 

Phoenix  Tucson 


T H E B IRTCHER  CORPORATION 

5087  Huntington  Drive  • Los  Angeles  3 2,  Calif. 


To:  The  Birtcher  Corporation.  Dept. 

5087  Huntington  Drive,  Los  Angeles  32,  Calif. 
Please  send  me  new  treatment  chart  for  LARGE  AREA 
TECHNIC,  and  new  booklet  "The  Simple  Story  of 
Short  Wave  Therapy!’ 
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therm  with  the  Triple 
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application  of  the  large 
area  technic  which  is  be- 
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over  other  methods  of 
producing  heat  in  the 
tissues. 


Considerable  total  energy  may 
be  introduced  into  the  deeper 
tissues  without  excessive  heat- 
ing of  outer  surfaces.  Crystal 
control  assures  frequency  sta- 
bility for  life  of  the  unit. 

Reprint  of  diathermy  technics 
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prescription  blank  or  clip  this 
advertisement  to  your  letter- 
head and  mail  to: 
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WOMAN'S  AUXILIARY 


CONVENTION  REPORT 

The  twenty-seventh  Annual  Meeting-  of  the 
Women’s  Auxiliary  to  the  American  Medical  As- 
sociation was  held  in  San  Francisco,  June  26th 
to  30th,  1950.  The  meeting's  were  held  in  the 
beautiful  Fairmont  Hotel,  high  atop  Nob  Hill. 
Seventeen  hundred  and  three  members  of  Auxili- 
aries from  the  forty-eight  state,  District  of  Col- 
umbia and  Hawaii  were  registered.  This  group 
represented  an  organization,  which  has  a mem- 
bership of  53,606,  an  increase  of  5,000  over  last 
year. 

The  delegates  had  little  doubt  as  to  the  role  of 
Doctors’  wives  in  the  year  1950 — the  pertinent 
theme  of  the  meeting  being,  of  course  voluntary 
medicine  versus  compulsory  health  insurance 
and  how  best  the  Woman’s  Auxiliary  could  back 
the  A.M.A.  in  its  fight  against  government 
control. 

Round  Table  discussions  on  TODAY’S 
HEALTH.  Legislation,  Public  Relations,  and 
Program,  at  which  the  National  Chairmen  served 
as  leaders,  were  held  on  Monday.  These  were 
most  interesting  and  instructive,  as  they  gave 
an  insight  into  the  many  and  varied  projects 
which  the  individual  auxiliaries  undertake  to 
further  their  aims — from  writing  thousands  of 
personal  letters  to  lay  organizations  to  secure  en- 
dorsements, to  forming  speakers  bureaus,  to 
Florida’s  super-charged  activity  in  helping  to 
“exterminate”  Senator  Claude  Pepper,  (as  it 
was  so  graphically  described  by  vivacious  Mrs. 
James  L.  Anderson,  President  of  the  Florida 
State  Auxiliary). 

Tuesday,  June  27th,  the  Convention  was  for- 
mally opened  by  the  National  President,  Mrs. 
David  B.  Allman.  For  Mrs.  Allman’s  report, 
which  was  given  during  this  meeting,  we  hope 
you  will  read  your  August  BLTLLETIN.  It  will 
give  you  an  idea  of  how  hard  and  diligently 
your  National  Officers  work  during  their  year 
of  tenure.  Mrs.  Allman  traveled  thousands  of 
miles  to  visit  State  Auxiliaries,  held  countless 
meetings  and  conferences  and  had  voluminous 
correspondence  in  carrying  out  the  work  of  the 
National  Auxiliary.  She  was  ably  assisted  by  the 
President-elect  and  the  officers  of  the  Board  and 
gave  them  her  sincere  praise  and  appreciation. 


The  reports  of  the  National  Officers  and 
Standing  Committee  Chairmen  followed.  TO- 
DAY’S HEALTH  chairman,  Mrs.  Herbert  W. 
Johnson,  produced  a most  interesting  and  en- 
lightening chart,  which  showed  that  only  four 
State  Auxiliaries  had  reached  100%  of  their 
quota,  and  only  six  had  achieved  50%  or  over. 
All  the  rest  of  the  forty  State  Auxiliaries  fell 
far  below  even  the  50%  mark.  She  stressed  that 
the  Magazine  is  worthy  of  more  effort  and  that 
the  doctors  should  feel  a responsibility  for  or- 
dering it  since  they  asked  the  Auxiliary  to  pro- 
mote it.  She  also  stated  that  the  Auxiliary  should 
do  a good  job  of  promotion  or  admit  failure  and 
give  the  job  up.  A little  more  effort  on  the  part 
of  both  would  soon  increase  the  sale  and  distri- 
bution of  a magazine  which  is  an  excellent  pub- 
lic relations  medium.  We  were  delighted  to  find 
that  Arizona  was  one  of  the  six  states  listed  as 
having  72%  of  its  quota,  and  it  is  hoped  that 
next  year  we  will  go  over  the  top  into  the  100% 
group. 

The  report  of  the  Nominating  Committee  was 


read  and  the  following  names  were  on  the  slate : 

Mrs.  Harold  F.  W ahlquist, Pres. -Elect 

Minneapolis,  Minn. 

Mrs.  Leo  J.  Schaefer 1st  V.  P. 

Salina,  Kansas 

Mrs.  W.  E.  Hoffman . 2nd  V.  P. 

Charleston,  West  Virginia 

Mrs.  Mason  G.  Lawson 3rd  V.  P. 

Little  Rock,  Ark. 

Mrs.  John  Z.  Brown 4th  V.  P. 

Salt  Lake  City,  Utah 

Mrs.  George  Turner  ..Treasurer 

El  Paso,  Texas 


Mrs.  Charles  Shafer Constitutional  Secretary 

Kingston,  Pa. 

Directors — One  Year 

Mrs.  David  B.  Allman,  Atlantic  City,  N.  J. 
Mrs.  Scott  C.  Applewhite,  San  Antonio,  Texas 
Mrs.  Ralph  Eusden,  Long  Beach,  Calif. 

Mrs.  William  W.  Potter,  Knoxville,  Tenn. 
Two  Years 

Mrs.  Frank  Gastineau,  Indianapolis,  Ind. 

Mrs.  Robert  Flanders,  Manchester,  N.  IT. 

Mrs.  John  S.  Bouslog,  Denver,  Colo. 


54 


Arizona  Medicine 


August,  1,950 


ROCKLIN'S 

PROFESSIONAL  PHARMACY 

Where  Pharmacy  Is  a Profession 

39  East  Monroe  Street 
6 Doors  East  of  Professional  Bldg. 
Phone  3-3470 
PHOENIX,  ARIZONA 


LU.  CRECE  B.  DOWELL,  M.  S. 

Medical  Laboratories 
3Vz  East  Fifth  Street,  Tempe,  Arizona 

South  Side  District  Hospital  Laboratories 
21  South  Hibbert,  Mesa,  Arizona 


24  Hour  Rx  Service 

NICHOLLS'  SOUTHERN  AVENUE 
PHARMACY 

8-1852  4-0094 

Night  Phone  2-9871 
South  Phoenix 


E.  S.  MILLER  LABORATORIES, 
INC. 

Manufacturers  of 

CHEMICALS  and  PHARMACEUTICALS 

DAN  J.  LEDWIDGE 

Arizona  Representative 

4123  No.  17th  St.  Telephone  5-5891 

Phoenix,  Arizona 


Culver  s Rest  Home 

GLENDALE 

Reasonable  Beautiful  Acreage  Accredited 

No  Tuberculars  or  Open  Carcinoma 
Cases  Accepted 

120  W.  B Street  Phone  549 


If  is  important  to  all  members  of  the 
Association  to  patronize  the  advertisers 
who  use  space  in  our  Journal.  They  pay 
the  bills  and  make  it  possible  for  a bigger 
and  better  journal. 


28  Registered  Pharmacists 

Tucson  Casa  Grande 


1 

CITY  LINEN  SUPPLY 

Affiliated  with 

Phoenix  Laundry  & Dry  Cleaning 

• 

Nurses  Uniforms 

Aprons  Linens  Towels 

Complete  Linen  Rental  Service 
Phone  3-5175 


DISTRICT  NO.  1 

Arizona  State  Nurses  Ass’n. 

< CONSTITUENT  OF  THE  AMERICAN 
NURSES'  ASS’N) 

Nurses’  Professional  Registry 

711  FAST  MONROE  ST.  PHOENIX  4-41B1 


Our  members  are  dairymen  whose  busi- 
ness is  supplying  good  milk  for 

(/jEfcnRe) 

milk  and  milk  products. 

We  are  aware  of  the  importance  of 
good  milk  to  good  health  and  of  our 
obligation  to  supply  a product  which  will 
merit  your  confidence. 

ARIZONA  MILK  PRODUCERS 

422  Heard  Building  Phone  3-0893 
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Wednesday,  June  28th,  the  second  Session  of 
the  General  Assembly  was  held,  with  Mrs.  All- 
man  presiding.  After  an  impressive  Memorial 
service,  given  by  Mrs.  Ralph  Eusden,  the  Reso- 
lutions committee  report  was  given  and  approv- 
ed. These  Resolutions  included  (1)  the  support 
of  the  A.M.A.’s  twelve  point  public  health  pro- 
gram, and  (2)  the  need  to  work  for  the  inclusion 
of  instruction  on  the  Constitution  of  the  United 
States  in  the  curricula  of  the  public  schools. 

The  reports  of  the  State  Presidents  were  next 
on  the  agenda.  Our  State  President,  Mrs.  Benja- 
min Herzberg,  reported  for  Mrs.  Charles  E. 
Starns,  the  good  work  done  by  the  Arizona  Auxil- 
iaries during  the  past  year,  and  it  received  the 
attention  it  well  deserved.  All  the  state  presi- 
dent reports  showed  clearly  that  the  Woman’s 
Auxiliary  is  no  longer  a purely  social  group, 
but  one  which  is  interested  in  every  type  of 
community  endeavor.  It  is  an  active,  fighting 
ally  of  the  American  Medical  Association,  from 
the  youngest  State  Auxiliaries  in  New  Mexico 
and  Maine  to  the  oldest  in  South  Dakota. 

The  afternoon  session  saw  the  election  of  the 
National  Officers  and  their  installation  by  Mrs. 
Rollo  K.  Packard.  As  she  presented  the  lovely 
diamond-studded  President’s  pin  to  Mrs.  Arthur 
' A.  Herold,  who  is,  as  one  of  the  delegates  ex- 
pressed it,  a “Whistler’s  Mother”  type  with 
snap,  verve  and  a southern  drawl,  we  all  felt 
that  Mrs.  Herold,  with  her  many  years  of 
service  in  the  work  of  the  Auxiliary,  would 
carry  on  the  good  work  done  by  her  predeces- 
sors. Mrs.  Packard,  also,  presented  the  Past 
President  ’s  pin  to  Mrs.  Allman,  commending  her 
for  the  most  successful  year  of  great  accomplish- 
ments which  the  Auxiliary  enjoyed  under  her 
leadership.  The  generous  orchid  corsages  and 
flowers  given  to  the  President  and  her  co-officers 
made  them  look  very  festive. 

Mrs.  Herold ’s  inaugural  address,  which  will 
also  be  in  your  August  BULLETIN,  pledged 
true  devotion  to  the  cause  and  purpose  of  the 
American  Medical  Association  and  its  Auxiliary 
and  an  honest  endeavor  to  forward  the  work 
already  started  by  her  able  predecessor.  She 
called  for  the  cooperation  and  help  of  the  over 
50,000  members  of  the  organization,  with  which 
she  could  go  ahead  to  the  accomplishment  of 
even  greater  things. 

The  Convention  was  not  all  work  and  meetings. 
A beautiful  tea  was  held  on  Monday  afternoon 


in  honor  of  the  National  President  and  President- 
elect and  State  Presidents.  A luncheon  on  Tues- 
day honored  the  Past  Presidents  of  the  Woman’s 
Auxiliary,  at  which  Dr.  Ernest  B.  Howard, 
Assistant  Secretary  of  the  A.M.A.  was  the  guest 
speaker.  Dr.  Howard  urged  the  doctors’  wives 
to  push  the  sale  of  TODAY’S  HEALTH,  to  help 
the  doctors  in  their  efforts  to  get  the  Nursing 
Associations  to  back  Voluntary  Health  Insurance 
and  to  make  resolutions  against  Compulsory 
Health  Plans,  and  to  work  diligently,  as  citizens, 
in  the  forthcoming  election  in  November  to  reg- 
ister all  voters,  and  urge  them  to  go  to  the  polls 
and  VOTE. 

The  luncheon  on  Wednesday,  held  in  the  beau- 
tiful Peacock  Court  in  the  Mark  Hopkins  Hotel, 
honored  Mrs.  Allman  and  Mrs.  Herold.  Mrs. 
Jesse  D.  Hamer  of  Phoenix,  Arizona,  ably  pre- 
sided and  introduced  the  guests  of  honor,  which 
included  Dr.  Ernest  E.  Irons,  President  of 
A.M.A. ; Dr.  Elmer  L.  Henderson,  President- 
Elect,  and  others  on  the  National  Board  of 
A.M.A. 

The  Woman’s  Auxiliary  to  the  California 
Medical  Association  is  to  be  congratulated  on 
their  hospitality  and  the  wonderful  arrange- 
ments made  for  the  comfort,  entertainment  and 
perfect  weather  we  enjoyed  while  in  their  superb 
City  of  San  Francisco. 

Official  Delegates  to  the  Convention  from  Ari- 
zona were:  Mrs.  Harold  Kosanke  and  Mrs.  Hi- 
ram Cochran  of  Tucson,  and  Mrs.  Benjamin 
Herzberg  and  Mrs.  George  S.  Enfield  of  Phoe- 
nix. Mrs.  Royal  W.  Rudolph,  President-elect, 
attended  unofficially,  but  was  present  at  all  the 
meetings.  This  report  has  been  compiled  from 
the  notes  of  all  the  above  mentioned,  and  is  duly 
set  down  here  for  your  enlightenment  and  in- 
struction. 


JULIUS  CITRON,  D.  S.  C., 

F.  P.  R.  S. 

DISORDERS  OF  THE  FOOT 

517  West  McDowell  Road 
Hours  9-5  Phone  2-9312 

Phoenix,  Arizona 
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DOCTORS  DIRECTORY  ESTABLISHED 

1920 

3-4189 

Emergency  calls  given  special  attention.  We  will 
locate  your  doctor  before  or  after  office  hours. 

BERTHA  CASE,  R.  N.,  Director 
ADA  JOY  CASE 

1493  East  Roosevelt 
Phoenix,  Arizona 


LOW  COST  REFRIGERATED  DRY 
AIR  CONDITIONING  WITH 

c4jax  MOBILE  ROOM  ASTER 

Powered  by  SERVEL 

Dimensions 
28"  High 
18"  Wide 
17"  Deep 


FREE  INSTALLATION 
4 YEAR  WARRANTY 

Installed  in  a Few  Minutes — 3A  Ton  Capacity — Movable 
from  Room  to  Room.  Attractively  Finished  in  Tan  and 
Rawhide  Vinyl  Plastic  Fabrilite. 

DEMONSTRATION  WITHOUT  OBLIGATION  MAY  BE 
ARRANGED  BY  WRITING  OR  PHONING 

AJAX  CORPORATION  OF  ARIZONA 

4014  N.  Seventh  Street 
PHOENIX.  ARIZONA 
Phone  5-2338 


“Remember  . 
no  dtair  climbi 


Undoubtedly  this  has  been  your  advice  to 
many  patients  who  suffer  conditions  which 
make  exercise  dangerous.  Now  these  peo- 
ple can  be  freed  of  the  imprisonment  of 
one  floor  with  one  of  our  complete  line  of 
home  elevators  and  stair  climbers. 


(Q  Z 


We  Invite  Your  Inquiry 

LEVATOR  CO. 


TITLE  & T iv  U ST  BLDG 


PHONE  4-2259 


!Zhiu$L$&ni£ 


NYLON  SURGICAL  ELASTIC 


Unconditionally  Guaranteed l 

For  varicose  veins,  lymph 
stasis  and  other  swollen 
or  flabby  leg  conditions. 

At  reliable  surgical  appliance, 
drug  and  dept,  stores  everywhere. 


JOHN  B.  FLAHERTY  CO.,  Inc.,  Bronx,  n.y. 

Since  1898,  Manufacturers  of  Surgical  Elastic  Supports 


when  an  Orthopedic 

MATTRESS  IS  INDICATED 

Restful,  healthful  body  ad.ustment  is 
supplied  by  the  Spring  Air  Back  Supporter 
Mattress,  with  its  high  density  construction 
of  lightly  compressed  coils  of  extra  large 
diameter.  Made  of  conventional,  time-proven 
materials,  to  a new  design  which 
provides  positive  back  support  without 
interfering  with  circulation.  See  it 
at  your  favorite  furniture  store  . . . 
recommend  it  with  confidence. 


Manufactured  in  Phoenix  by 
SOUTHWEST  MATTRESS  CO. 
1710  EAST  WASHINGTON  ST. 
PHOENIX,  ARIZONA 


TELEX  HEARING  CENTER  by 


PAUL  E.  LAU,  State  Mgr. 

PHONE  8-5612 

31  I HEARD  BLDG.  PHOENIX,  ARIZONA 
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PHYSICIANS' 

DIRECTORY 

NEUROLOGY  and  PSYCHIATRY 

EDWARD  BLANK,  M.  D. 

PSYCHIATRY  and  NEUROLOGY 

733  West  McDowell  Road 
Phoenix 

Hours  by  Appointment 

CHARLES  W.  SULT,  Jr.,  M.  D. 
RICHARD  E.  H.  DUISBERG,  M.  D. 

Diplomates  of  the  American  Board 

NEUROLOGY,  PSYCHIATRY  AND 
ELECTROENCEPHALOGRAPHY 

419  Professional  Building  Phoenix,  Arizona 

OTTO  L.  BENDHEIM,  M.  D. 

NEUROLOGY  and  PSYCHIATRY 

1515  North  Ninth  Street 
PHOENIX,  ARIZONA 

Certified  by  American  Board  of 
Psychiatry  and  Neurology 

1 

MILTON  H.  ERICKSON,  M.  D. 

PSYCHOTHERAPY  AND  PSYCHIATRY 
Certified  by  American  Board  of 
Psychiatry  and  Neurology 

32  West  Cypress  Street  Phone  2-4254 

Phoenix,  Arizona 

NEUROLOG 

ICAL  SURGERY 

JOHN  A.  EISENBEISS,  M.  D. 

Certified  by  American  Board  of 
Neurological  Surgery 

Lois  Grunow  Memorial  Clinic 
926  E.  McDowell  Road 
Phoenix,  Arizona 

JOHN  RAYMOND  GREEN,  M.  D. 

Certified  by  the  American  Board 
of  Neurological  Surgery 

1010  Professional  Building 
Telephone  8-3756 
PHOENIX,  ARIZONA 

UROLOGY 


W.  G.  SHULTZ,  M.D.,  F.  A.  C.  S. 

Diplomate  of  The  American 
Board  of  Urology 

1010  N.  Country  Club  Road 
Telephone  5-2609  Tucson,  Arizona 


DONALD  B.  LEWIS,  M.  D. 

UROLOGY 

1 23  So.  Stone  Ave.  Phone  4500 

Tucson,  Arizona 


MERRIWETHER  L.  DAY,  M.  D. 

F.  A.  C.  S. 

Diplomate  of  The  American 
Board  of  Urology 

LADDIE  L.  STOLFA,  M.  D. 

Lois  Grunow  Memorial  Clinic 
926  East  McDowell  Road 

Tel.  4-3674  Phoenix 


PAUL  L.  SINGER,  M.  D.,  F.  A.  C.  S. 

Certified  American  Board  of 
UROLOGY 

1313  N.  Second  Street  Phone  3-1739 

PHOENIX,  ARIZONA 
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DIRECTORY 

UROLOG' 

r— 

( Cont'd. ) 

james  h.  McDonald,  m.  d. 

UROLOGY 

711  Professional  Building  Te'ephone  8-0969 

Phoenix,  Arizona 

ROBERT  H.  CUMMINGS,  M.D. 

Diplomate  of  the 
American  Board  of  Urology 

808  Professional  Building 
15  East  Monroe  Phone  4-3577 

Phoenix,  Arizona 

INTERNA 

L MEDICINE 

ROBERT  S.  FLINN,  M.  D. 

INTERNAL  MEDICINE 

CARDIOLOGY  and  ELECTROCARDIOGRAPHY 

1118  Professional  Building 
Phone  4-1078 
Phoenix,  Arizona 

DANIEL  H.  GOODMAN,  M.  D. 

INTERNAL  MEDICINE  CARDIOLOGY 

ELECTRO  CARDIOGRAPHY 

607  Heard  Bldg.  Phone  4-7204 

Phoenix,  Arizona 

JESSE  D.  HAMER,  M.  D. 

! 

j 

| 

F.  A.  C.  P. 

INTERNAL  MEDICINE 

CARDIOLOGY 

Suite  910 

Phoenix 

1 5 E.  Monroe  St. 

Arizona 

KENT  H.  THAYER,  M.  D. 

F.  A.  C.  P. 

INTERNAL  MEDICINE 
Diplomate  of  the 

American  Board  of  Internal  Medicine 


ROBERT  H.  STEVENS,  M.  D. 

INTERNAL  MEDICINE  ALLERGY 

1313  N.  Second  St.  Phone  4-8841 

Phoenix,  Arizona 


JOSEPH  BANK,  M.  D. 

FRANK  J.  MILLOY,  M.  D. 

Diplomate  of 

F.  A.  C.  P. 

INTERNAL  MEDICINE 

American  Board  of  Internal  Medicine 
American  Board  of  Gastroenterology 

JOHN  W.  FINDLEY,  Jr.,  M.  D. 

61  1 Professional  Building 

GASTROENTEROLOGY,  GASTROSCOPY 

Phone  4-2171 

800  North  First  Avenue  Phone:  4-7245 

Phoenix,  Arizona 

PHOENIX,  ARIZONA 

ROBERT  E.  RIDER,  M.  D. 

INTERNAL  MEDICINE 
ELECTROCARDIOGRAPHY 


W.  PAUL  HOLBROOK,  M.D.,  F.A.C.P. 

DONALD  F.  HILL,  M.D.,  F.A.C.P. 
CHARLES  A.  L.  STEPHENS,  Jr.,  M.D. 


Del  Sol  Hotel  Bldg. 

Yuma,  Arizona 


Phone  26 


Tucson,  Arizona 


Phone  5-151  1 
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HOSPITAL 


THIS  SPACE  FOR  SALE 

WALTER  V.  EDWARDS,  Jr.,  M.  D. 

FOR  INFORMATION  AND  RATES 

Lawrence  Memorial  Hospital 

write  to 

ARIZONA  MEDICINE 

Cottonwood,  Arizona 

401  Heard  Bldg. 
PHOENIX,  ARIZONA 

PHYSICAL  MEDICINE 

ALLERGY 

M.  E.  FULK,  M.  D. 

GLENDALE  CLINIC  HOSPITAL 
Clinic  Open  Daily:  9 a.m.  to  6 p.m. 
Sundays  and  Holidays  by  Appointment 

245  East  A Avenue  Phone  240 

Glendale,  Arizona 

E.  A.  GATTERDAM,  M.  D. 

ALLERGY 

15  E.  Monroe  St.,  Professional  Bldg. 
Office  Hours:  11  A.  M to  5 P.  M. 
Phoenix,  Arizona 

CHEST  DISEASES  AND  SURGERY 


THIS  SPACE  FOR  SALE 

GEORGE  D.  BOONE,  M.D.,  F.A.C.S. 

FOR  INFORMATION  AND  RATES 

DISEASES  AND  SURGERY  OF  THE  CHEST 

write  to 

ARIZONA  MEDICINE 

601  East  Sixth  Street  Telephone  4-1561 

401  Heard  Bldg. 

PHOENIX,  ARIZONA 

TUCSON,  ARIZONA 

PROCTOLOGY  CLINIC 


WALLACE  M.  MEYER,  M.  D. 

PROCTOLOGY 

903  Professional  Bldg. 

Phone  2-2822  - 3-4189 
Phoenix,  Arizona 

MESA  MEDICAL  CENTER 

MARK  H.  WALL,  M.  D. 
FRANKLIN  B.  LANEBACK,  M.  D. 
J.  EDWIN  KEPPEL,  M.  D. 

206  East  Main  St. 

Mesa,  Arizona 

Office  Phone  4350 

BUTLER  CLINIC 

SUN  VALLEY  CLINIC 

D.  E.  NELSON,  M.  D. 

F.  W.  BUTLER,  M.  D. 

34  North  Macdonald 

501-505  Fifth  Avenue 

MESA,  ARIZONA 

SAFFORD,  ARIZONA 
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ORTHOPEDIC  SURGERY 

GEORGE  L.  DIXON,  M.  D. 

ORTHOPAEDIC  SURGERY 

Diplomate  of  the  American  Board 
of  Orthopaedic  Surgery 

744  N.  Country  Club  Road  Telephone  5 - 1 533 
TUCSON,  ARIZONA 


ROBERT  E.  HASTINGS,  M.D.,  F.A.C.S. 

ALFRED  O.  HELDOBLER,  M.  D. 

Diplomates  American  Board  of  Orthopaedic 
Surgery 

ORTHOPAEDIC  SURGERY 

1811  East  Speedway 
TUCSON,  ARIZONA 

PHYSICIANS  and  SURGEONS 

GEORGE  B.  IRVINE,  M.  D. 

W.  G.  PAYNE,  M.  D. 

PHYSICIANS  AND  SURGEONS 

8 West  Fifth  Street  Phone  526 

Tempe,  Arizona 

ANESTHESIOLOGY 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

401  Heard  Bldg. 
PHOENIX,  ARIZONA 


DERMATOLOGY 


GEORGE  K.  ROGERS,  M.  D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 

Phone  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 


KENNETH  C.  BAKER,  M.  D. 

DERMATOLOGY 

Telephone  3-0602  729  N.  Fourth  Ave. 

Tucson,  Arizona 


LOUISE  BEWERSDORF,  M.  D. 
F.  A.  C.  A. 

ANESTHESIOLOGY 

208  West  Glenrosa 
Phone  5-4471  - 8-2392 
Phoenix,  Arizona 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

401  Heard  Bldg. 
PHOENIX,  ARIZONA 


GEO.  A.  WILLIAMSON,  M.D.,  F.A.C.S. 
LEO  L.  TUVESON,  M.  D. 

ORTHOPAEDIC  SURGERY 

800  North  First  Ave.  Telephone  2-2375 

PHOENIX,  ARIZONA 

JAMES  LYTTON-SMITH,  M.  D. 
RONALD  S.  HAINES,  M.  D. 
JOHN  H.  RICKER,  M.  D. 
STANFORD  F.  HARTMAN,  M.  D. 

926  East  McDowell  Road 
Phoenix,  Arizona 
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OBSTETRICS  and  GYNECOLOGY 


HARRY  J. 

FELCH,  M.  D. 

Physician 

and  Surgeon 

Residence 

Office 

325  W.  Granada 

703  Professional  Bldg. 

Phoenix,  Arizona 

1 5 E.  Monroe  Street 

Residence  3-1  151 

Office  3-1151 

CLARENCE  B.  WARRENBURG,  M.  D. 

Diplomate  of  American  Board  of 
Obstetrics  and  Gynecology 

Grunow  Clinic 

926  E.  McDowell  Road  Phoenix,  Arizona 


PATHOLOGICAL  LABORATORIES 


G.  0.  HARTMAN,  M.  D. 

PATHOLOGICAL  LABORATORY 
20  E.  Ochoa  St.  Phone:  3-4861 

TUCSON,  ARIZONA 


PATHOLOGICAL 

LABORATORY 

507  Professional  Building 

Telephone  3-4105 

W.  WARNER  WATKINS  AND 

ASSOCIATES 

1313  North  Second  Street 

Telephone  8-3484 

Phoenix, 

Arizona 

EYE,  EAR,  NOSE  and  THROAT 


DUNCAN  G.  GRAHAM,  M.  D. 

EYE,  EAR,  NOSE  and  THROAT 
Certified  by  American  Board  of  Otolaryngology 

1 1 4 West  Pepper  Street 
Mesa,  Arizona 

JOHN  S.  MIKELL,  M.  D. 

1811  East  Speedway 
Tucson,  Arizona 

EAR,  NOSE  AND  THROAT 
BRONCHOSCOPY 

BERNARD  L.  MELTON,  M.  D. 

F.  A.  C.  S.,  F.  1.  C.  S. 

PERRY  W.  BAILEY,  M.  D. 

EYE,  EAR,  NOSE  AND  THROAT 

Certified  by  American  Board  of  Ophtha'mology 

EYE,  EAR,  NOSE  AND  THROAT 

Certified  by  American  Board  of  Otolaryngology 

JOHN  J.  McLOONE,  M.  D. 

Telephones:  Office  8-0661;  Residence  2-6233 

EYE,  EAR,  NOSE  AND  THROAT 

Office:  39  W.  Adams,  1 17  Winters  Bldg., 

BRONCHOSCOPY  AND  ESOPHAGOSCOPY 

605  Professional  Bldg.  Phone  3-8209 

PHOENIX,  ARIZONA 

PHOENIX,  ARIZONA 

D.  E.  BRINKERHOFF,  M.  D.,  F.  A.  C.  S. 

EAR,  NOSE  AND  THROAT 
Certified  by  American  Board  of  Otolaryngology 

ROBERT  D.  SMITH,  M.  D. 

EYE,  EAR,  NOSE  AND  THROAT 

Lois  Grunow  Memorial  Clinic 
926  E.  McDowell  Rd.  Phone  4-3807 

Phoenix,  Arizona 


H.  FIELDING  WILKINSON,  M.  D. 

Organic  Diseases  and  Psychogenic  Disorders  of 
Eye,  Ear,  Nose  and  Throat 

Refractions  (Fitting  of  Glasses) 

39  West  McDowell  Road  Phone  8-3167 

Phoenix,  Arizona 
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ARCHIE  E.  CRUTHIRDS,  M.  D„ 

THIS  SPACE  FOR  SALE 

F.  A.  C.  S.,  F.  1.  C.  S. 

EYE,  EAR,  NOSE  AND  THROAT 

FOR  INFORMATION  AND  RATES 

Certified  by  American  Board  of  Otolaryngology 

write  to 

American  Academy  of  Ophthalmology  and 

ARIZONA  MEDICINE 

Otolaryngology 

401  Heard  Bldg. 

1011  Professional  Bldg.  Phone  3-5121 

PHOENIX,  ARIZONA 

Phoenix,  Arizona 

SURGERY 


L.  MANOIL,  M.  D. 

LOUIS  P.  LUTFY,  M.  D. 

SURGERY  AND  GYNECOLOGY 

SURGERY  and  GYNECOLOGY 

34  W.  Lynwood  Phone  3-3092 

301  West  McDowell  Rd.  Phone  3-4200 

Phoenix,  Arizona 

Phoenix,  Arizona 

ALFRED  D.  LEVICK,  M.  D. 

DELBERT  L.  SECRIST.  M.  D., 

PROCTOLOGY 

F.  A.  C.  S. 

1137  West  McDowell  Road 

1 23  South  Stone  Avenue 

Phones  8-2194  - 3-4189 

Tucson,  Arizona 

Phoenix,  Arizona 

Office  Phone  2-3371  Home  Phone  5-9433 

1 

H.  D.  KETCHERSIDE,  M.  D. 

SURGERY  and  UROLOGY 

W.  R.  MANNING,  M.  D.,  F.  A.  C.  S. 

DONALD  A.  POLSON,  M.  D. 

SURGERY 

GENERAL  SURGERY 

Diplomate  American  Board  of  Surgery 

Certified  by  the  American  Board  of  Surgery 

800  North  First  Avenue 
Phone  4-7245 
Phoenix,  Arizona 

620  North  Country  Club  Road  Phone  5-2687 

Tucson,  Arizona 

i 

THIS  SPACE  FOR  SALE 

THIS  SPACE  FOR  SALE 

FOR  INFORMATION  AND  RATES 

FOR  INFORMATION  AND  RATES 

write  to 

write  to 

ARIZONA  MEDICINE 

ARIZONA  MEDICINE 

401  Heard  Bldg. 

401  Heard  Bldg. 

PHOENIX,  ARIZONA 

PHOENIX,  ARIZONA 
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GENERAL  MEDICINE 

GENERAL  PRACTICE 

SAMUEL  R.  JOSEPH,  M.  D. 

RAYMOND  1.  McGILVRA,  M.  D. 

PHYSICIAN  AND  SURGEON 

GENERAL  PRACTICE 

Office  Phone  5-9645  Res.  Phone  5-2365 

307  E.  Indian  School  Road 

Directory  Phone  3-4189 

Office  Phone  5-0750 

71  1 West  Thomas  Road 

Office  Hours:  10-12  and  2-5  By  Appointment 

Phoenix,  Arizona 

Phoenix,  Arizona 

J.  REICHERT,  M.  D. 

THIS  SPACE  FOR  SALE 

General  Practice 

FOR  INFORMATION  AND  RATES 

CARDIO  VASCULAR  DISEASES 

write  to 

ELECTROCARDIOGRAPHY 

ARIZONA  MEDICINE 

303  West  McDowell  Rd.  Office  Phone  4-7028 

Phoenix,  Arizona 

401  Heard  Bldg. 
PHOENIX,  ARIZONA 

RADIOLOGY 


PATHOLOGICAL  LABORATORY  I 

GOSS  - DUFFY  LABORATORY 

507  Professional  Building  Telephone  3-4105 

X-RAY  AND  CLINICAL  DIAGNOSIS 

MEDICAL  CENTER  X-RAY 

LABORATORY 

1313  North  Second  Street  Telephone  8-3484 

W.  Warner  Watkins,  M.D.  R.  Lee  Foster,  M.D. 

316  West  McDowell  Road 

John  W.  Kennedy,  M.  D. 

Phoenix,  Arizona 

Dipiomates  of  American  Board  of  Radiology 

Phoenix,  Arizona 

DRS.  HAYDEN,  PRESENT,  WELSH 

MARCY  L.  SUSSMAN,  M.  D., 

AND  HILEMAN 

Dipiomates  of 

F.  A.  C.  R. 

American  Board  of  Radiology 

Diplomate  of  American  Board  of  Radiology 

DIAGNOSTIC  ROENTGENOLOGY 

801  North  Second  Ave. 

Telephone  8-1027 

23  East  Ochoa 

Phoenix,  Arizona 

Tucson 

CHILDREN'S  DISEASES  SPEECH  PATHOLOGY 


WILLIAM  F.  SCHOFFMAN,  M.  D. 

ROBERT  N.  PLUMMER,  Ph.  D. 

CECILIA  H„  SHEMBAB,  M.  D. 

SPEECH  PATHOLOGY 
including 

JAMES  L.  COFFEY,  M.  D. 

Lip  Reading  and  Speech  for  the  Deaf 

DOCTORS  BUILDING 

316  West  McDowell  Road  Telephone  4-7287 

Professional  Member 
American  Speech  and  .Hearing  Association 

Phoenix,  Arizona 

Medical  Arts  Bldg.  Phone  3-2051 

Phoenix,  Arizona 
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THE  ORTHOPEDIC  CLINIC 

For  the  Treatment  of  Fractures,  Diseases  and  Surgery  of 
the  Bones  and  Joints 

ORTHOPEDIC  SURGERY 

W.  A BISHOP,  Jr.,  M.  D.,  F.  A.  C.  S.  ALVIN  L.  SWENSON,  M.  D. 

Diplomates  of  the  American  Board  of  Orthopedic  Surgery 

ARTHRITIS 

DeWITT  W.  ENGLUND,  M D 

1313  North  Second  Street  Phone  8-1586 

Phoenix,  Arizona 


PATHOLOGY ■ 

This  is  to  announce  that  tissues  for  diagnosis  are  accepted  by  the  follow- 
ing physicians  who  practice  in  Arizona,  are  not  exclusively  governmentally 
employed,  and  are  qualified  as  pathologic  anatomists: 

LOUIS  HIRSCH,  M.  D. 

Tucson  Medical  Center 
Tucson,  Arizona 

MAURICE  ROSENTHAL,  M.  D. 

St.  Monica's  Hospital 
Phoenix,  Arizona 

O.  O.  WILLIAMS,  M.  D. 

425  North  Fourth  Street 
Phoenix,  Arizona 

HAROLD  WOOD,  M.  D. 

1033  East  McDowell  Road 
Phoenix,  Arizona 


RADIOLOGY  -= 

TUCSON  TUMOR  INSTITUTE 

LUDWIG  LINDBERG,  M.  D.  JAMES  H.  WEST,  M.  D.,  F.A.C.R. 
Diplomates  of  American  Board  of  Radiology 

RADIUM  AND  X-RAY  THERAPY 

721  North  4th  Ave.  TUCSON,  ARIZONA 


J.  D.  BARGER,  M.  D. 

Maricopa  County  Hospital 
3435  W.  Apache 
Phoenix,  Arizona 

RALPH  H.  FULLER,  M.  D. 

St.  Mary's  Hospital 
Tucson,  Arizona 

GEORGE  O.  HARTMAN,  M.  D. 

20  East  Ochoa  Street 


Arizona 
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. . . meaning  "without”.  . . is  a prescription  symbol  with  which  you 
are  familiar.  Less  familiar  to  you,  perhaps,  is  the  fact  that  some  of 
our  "withouts”  are  highly  important  to  physicians  and  their  patients. 
For  example,  Eli  Lilly  and  Company  demands  that  the  complete  quan- 
titative formula  of  active  ingredients  for  every  Lilly  product  be  given 
to  physicians — without  any  secrets,  without  extravagant  therapeutic 
claims,  without  advertising  or  promotion  to  the  laity. 


ELI  LILLY  AND  COMPANY 


INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 


Vol.  7,  No.  9 


SEPTEMBER,  1950 


TABLE  OF  CONTEN' 

PAGE  3 


1.  CHLOROMYCETIN®.*  the  first  and  only  antibiotic  to  be 

prepared  synthetically  on  a commercial  scale. 

2.  CHLOROMYCETIN  is  rapidly  effective  in  a wide  range  of 
infectious  diseases,  including  urinary  tract  infections,  bacterial  and 
atypical  primary  pneumonias,  acute  undulant  fever,  typhoid  fever,  other 
enteric  fevers  due  to  salmonellae,  dysentery  (shigella),  Rocky  Mountain 
spotted  fever,  typhus  fever,  scrub  typhus,  granuloma  inguinale, 
lymphogranuloma  venereum. 


3.  CHLOROMYCETIN  is  well  tolerated 

The  progress  of  the  patient  is,  therefore,  unhindered  by  serious  side  reactions. 

CHLOROMYCETIN  is  administered  by  mouth  or  by  rectum. 

Since  the  need  for  injection  therapy  is  eliminated,  treatment  is 
simple  and  convenient. 


tJ.  CHLOROMYCETIN  controls  many  diseases  unaffected  by 
other  antibiotics  or  the  sulfonamides. 

6.  CHLOROMYCETIN  ® remarkable  antibiotic  activity  results  in 
quick  recovery,  smooth  convalescence,  and  rapid  return  of  the 
patient  to  his  customary  activities.  The  end  result  is  greater  economy. 


packaging 


Chloromycetin, 

( chloramphenicol,  Parke-Davis), 
is  supplied  in  Kapseals®  250  mg., 
and  in  capsules  of  50  mg. 


c ^ % 
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That  a nutritious  breakfast  providing  generous  amounts  of  high  quality 
protein  prevents  late  morning  hypoglycemia  has  been  amply  demon- 
strated. As  shown  by  Thorn  and  co-workers,1  and  later  confirmed  by 
Orent-Keiles,2  "...  breakfast  high  in  protein  and  low  in  fat  and  carbo- 
hydrate was  followed  by  an  improved  sense  of  well-being  and  no  symp- 
toms of  hypoglycemia.” 

Meat  for  breakfast — ham,  sausage,  bacon,  breakfast  steaks — is  an 
appetizing  means  of  increasing  the  protein  content  of  the  morning  meal. 
Its  biologically  complete  protein  contains  all  essential  amino  acids, 
and  serves  well  in  complementing  less  complete  proteins  from  other 
sources.  Furthermore,  muscle  meat  is  an  outstanding  source  of  B 
complex  vitamins  and  of  iron. 

(1)  Thorn,  G.W.;  Quinby,  J.T.,  and  Marshall,  C.,Jr.,  Ann.  Int.  Med.  18:913  (June)  1943. 

(2)  Orent-Keiles,  E.,  and  Hallman,  L.  F.,  Circular  No.  827,  United  States  Department  of 
Agriculture,  Bureau  of  Human  Nutrition  and  Home  Economics,  Agricultural  Research 
Administration,  Dec.,  1949. 

American  Meat  Institute 

Main  Office,  Chicago...Members  Throughout  the  United  States 


The  Seal  of  Acceptance  de- 
notes that  the  nutritional  state- 
ments made  in  this  advertise- 
ment are  acceptable  to  the 
Council  on  Foods  and  Nutri- 
tion of  the  American  Medical 
Association. 
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ARIZONA  MEDICAL  ASSOCIATION 

Organized  1892 
642  SECURITY  BUILDING 
234  NORTH  CENTRAL  AVE.,  PHOENIX,  ARIZONA 


Woman  4 Auxiliary, 


NATIONAL  OFFICERS  AND  CHAIRMEN  OF 
STANDING  COMMITTEES  FOR  1950-1951 


President. 


. Mrs.  Arthur  A.  Herold 


OFFICERS  AND  COUNCIL 

Robert  E.  Hastings  President 

1811  E.  Speedway.  Tucson 

Harry  T.  Southworth  President-Elect 

Prescott,  Arizona 

H.  D.  Ketcherside  Vice-President 

800  N.  First  Ave.,  Phoenix 

Frank  J.  Milloy  ..Secretary 

15  E.  Monroe,  Phoenix 

C.  E.  Yount,  Jr.  Treasurer 

Prescott,  Arizona 

Harry  E.  Thompson  Speaker  of  House 

435  N.  Tucson  B!vd.,  Tucson 

Jesse  D.  .Hamer  Delegate  to  A.  M.  A. 

15  E.  Monroe,  Phoenix 

Preston  T.  Brown  Alternate-Delegate 

1313  North  Second  St..  Phoenix 

DISTRICT  COUNCILORS 

Thomas  H Bate — Central  District 

15  E.  Monroe,  Phoenix 

A.  I.  Podolsky  Central  District 

Yuma 

Walter  Brazie  Northern  District 

Kingman 

Herbert  B.  Potthoff  Northern  District 

Holbrook 

Hugh  C.  Thompson  Southern  District 

110  S.  Scott,  Tucson 

Donald  E.  Nelson  ..Southern  District 

Safford 

COUNCILORS  AT  LARGE 

Harold  W.  Kohl  Tucson 

Preston  T.  Brown  — Phoenix 

Robert  S.  Flinn  - Phoenix 


COMMITTEES  AM)  BOARDS 
STANDING  COMMITTEES 

INDUSTRIAL  RELATIONS:  Dr.  Ronald  S.  Haines,  Phoenix;  Dr 
J.  P.  McNally,  Prescott;  Dr.  John  R.  Schwartzmann,  Tucson; 
Dr.  Carl  H.  Gans.  Morenci:  Dr.  Charles  W.  Suit,  Jr.,  Phoenix. 

SCIENTIFIC  ASSEMBLY:  Dr.  Harry  T.  Southworth,  Prescott; 

Dr.  O.  W.  Thoen-y,  Phoenix;  Dr.  Louis  G.  Jekel,  Phoenix;  Dr. 
Robert  S.  Flinn,  Phoenix. 

MEDICAL  ECONOMICS:  Dr.  George  G.  McKhann,  Phoenix;  Dr. 
H.  D.  Ketcherside,  Phoenix;  Dr.  Edward  M.  Hayden,  Tucson. 

MEDICAL  DEFENSE:  Dr.  Ernest  A.  Born.  Prescott;  Dr.  Frede- 
rick W.  Knight,  Safford;  Dr.  O.  E.  Utzinger,  Ray. 

EDITING  AND  PUBLISHING:  Dr.  Walter  Brazie,  Kingman:  Dr. 
R.  Lee  Foster,  Phoenix;  Dr.  Donald  E.  Nelson,  Safford. 

LEGISLATION:  Dr.  Jesse  D.  Hamer,  Phoenix;  Dr.  Walter  Brazie, 
Kingman;  Dr.  H.  D.  Cogswell.  Tucson;  Dr  H,  B.  Lehmberg, 
Casa  Grande:  Dr.  Charles  H.  Laugharn,  Clifton;  Dr.  C H. 
Peterson,  Winslow;  Dr.  F.  W.  Knight,  Safford;  Dr.  Charles 
B.  Huestis,  Hayden;  Dr.  M G.  Fronsk?,  Flagstaff;  Dr.  Reed 

D.  Shupe,  Phoenix. 

HISTORY  AND  OBITUARIES:  Dr.  Hal  W.  Rice,  Historian,  Bis- 
bee;  Dr.  Frank  J.  Milloy,  Phoenix;  Dr.  Harold  W,  Kohl.  Tuc- 
son; Dr.  W.  W.  Watkins,  Phoenix. 

PROFESSIONAL  BOARD 

Dr.  A.  J.  Present,  Tucson;  Dr.  Hugh  C.  Thompson,  Tucson;  Dr. 

E.  A.  Born,  Prescott;  Dr.  Boris  Zemsky,  Tucson;  Dr.  B.  L. 
Snyder,  Phoenix;  Dr.  C.  E.  Van  Epps.  Phoenix;  Dr.  James 
Lytton-Smith,  Phoenix;  Dr.  J.  M.  Kinkade,  Tucson. 

BOARD  OF  PUBLIC  RELATIONS 
Dr.  M.  W.  Merrill,  Phoenix;  Dr.  Robert  M.  Matts,  Yuma;  Dr. 
William  B.  Steen,  Tucson;  Dr.  Broda  O.  Barnes,  Kingman;  Dr. 
A.  H.  Dysterheft,  McNary;  Dr.  H.  H.  Brainard,  Tucson;  Dr.  Paul 
W.  McCracken,  Phoenix. 


731  Oneonta  St.,  Shreveport,  La. 

President-Elect Mrs.  Harold  F.  Wahlquist 

129  W.  48th  St.,  Minneapolis,  Minn. 
Vice-Presidents: 

First Mrs.  Leo  J.  Schaefer 

700  Highland,  Salina.  Kansas 

Second Mrs.  W.  E.  Hoffman 

4000  Noyes  Ave  , S.  E..  Charleston  4,  W.  Va. 

Third ...  Mrs.  Mason  G.  Lawson 

200  Ridgway,  Little  Rock,  Ark. 

Fourth Mrs.  John  Z.  Brown 

116  University  St.,  Salt  Lake  City,  Utah 

Treasurer ..Mrs.  George  Turner 

3009  Silver  St..  El  Paso,  Texas 

Constitutional  Seer  tary Mrs.  Charles  Shafer 

219  N.  Sprague  Ave.,  Kingston.  Pennsylvania 
Chairmen  of  Standing  Committees 

Finance Mrs.  Scott  C.  Applewhite 

240  Bushnell  St.,  San  Antonio  2,  Texas 

Legislation  ... Mrs.  Edgar  E.  Quayle 

6926  Hampden  Lane,  Bethesda  14,  Maryland 

Organization Mrs.  Leo  J.  Schaefer 

700  Highland,  Salina.  Kansas 

Program.  . Mrs.  Harry  F.  Pohlmann 

29  Railroad  Ave.,  Middleton.  N.  Y. 

Publications.  Mrs  Jas.  P.  Simonds 

2033  W.  Morse  Ave.,  Chicago,  45,  Illinois 

Public  Relations Mrs.  Theodore  E.  Heinz 

1913  15th  Ave..  Greeley.  Colorado 

Revisions. Mrs.  Eustace  A,  Allen 

18  Collier  Rd..  N.  W..  Atlanta,  Georgia 

Today's  Health Mrs.  Joseph  W.  Kelso 

319  N W.  18th  St..  Oklahoma  City,  2,  Oklahoma 

Reference..... Mrs.  Rollo  K.  Packard 

14093  Davana  Terrace,  Sherman  Oaks,  California 

Historian.... ..Mrs.  Jesse  D.  Hamer 

1819  N.  11th  Ave.,  Phoenix,  Arizona 

Parliamentarian Mrs.  Luther  H.  Kice 

95  Brook  St..  Garden  City,  Long  Island,  New  York 
Directors 

One  year Mrs.  David  B.  Allman 

104  St.  Charles  Place.  Atlantic  City,  N.  J. 

One  year..... Mrs.  Scott  C.  Applewhite 

24J  Bushnell  St..  San  Antonio  2.  Texas 

One  year Mrs.  Ralph  Eusden 

4360  Myrtle  Ave.,  Long  Beach,  7,  California 

One  year Mrs.  William  W.  Potter 

120  Kenesaw  Terrace,  Knoxville.  Tennessee 

Two  years Mrs.  Robert  Flanders 

320  N.  River  Road,  Manchester,  N.  H. 

Two  years Mrs.  Frank  Gastineau 

5344  N.  Penn  St..  Indianapolis,  Indiana 

Two  years Mrs.  John  S.  Bouslog 

6210  E.  17th  Ave.,  Denver  7,  Colorado 


OFFICERS  OF  THE  AUXILIARY  TO  THE 
ARIZONA  MEDICAL  ASSOCIATION 
1950  - 1951 

President Mrs.  Benjamin  Herzberg 

1131  W.  Palm  Lane,  Phoenix 

President  Elect  .Mrs.  Royal  W.  Rudolph 

El  Encanto  Estates,  Tucson 

1st  Vice  President Mrs.  Delbert  L.  Secrist 

2527  E.  Third  Street.  Tucson 

2nd  Vice  President  Mrs.  George  S.  Enfield 

335  W.  Cambridge  Ave.,  Phoenix 

Treasurer  Mrs.  Brick  P.  Storts 

El  Encanto  Estates,  Tucson 

Recording  Secretary  Mrs.  Alvin  Kirmse 

Whipple 

Corresponding  Secretary  ....  . Mrs.  Archie  Cruthirds 

1809  N.  13th  Ave.,  Phoenix 

Directors — Mrs.  Charles  Starns,  2934  Croydon  Drive,  Tucson 
Mrs.  Thomas  Bate,  305  W.  Cypress,  Phoenix 
Mrs.  Phillip  Corliss,  Yuma.  Arizona 
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COMMITTEE  CHAIRMEN 

Bulletin Mrs.  Joseph  C.  Ehrlich 

310  W.  Granada  Road,  Phoenix 

Finance Mrs.  R.  Lee  Foster 

2215  N.  11th  Ave.,  Phoenix 

Health  Mrs.  Donald  Carlson 

316  W.  Wilshire  Dr.,  Phoenix 

Legislation  — Mrs.  Louis  Hirsch 

4745  Camino  Real,  Tucson 

Organization  _ Mrs.  Delbert  L.  Secrist 

2527  E.  Third  Street,  Tucson 

Parliamentarian  Mrs.  Jesse  D.  Hamer 

1819  N.  Eleventh  Avenue,  Phoenix 

Program Mrs.  George  S.  Enfield 

335  W.  Cambridge  Ave..  Phoenix 

Publicity  . Mrs.  Matthew  Cohen 

934  W.  Palm  Lane.  Phoenix 

Public  Relations Mrs.  L.  L.  Tuveson 

3318  N.  17th  Place  W.,  Phoenix 

State  Student  Nurses’  Loan  Fund ...Mrs.  Carlos  Craig- 

727  Encanto  Drive,  S.  E.,  Phoenix 


COUNTY  AUXILIARY  OFFICERS  FOR 
1949-1950 

GILA  COUNTY 


President  Mrs.  Cyril  M.  Cron 

304  Live  Oak  Street,  Miami 

Vice-President  .. -.Mrs.  A.  J.  Bosse 

135  N.  Sixth  Street,  Globe 

Secretary-Treasurer  Mrs.  William  E.  Bishop 

605  S.  Third  Street,  Globe 


MARICOPA  COUNTY 


Doctors 

see 

Roy  Brooks 

about  your 
Plumbing 
and 

Heating 

PHONE  4-2215 

913  North  Seventh  St.  Phoenix,  Arizona 
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President  Mrs.  Karl  S.  Harris 

16  East  Catalina  Avenue,  Phoenix 

President-Elect Mrs.  Thomas  W.  Woodman 

3203  W.  Manor  Drive,  Phoenix 

1st  Vice-President  ....Mrs.  Archie  Cruthirds 

1809  N.  13th  Avenue,  Phoenix 

2nd  Vice-President  Mrs.  Robert  H.  Cummings 

2914  N.  17th  Avenue,  Phoenix 

Recording  Secretary  Mrs.  John  R.  Green 

2221  N.  40th  Street,  Phoenix 

Corresponding  Secretary Mrs.  Zeph  B.  Campbell 

1626  Palmcroft  Drive,  Phoenix 

Treasurer  Mrs.  L.  L.  Tuveson 

3318  N.  17th  Place  West,  Phoenix 


PIMA  COUNTY 


OFFICERS 

President Mrs.  Roy  Hewitt 

130  Camino  Miramonte 

President-Elect Mrs.  Brick  P.  Storts 

El  Encanto  Estates 

1st  Vice-President Mrs.  Leo  J.  Kent 

No.  4 La  Creciente 

2nd  Vice-President Mrs.  Richard  Hausmann 

2639  E.  8th 


Treasurer  Mrs.  Kenneth  Baker 

5325  Camino  Real 

Recording  Secretary ...Mrs.  Darwin  Neubauer 

3017  E.  Lorretta  Dr. 

Corresponding  Secretary ..._ .....Mrs.  David  Engle 

322  N.  Olson  Ave. 


YAVAPAI  COUNTY 


President  Mrs.  J.  H.  Allen 

829  Country  Club  Drive,  Prescott 

Vice-President  _Mrs.  Harry  Southworth 

Country  Club,  Prescott 

Treasurer  Mrs.  Melvin  Phillips 

829  Flora  Avenue,  Prescott 

Secretary  Mrs.  A.  G.  Wagner 


ACCIDENT  - HOSPITAL  - SICKNESS 


INSURANCE 

FOR  PHYSICIANS,  SURGEONS,  DENTISTS  EXCLUSIVELY 

/ PHYSICIANS  \ 

SURGEONS 
V DENTISTS  J 


PREMIUMS 

COME  FROM 


CLAIMS  \ 


$5,000.00  accidental  death  $8.00 

$25.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$10,000.00  accidental  death  $16.00 

$50.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$15,000.00  accidental  death  $24.00 

$75.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$20,000.00  accidental  death  $32.00 

$100.00  weekly  indemnity,  accident  and  sickness  Quarterly 

Cost  has  never  exceeded  amounts  shown. 

ALSO  HOSPITAL  POLICIES  FOR  MEMBERS,  WIVES 
AND  CHILDREN  AT  SMALL  ADDITIONAL  COST 


85c  out  of  each  $1.00  gross  income 
used  for  members’  benefit 


$3,700,000.00  $ 1 6,000,000.00 

I NVESTED  ASSETS  P A I D F O R C L A I M S 

$200,000  deposited  with  State  of  Nebraska  for  protection  of  our  members. 

Disability  need  not  be  incurred  in  line  of  duty  — benefits 
from  the  beginning  day  of  disability. 

PHYSICIANS  CASUALTY  ASSOCIATION 
PHYSICIANS  HEALTH  ASSOCIATION 

48  years  under  the  same  management 
400  First  National  Bank  Building  Omaha  2,  Nebraska 


Whipple 
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^ I ENJOYED  THE  M 

TEST EVERY  PUFF  OF  IT  « 

AND  MY  DOCTOR'S 
REPORT  CONFIRMED  WHAT 

I FOUND-CAMELS 

AGREE  WITH  MY  ^ 
•"f  THROAT ! 


THROAT  SPECIALISTS  REPORT 

ON  30-DAY  TEST  OF  CAMEL  SMOKERS... 

Not  one  single  case  of 
throat  irritation  due 
to  smoking  Camels ! 


Yes,  these  were  the  findings  of  throat  specialists 
after  a total  of  2,470  weekly  examinations  of 
the  throats  of  hundreds  of  men  and  women 
who  smoked  Camels  — and  only  Camels— 
for  30  consecutive  days. 


SK® 


R.  J.  Reynolds 
Tobacco  Co., 
Winston-Salem,  N.C. 


.1/  IIAV  . HHB 

ACCORDING  TO  A NATIONWIDE  SURVEY: 

More  Doctors  Smoke  Camels 

THAN  ANY  OTHER  CIGARETTE 


Yes,  doctors  smoke  for  pleasure,  too!  In  a nationwide  survey,  three  independent  research  organi- 
zations asked  113,597  doctors  what  cigarette  they  smoked.  The  brand  named  most  was  Camel. 


s» 
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Estrogens 

were 

compared 


In  a recent  clinical  comparison  of  ten 
estrogens  administered  by  various  routes  to 
two  hundred  menopausal  women,  the 
conclusion  was  reached  that: 


ESTINYL 


(ethinyl  estradiol) 


“Ethinyl  estradiol  (Estinyl)  is  a potent  relative  of  alpha-estradiol 
. . . and  it  produces  its  pharmacological  effects  in  smaller  doses  than 

any  other  drug  known Ease  of  administration  was  apparent  in 

that  94.2  per  cent  of  all  patients  were  completely  relieved.  Ninety-six 
per  cent  of  these  required  no  more  than  0.05  mg.  daily  for 

satisfactory  maintenance The  economy  of  Estinyl,  coupled  with 

its  ability  to  produce  rapid  relief  of  symptoms  makes  it  a particularly 
useful  medication  for  the  routine  therapy  of  the  menopause.” 1 


DOSAGE: 

Estinyl  Tablets.  Mild  menopause 
requires  one  to  two  0.02  mg.  tablets 
daily.  Moderate  menopause  requires 
one  0.05  mg.  tablet.  Severe 
menopause  may  require  three 

0. 05  mg.  tablets. 

PACKAGING: 

Estinyl  Tablets  of  0.02  mg.  (buff) 
and  0.05  mg.  (pink)  in  bottles  of 
100,  250  and  1000.  Also  0.5  mg.  in 
bottles  of  30  and  100  tablets. 

1.  Perloff.  W.  H.:  Am.  J.  Obst.  & Cynec.  55:684,  1949. 

M I;.' 


CORPORATION  • BLOOMFIELD,  NEW  JERSEY 
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not  “food  allergy”. . . but  “casein  allergy” 


Inability  to  tolerate  milk  casein  is  one  of  the  most  frequent  causes  of  allergy 
in  infants.  Casein  allergy,  as  manifested  by  such  symptoms  as  gastrointestinal 
upsets  and  atopic  eczema,  may  follow  the  ingestion  of  any  animal  milk.  In  true 
casein  allergy,  all  animal  milks,  including  goat's  milk,  must  be  avoided. 


In  such  cases  Mull-Soy  provides  the  answer.  Mull-Soy  compares  closely  with  cow's 
milk  in  nutritional  values  of  protein,  fat,  carbohydrate,  and  minerals. 


Mull-Soy  is  a liquid,  pleasant-tasting,  homoge- 
nized, stable  (vacuum  packed)  food,  high  in  unsat- 
urated fatty  acids. 

At  drugstores  in  I5V5  fluidounce  tins 


For  hypoallergenic  diets  in  infants  and  adults  look  to 

MULL-SOY* 

The  Borden  Company 
Prescription  Products  Division 
350  Madison  Avenue,  New  York  17 


Mull-Soy  diluted  with  equal  volume  of  water 


Average  whole  cow’s  milk 


20  calories 
per  fl.  oz. 


Vol.  7 , .Vo.  .9 
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To  be  completely  safe,  a reliable  contra- 
ceptive must  exhibit  the  highest  spermicidal 
power  possible  . . after  dilution.  In  Koromex 
(jelly  or  cream)  you  have  the  fastest 
spermicidal  time  measurable  . . when  tested 
. . according  to  the  Brown  & Gamble  tech- 
nique representing  a 1:10  dilution. 

ACTIVE  INGREDIENTS:  BORIC  ACID  2.0%  OXYQUINOLIN 

BENZOATE  0.02%  AND  P H E N Y L M E R C U R I C ACETATE 
0.02%  IN  SUITABLE  JELLY  OR  CREAM  BASES 


KOROim  9 

A CHOICE  OF  PHYSICIANS 


HOLLAND-RANTOS  COMPANY.  INC.  • 145  HUDSON  ST.,  NEW  YORK  13,  N.  Y. 


M E R l E l.  YOUNGS 


PRES 


DENT 
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Ready-to-feed  S-M-A®  is  patterned  afterhuman 
milk.  Quantitatively  and  qualitatively,  its  con- 
tent of  protein,  fats,  carbohydrates,  essential 
minerals  and  vitamins  is  designed  to  provide  a 
complete  nutritional  base  for  sturdy  growth. 
Many  years  of  clinical  experience  proves  S-M-A 
is  good  for  all  babies. 


S-M-A  Concentrated  Liquid — cans  of  14.7  fl.  oz. 


S-M-A  Powder — 1 lb.  cans. 


Ms 
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AUREOMYCIN 

CRYSTALLINE 

for  complications 
following  Acute  Infections 
in  Childhood 


Now  is  the  season  for  children  to  enter  upon 
their  scholastic  labors,  and  in  most  commu- 
nities to  receive  either  primary,  or  booster, 
immunization  against  several  of  the  common 
childhood  infections.  Reliance  must  be  placed 
upon  antibiotics  to  control  the  secondary  in- 
vaders which  may  follow  these  infections.  Pe- 
diatricians are  increasingly  turning  to  aureo- 
mycin  for  this  purpose,  because  of  its  wide 
range  of  activity  against  the  common  Gram- 
positive and  Gram-negative  organisms. 

Aureomycin  is  also  indicated  for  the  con- 
trol of  the  following  infections: 

Acute  amebiasis,  bacterial  infections  asso- 
ciated with  virus  influenza,  bacterial  and 
virus-like  infections  of  the  eye,  bacteroides 


septicemia,  boutonneuse  fever,  brucellosis, 
chancroid,  Friedlander  infections  (Klebsiella 
pneumonia),  gonorrhea  (resistant),  Gram- 
negative infections  (including  those  caused  by 
some  of  the  coli-aerogenes  group),  Gram- 
positive infections  (including  those  caused  by 
streptococci,  staphylococci,  and  pneumococci) , 
granuloma  inguinale,  H.  influenzae  infections, 
lymphogranuloma  venereum,  peritonitis, 
pertussis  infections  (acute  and  subacute), 
primary  atypical  pneumonia,  psittacosis 
(parrot  fever) , Q,  fever,  rickettsialpox,  Rocky 
Mountain  spotted  fever,  sinusitis,  subacute 
bacterial  endocarditis  resistant  to  penicillin, 
surgical  infections,  tick-bite  fever  (African), 
tularemia,  typhus  and  the  common  infections 
of  the  uterus  and  adnexa. 


Capsules:  Bottles  of  25,  50  mg.  each  capsule.  Bottles  of  16,  250  mg.  each  capsule. 

Ophthalmic:  Vials  of  25  mg.  with  dropper;  solution  prepared  by  adding  5 cc.  of  distilled  water. 

LEDERLE  LABORATORIES  DIVISION  amer/cah  Cyuuunid  company  30  Rockefeller  Plaza,  New  York  20,  N.  Y. 
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of  its 


Authoritative  Endorsement 

Phospho-Soda  (Fleet)'s*  endorsement  by  modern  clinical 
authorities  stems  in  great  measure  from  its  gently  thor- 
ough action— free  from  disturbing  side  effects.  That,  too, 
is  why  so  many  practitioners  are  relying  increasingly  on 
this  safe,  dependable,  ethical  medication  for  judicious 
laxative  therapy.  Liberal  samples  on  request. 

‘ Phospho-Soda  (Fleet)  is  a solution  containing  in  each  100  cc.  sodium  biphosphate  48  Gm.  and 
sodium  phosphate  18  Gm.  Both  'Phospho-Soda'  and  'Fleet'  are  registered  trade  marks  of 
C.  B.  Fleet  Company,  Inc. 

C.  B.  FLEET  CO.,  INC.  • lynchburg,  Virginia 


ACCEPTED  FOR  ADVERTISING  BY  THE  JOURNAL  OF  THE  AMERICAN  MEDICAL  ASSOCIATION 
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foods 


• When  he's  hungry — when  his 
gourmand’s  soul  begins  to  rebel  against  the 
dull,  plodding  pace  of  the  reducing  diet — 
this  is  when  physician  and  patient 
alike  welcome  a relatively  safe, 
effective  central  stimulant.  • With 
Desoxyn  Hydrochloride,  small 
doses  are  sufficient  to  produce 
the  desired  cerebral  effect — 
anorexia,  elevation  of  mood 
and  desire  for  activity — 
with  relative  freedom  from  undesir- 
able side-effects.  Smaller  dosage 
is  possible  because,  weight 
for  weight,  Desoxyn  is  more 
potent  than  other  sympatho- 
mimetic amines.  Other 
advantages  are  Desoxyn's 
faster  action,  longer  effect. 
One  2.5-mg.  tablet  before  break- 
fast and  another  about  an  hour 
before  lunch  are  usually  sufficient. 
A third  tablet  may  be  taken  about 
3:30  in  the  afternoon,  but  after  4 p.m. 
it  may  cause  insomnia  in  some  persons. 
With  small  oral  doses,  no  pressor  effect 
has  been  observed.  • Why  not  give 
Desoxyn  a trial?  Unless  contraindicated, 
small  doses  are  harmless.  And  small  doses 
well  placed  may  mean  the  difference  between 
success  and  failure  in  the  out-  --j  « « 
come  of  the  reducing  regimen.  UullDtl 


note  the  name 

DESOXYN® 

hydrochloride 


(METH AMPHETAMINE  HYDROCHLORIDE,  ABBOTT) 
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REPAIR  - MANUFACTURE 
DEVELOPMENT 

The 

SCOTT  TECHNICAL  INSTRUMENT  CO. 
of  Phoenix  has  the  complete  facilities  for 
the  development,  manufacture,  and  re- 
pair of  all  types  of  scientific  instruments, 
including  optics. 

If  you  have  any  problems  in  this  line 
please  call  on  us  at  any  time. 

333  North  Third  Ave.,  Phoenix,  Arizona 
Phone  3-9003 


SPENCER 

SUPPORTS 

Are  Individually 
Dcs  gned 

To  aid  the  doctor's 
treatment  of  back  de- 
rangements; fo'lowing 
spinal,  abdominal,  or 
breast  operations;  dis- 
placed internal  organs, 
movable  kidney;  in- 
operable hernia;  and 
other  disabilities. 


SPENCER  SUPPORT  SHOP 

Wo  B.  & Maude  Keen,  Dealers 

Phone  3-4623  706  N.  First  Street 

Phoenix,  Arizona 


WAYLAND’S 

TWO  STORES 


Wayland's  Prescription  Pharmacy 
13  E.  Monroe  Street 
Phone  4-4171 

Wayland's  McKinley  Pharmacy 
138  W.  McKinley  Street 
Phone  4-7243 

PHOENIX,  ARIZONA 


FREE  DELIVERY 


Saving  dollars 
makes 


good  "CENTS” 


Everytime  you  save  by  mail  with  First 
Federal  Savings  you  get  three  cents 
abso’utely  free!  Pre-paid,  addressed 
envelopes  are  yours  for  the  asking  at 
First  Federal  Savings.  Saving  three 
cents  postage  is  just  like  getting  three 
cents  free!  And  it  adds  up  to  a real 
saving  So  open  your  own  federally 
insured  account  right  awry.  Then  every 
time  you  save-by-mail  at  First  Federal 
Savings,  you'll  get  three  cents  free! 


FIRST  FEDERAL 


IPSAVIMGS, 


30  WEST  ADAMS,  PHOENIX 


’(‘fin 

JOSEPH  C.  RICE,  P-t.Htni 


148  E.  SECOND  ST.,  YUMA 


2%  Dividend  - Savings  Federally  Insured 
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“Premarin”— a naturally  oc- 
curring conjugated  estrogen 
which  has  long  been  a choice  of 
physicians  treating  the  climac- 
teric—is  earning  further  clinical 
acclaim  in  the  treatment  of 
functional  uterine  bleeding. 

The  aim  of  estrogenic  therapy 
in  functional  uterine  bleeding 
is  to  bring  about  cessation  of 
bleeding,  and  to  produce  sub- 
sequent regulation  of  the  cycle. 
Once  hemostasis  is  achieved, 
the  maximum  daily  dosage  of 
“Premarin”  must  be  continued 
to  prevent  recurrence  of  bleed- 
ing. This  schedule  forms  part 
of  cyclic  estrogen-progesterone 
treatment  for  attempted  salvage 
of  ovarian  function. 

While  sodium  estrone  sulfate 
is  the  principal  estrogen  in 
“Premarin”  other  equine  estro- 
gens...  estradiol,  equilin,  equi- 
lenin,  hippulin...are  probably 
also  present  in  varying  amounts 
as  water-soluble  conjugates. 


^An  "estrogen  of  choice 
for  hemostasis 
is  'Premarin’ 
in  tablets  of  1.25  mg.  . . . 

The  usual  dose  for  hemostasis 
is  2 tablets  three  times  a day. 
If  bleeding  has  not  decreased 
definitely  by  the  third  day  of 
treatment  the  dosage  level 
may  be  increased  by 
50  per  cent.”* 

*Fry,  C.  0.:  J.  Am.  M.  Women’s  A.  4:51  (Feb.)  1949 


Estrogenic  Substances  ( ivater-soluble) 
also  known  as  Conjugated  Estrogens  (equine) 

Four  potencies  of  “Premarin”  permit  flexibility  of 
dosage:  2.5  mg.,  1.25  mg.,  0.625  mg.,  and 
0.3  mg.  tablets;  also  in  liquid  form,  0.625  mg.  in  each 
4 cc.  (1  teaspoonful). 

Ayerst,  McKenna  & Harrison  Limited 
22  East  40th  Street,  New  York  16,  N.  Y. 

500? 
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cRainbow  Water 

★ 

A constantly  reliable  bottled  water 
Pure  . . . Fresh  . . Naturally  Soft 

Untreated  . . Sterilized  Equipment 

Delivered.  Also  Distilled  Water 

* 

PHONE  2-4645 
* 

RAINBOW  WATER  CO. 

332  East  Seventh  Tucson 


Medical  & Denial 

FINANCE  BUREAU 

407  PROFESSIONAL  BLDG.  • PHOENIX,  ARIZONA 
PHONE  4-4688 

Geo  E.  Richardson, 

* Convenient  monthly  payments 
for  the  patient. 

*Cash  for  the  doctor. 

* Doctor  does  not  guarantee 
payment. 


AN  ETHICAL 
FINANCIAL  SERVICE 
FOR  YOUR  PATIENTS- 
FOUNDED  1936 


MEDICAL  STAFF 

CHARLES  W.  THOMPSON,  M.D.,  F.A.C.P.,  Director 
CLIFTON  H.  BRIGGS,  M.D.,  F.A.C.S.,  Associate  Director 
ETHEL  FANSON,  M.D.  CARLOS  F.  SACASA,  M.D. 

DOUGLAS  R.  DODGE,  M.D.  HERBERT  A.  DUNCAN,  M.D. 
KENNETH  P.  NASH,  M.D. 


PASADENA,  CALIFORNIA 


In  r€aidiac  edema  r€adud 

. . the  diuretic  drugs  not  only  promote  fluid  loss  but  in  many  instances  also 
effectively  relieve  dyspnea  . . . not  only  may  the  load  on  the  heart  be  decreased 
but  there  may  also  occur  an  increase  in  the  organ's  ability  to  carry  its  load  . . . 

With  good  average  response  the  patient  perhaps  voids  about  2000  cc.  of 
urine  daily,  but  in  exceptional  instances  the  amount  rises  to  as  high  as  8000  cc.”' 

"Not  only  are  the  diuretics  of  immense  value  in  cases  of  left  ventricular  failure 
. , . but  where  edema  is  marked,  as  it  is  most  likely  to  be  in  failures  occurring 
in  individuals  with  chronic  nonvalvular  disease  with  or  without  hypertension 
and  arrhythmia,  their  employment  is  often  productive  of  an  excellent  response. 

In  [edematous  patients  with]  active  rheumatic  carditis  (rheumatic  feverjthe 
use  of  these  drugs  may  be  life-saving.”1 2 

Salyrgan-Theophylline  is  effective  by  muscle,  vein  or  mouth. 

salyrgan- 

THEOPHYLLINE 


BRAND  OF  MERSALYL  AND  THEOPHYLLINE 

TIME  TESTED  • WELL  TOLERATED 


New  York,  n.  Y. 


Windsor,  Ont. 


AMPULS  (1  cc.  and  2tc.)  • AMPINS  (la.)  r TABLETS 


1.  Beckman,  H.:  Treatment  in  General  Practice.  Philadelphia,  Saunders,  5th  ed.,  1946,  704-705. 

2.  Beckman,  H.:  Treatment  in  General  Practice  Philadelphia,  Saunders,  (th  ed.,  1948,  744  . 
Salyrgan,  trademark  reg.  U.  S.  & Canada — Ampins,  reg.  trademark  of  Strong  Cobb  & Co.,  Inc. 
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LIVERMORE  SANITARIUM 


• The  Hydropathic  Department 
devoted  to  the  treatment  of  gen- 
eral diseases,  excluding  surgical 
and  acute  infectious  cases.  Special 
attention  given  functional  and  or- 
ganic nervous  diseases.  A well 
equipped  clinical  laboratory  and 
modern  X-ray  Department  are  in 
use  for  diagnosis. 


• The  Cottage  Department  (for 
mental  patients)  has  its  own  fa- 
cilities for  hydropathic  and  other 
treatments.  It  consists  of  small 
cottages  with  homelike  surround- 
ings, permitting  the  segregation  of 
patients  in  accordance  with  the 
type  of  psychosis.  Also  bungalows 
for  individual  patients,  offering 
the  highest  class  of  accommoda- 
tions with  privacy  and  comfort. 


GENERAL  FEATURES 

1.  Climatic  advantages  not  excelled  in  United  States.  Beautiful  grounds  and  attractive  surrounding  country. 

2.  Indoor  and  outdoor  gymnastics  under  the  charge  of  an  athletic  director.  An  excellent  Occupational  Department. 

3.  A resident  medical  staff.  A large  and  well-trained  nursing  staff  so  that  each  patient  is  given  careful  individual  attention. 


Information  and  circulars  upon  request. 


Address:  O.  B.  JENSEN,  M.D. 
Superintendent  and  Medical  Director 
Livermore,  California 
Telephone  313 


CITY  OFFICES: 


San  Francisco 

450  Sutter  Street 
GArfield  1-5040 


Oakland 

1624  Franklin  Street 
GLencourt  1-5988 


LACTOGEN 


CLOSELY  APPROXIMATES 
BREAST  MILK 


Advertised  to 

-the  Medical  Profession  only 


COMPANY",' INC.,  NEW 


+ 


LACTOGEN 


FORMULA 


WATER 

2 fl.  ozs. 


2 fl.  ozs. 

(20  Cals,  per  fl.  oz.) 


1 level  tablespoon 
(40  Cals.) 


Yol.  7,  No.  9 
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An  Observation  on  the  Accuracy  of  Digitalis  Doses 


Withering  made  this  penetrating  observation  in 
his  classic  monograph  on  digitalis:  "The  more  I 
saw  of  the  great  powers  of  this  plant,  the  more  it 
seemed  necessary  to  bring  the  doses  of  it  to  the 
greatest  possible  accuracy.”1 

To  achieve  the  greatest  accuracy  in  dosage  and  at 
the  same  time  to  preserve  the  full  activity  of  the 
leaf,  the  total  cardioactive  principles  must  be  iso- 
lated from  the  plant  in  pure  crystalline  form  so 
that  doses  can  be  based  on  the  actual  weight  of  the 
active  constituents.  This  is,  in  fact,  the  method  by 
which  Digilanid®  is  made. 


Clinical  investigation  has  proved  that  Digiianid  is 
"an  effective  cardioactive  preparation,  which  has 
the  advantages  of  purity,  stability  and  accuracy  as 
to  dosage  and  therapeutic  effect.”" 

Average  dose  for  initiating  treatment:  2 to  4 tab- 
lets of  Digilanid  daily  until  the  desired  therapeutic 
level  is  reached. 

Average  maintenance  dose:  1 tablet  daily. 

Also  available:  Drops,  Ampuls  and  Suppositories. 

1.  Withering , W .:  An  account  of  the  Foxglove,  London,  1785. 

2.  Rimmerman,  A.  B.:  Digilanid  and  the  Therapy  of  Congestive 
Heart  Disease,  Am.  J.  M.  Sc.  209:  33-41  (Jan.)  1945. 

Literature  giving  further  details  about  Digilanid  and  Physician’s  Trial 
Supply  are  available  on  request. 


Digilanid  contains  all  the  initial  glycosides  from 
Digitalis  lanata  in  crystalline  form.  It  thus  truly 
represents  "the  great  powers  of  the  plant”  and 
brings  "the  doses  of  it  to  the  greatest  possible 
accuracy”. 


Sandoz 

Pharmaceuticals 


DIVISION  OF  SANDOZ  CHEMICAL  WORKS.  INC. 

68  CHARLTON  STREET,  NEW  YORK  14,  NEW  YORK 


dorestro 

ESTROGENIC  SUBSTANCES 

(WATER-INSOLUBLE) 

the  name  which  signifies 


D 


• CONTROL 

• UNIFORMITY 

• MANUFACTURING 
EXCELLENCE 

COUNCIL  ACCEPTED 


or  seu 


THE  SMITH-DORSEY  COMPANY  • LINCOLN,  NEBRASKA 

Branches  al  Los  Angeles  and  Dallas 
MANUFACTURERS  OF  FINE  PHARMACEUTICALS  SINCE  1908 


COMPLIANCE  with  the  high- 
est scientific  standards,  plus 
years  of  use  by  thousands  of 
physicians,  have  established 
beyond  doubt  the  dependabil 
ity  of  dorestro  Estrogenic 
Substances,  Water-Insoluble. 
Supplied  in  1 cc.  ampoules  and 
10  cc.  vials  in  aqueous  suspen- 
sion or  persic  oil.  Units  from 
5,000  to  20,000  per  cc.  in  oil; 
up  to  50,000  per  cc.  in  aque- 
ous suspension. 
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due 

Norelco  30  M.  A— 95  KVP 

Diagnostic  and  Fluoroscopic 

(Horizontal  and  upright) 

X-RAY  UNIT 


Consisting  of  Table,  with  Bucky,  30  M.  A. 

Self  contained,  oil  immersed,  Shockproof  Tube  and  Transformer,  Unit  has  Electronic 
Synchronous  Timer,  Control  and  control  stand,  Fluoroscopic  Patterson  B 2 screen, 
Shutter  assembly,  perfectly  counter-balanced  tube  stand,  cables,  foot  switch. 

The  ideal  unit  for  small  office  space — greatest  value — moderate  price — 


Sole  Distributors 

WAITT  RANDOLPH  EQUIPMENT  CO. 

539  East  McDowell  Rd.  Phoenix,  Arizona 

Telephone  2-5619  Emergency  Service  5-1221 


SEE  THE  A.  M.  A.  ACCEPTED 

BURDICK 

DIRECT  - RECORDING 

ELECTROCARDIOGRAPH 


distributed  in  Arizona  by — 

Standard  Surgical  Supply  Co.,  Inc. 


Phoenix 


Tucson 


Vol.  7,  Xo.  9 
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a 


new 


drug . . . 


for  the  treatment  of  ventricular  arrhythmias 


PRONE STYL  Hydrochloride 

Squibb  Procaine  Amide  Hydrochloride 


* ; " ' 


~ — ^ — — , — . — ■ — — ; — -■ 

tachycardia  persisting  after  six  days  of  oral 
i Gm.  per  day). 


Lead  II.  Ven 
quinidine  thi 


" ^ M ■ ■ ” ' 1 : : : 


Lead  II.  Normal  sinus  rhythm  after  oral  Pronestyl  therapy. 


rni\m 

' , rjx! 1 ' 

Oral  administration  of  Pronestyl  in  doses  of  3-(>  grams 
per  day,  for  periods  of  time  varying  from  2 days  to 
3 months,  produced  no  toxic  effects  as  evidenced 
by  studies  of  blood  count,  urine,  liver  function, 
blood  pressure,  and  electrocardiogram.  Pronestyl 
may  be  given  intravenously  with  relative  safety. 

PRONESTYL  IS  A TRADEMARK  OF  E R SQUIBB  * SON? 

Pronestyl  Hydrochloride  Capsules,  0.25  Gm.,  bottles  of  100  and  1000. 
Pronestyl  Hydrochloride  Solution,  100  mg.  per  cc.,  10  cc.  vials. 

For  detailed  information  on  dosage  and  administration , write  for 
literature  or  ask  your  Squibb  Professional  Service  Representative . 


MANUFACTURING  CHEMISTS  TO  THE  MEDICAL  PROFESSION  SINCE  1868. 
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for  POSTOPERATIVE 
and  POSTPARTUM 
NEEDS 


Basic  design  and  theunique sys- 
tem of  adjustment  make  a large 
variety  of  Camp  Scientific  Sup- 
ports especially  useful  as  post- 
operative aids.  Surgeons  and 
physicians  often  prescribe  them 
as  assurance  garments  and  con- 
sider them  essential  after  op- 
eration upon  obese  persons, 
after  repair  of  large  herniae,  or 
when  wounds  are  draining  or 
suppurating.  A Camp  Scientif- 
ic Support  is  especially  useful  in 
the  postoperative  patient  with 
undue  relaxation  of  the  abdom- 
inal wall.  Obstetricians  have 
long  prescribed  Camp  Post- 
operative Supports  for  post- 
partum use.  Physicians  and 
surgeons  may  rely  on  the  Camp- 
trained  fitter  for  precise  execu- 
tion of  all  instructions. 

If  you  do  not  have  a copy  of  the 
Camp  “ Reference  Book  for  Phy- 
sicians and  Surgeons”,  it  will 
be  sent  on  request. 


crfuthou^ed  lajgtt  <S  ei  is i c e 

e/ys/vp 

Scientific  SuppoitS 


THIS  EMBLEM  is  displayed  only  by  reli- 
able merchants  in  your  community.  Camp 
Scientific  Supports  are  never  sold  by  door- 
to-door  canvassers.  Prices  are  based  on 
intrinsic  value.  Regular  technical  and 
ethical  training  of  Camp  fitters  insures 
precise  and  conscientious  attention  to  your 
recommendations. 


S.  H.  CAMP  AND  COMPANY,  JACKSON,  MICHIGAN 

World's  Largest  Manufacturers  of  Scientific  Supports 
Offices  in  New  York  • Chicago  • Windsor,  Ontario  • London,  England 


’ol.  7,  No.  9 
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For  Safe  Symptomatic  Relief 
During  the  "Late"  Hay  Fever  Season 


1 here  are  good  reasons  why  many  al- 
lergists consider  “late”  hay  fever  a more 
serious  threat  than  the  Spring  and  Sum- 
mer types  of  seasonal  allergy:  ragweed 
pollens  cause  a greater  incidence  of  hay 
fever  than  all  other  pollens  combined; 
more  pollens  are  in  the  air  during  the 
ragweed  season  than  at  any  other  time; 
and  since  “the  United  States  is  the  fa- 
vorite habitat  of  ragweed,  it  has  the  du- 
bious distinction  of  harboring  more  hay 
fever  victims  than  all  the  rest  of  the 
world  together.”1 

Fortunately,  more  and  more  patients 
each  year  are  enjoying  the  therapeutic 
benefits  of  Neo-Antergan®  Maleate.  Be- 
cause of  its  safe  and  strikingly  effective  ac- 
tion in  relieving  the  distressing  symptoms 
of  allergy,  Neo-Antergan  has  become  a 
favorite  antihistaminic  with  physicians 
and  patients — in  every  season  of  the  year. 

Neo-Antergan  is  advertised  exclu- 
sively to  the  medical  profession.  Your 
patients  can  secure  its  benefits  only 
through  your  prescription. 

Neo-Antergan  Maleate  is  stocked  by  your 
localpharmacy  in25mg.and  50  mg.  tablets. 
Complete  information  concerning  its 
clinical  use  will  be  sent  on  request. 

ICooke,  R.  A.:  Allergy  in  Theory  and  Practice. 

Philadelphia:  W.  B.  Saunders  Company,  1947,  p.  186 


MERCK  & CO.,  Inc. 

Ala n ufa during  Chemists 
RAHWAY,  NEW  JERSEY 


Neo-Antergan® 

MALEATE  CD 

(Brand  of  Pyranisamine  Maleate) 

(N-p-methoxybenzyl-N'jN'-diinethyl-N-a-pyridylethylenediamine  maleate) 


COUNCIL  ?( 


I?  ACCEPTED 
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Now  Proof..  . in  an  instant,  Doctor, 

Philip  Morris  are  less  irritating 

Just  Make  This  Simple  Test: 


1 


. . . light  up  a 

Philip  Morris 

Take  a puff- DON'T  INHALE.  Just 
s-l-o-w-l-y  let  the  smoke  come  through 
your  nose.  Easy,  isn't  it?  AND  NOW. . . 


. . . light  up  your  present  brand 

DON'T  INHALE.  Just  take  a puff  and 
s-l-o-w-l-y  let  the  smoke  come  through 
your  nose.  Notice  that  bite,  that  sting? 
Quite  a difference  from  PHILIP  Morris! 


YES,  your  own  personal  experience  confirms  the  results  of  the  clinical 
and  laboratory  tests.*  With  proof  so  conclusive,  would  it  not  be  good  practice  to 
suggest  Philip  Morris  to  your  patients  who  smoke? 


Philip  Morris 

Philip  Morris  & Co.,  Ltd.,  Inc. 

100  Park  Avenue,  New  York  17,  N.  Y. 


*Proc.  Soc.  Exp.  Biol,  and  Med..  1934,  32,  241-245;  N.  Y.  State  Journ.  Med.,  Vol.  35,  6-1-35,  No.  11,  590-592; 
Laryngoscope,  Feb.  1935,  Vol.  XLV,  No.  2,  149-154;  Laryngoscope,  Jan.  1937,  Vol.  XLV11,  No.  1,  58-60 
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THE  MODERN  TREATMENT  OF  MYOCARDIAL  INFARCTION 

STEPHEN  R.  ELEK,  M.  D. 

Los  Angeles,  California 


A CUTE  coronary  occlusion  is  a nefarious  dis- 
ease  not  only  because  its  incidence  is  in- 
creasing, even  in  younger  individuals,  but  also 
because  seemingly  simple  complications  may 
prove  lethal.  Thus,  premature  systoles  are  usu- 
ally of  no  great  importance ; yet,  in  the  presence 
of  myocardial  infarction,  a fatal  ventricular 
tachycardia  or  ventricular  fibrillation  may  en- 
sue. A patient  may  weather  a post-operative 
drop  in  blood  pressure  but  may  die  when  this 
complicates  the  disease  under  discussion.  Or,  a 
pulmonary  or  systemic  embolus  may  increase 
his  morbidity  or  decrease  his  chances  of  survival 
even  though  the  patient  may  be  recovering  both 
clinically  and  histologically  from  the  infarct  in 
the  heart  muscle.  Fortunately,  the  spectrum  of 
our  therapeutic  measures  lias  also  widened. 

I have  singled  out  for  discussion  those  facets 
of  this  disease  which  represent  the  application 
of  basic  physiology  to  clinical  therapy,  those 
facets  which  are  more  amenable  to  treatment 
than  usually  recognized,  and  incidentally,  those 
aspects  of  management  which  can  also  be  ap- 
plied to  other  diseases  as  well.  No  attempt  is 
made  to  present  the  subject  completely  or  thor- 
oughly. 

This  presentation  is  divided  into  four  head- 
ings : 

(1)  Use  of  dicumarol 

(2)  Treatment  of  pain 

(3)  Treatment  of  cardiac  arrhythmias 

(4)  Treatment  of  the  hypotensive  stage. 

Use  of  Dicumarol 

The  anti-blood  clotting  agent,  dicumarol,  acts 
primarily  to  reduce  the  occurrence  of  thrombo- 

*From  the  Department  of  Cardiologv,  University  of  Southern 
California  School  of  Medicine,  and  department  of  Medicine, 
Cedars  of  Lebanon  Hospital,  and  Birmingham  Veterans'  Admin- 
istration Hospital,  Los  Angeles,  Californ’,'>. 

Guest  lecture  delivered  at  the  49th  A n^ual  Meeting  of  the 
Arizona  State  Medical  Association,  May  1950. 

‘“The  Author  is  greatly  indebted  to  M.  C.  Birnkrant,  Sidney 
Hinds  and  Herbert  Granas  of  Los  Angeles  for  the  generous  help 
they  have  given  me. 


embolic  complications  occurring  in  the  course  of 
this  disease.  There  is  tentative  evidence1  that 
it  causes  coronary  vasod dilation.  It  very  likely 
does  not  dissolve  the  blood  clot  in  the  coronary 
artery  which  formed  prior  to  the  administration 
of  dicumarol.  "Wright2  has  made  a careful  statis- 
tical study  of  the  benefits  arrived  from  the  use 
of  dicumarol  in  eight  hundred  patients,  using 
some  three  hundred  and  sixty-eight  patients  as 
controls ; the  controlled  group  did  not  receive 


dicumarol.  The  data  are  informative : 

Control 

Treated 

r v ; 

Mortality  - 

Incidence  of  thromboembolic 

/o 

24 

/V 

15 

complications  — 

Incidence  by  age  groups : 

25 

6 

Under  50  yrs.  

24 

12 

50  - 59  

42 

11 

60  - 69  

39 

15 

70  

34 

21 

Incidence  by  week  of  illness: 

1 si  week 

10 

2-9 

2nd  week 

13 

5 

3rd  week 

8.5 

2.5 

4th  week 

5.6 

1.2 

These  figures  indicate  that  the  mortality,  oc- 
currence of  thromboemboli,  as  analyzed  by  age 
groups  and  week  of  illness,  are  definitely  re- 
duced. 

The  secret  of  success  is  apparently  ascribable 
to  proper  administration  of  this  drug  and  hence 
the  technique  may  be  briefly  summarized : 

1.  For  the  patient  of  average  weight,  300  mgs. 
of  dicumarol  may  be  given  the  first  day,  200  mgs. 
the  second  day,  and  appropriate  doses  each  day 
depending  upon  the  prothrombin  time  reading. 
For  patients  of  less  than  the  average  weight,  the 
initial  dosages  of  dicumarol  are  proportionately 
reduced,  although  no  figures  can  be  given  for 
this,  inasmuch  as  the  dosage  is  empirical. 
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2.  The  prothrombin  time  reading  should  be 
reduced  to  at  least  thirty  seconds,  or  about  three 
times  the  normal  prothrombin  time.  Experience 
has  shown  that  this  is  a useful  guide.  However, 
if  the  patient  develops  thromboemboli  at  this 
level,  then  the  prothrombin  time  may  be  pro- 
longed to  about  forty-five  seconds.  In  brief,  the 
prothrombin  time  should  be  maintained  at  the 
therapeutic  minimum  level  or  at.  that  level  suffi- 
cient to  prevent  clinical  embolization.  The  pro- 
thrombin time  level  at  which  bleeding  occurs 
varies  in  different  patients.  In  one  of  my  pa- 
tients, bleeding  did  not  occur  despite  a prothrom- 
bin time  of  ninety  minutes.  In  another  patient, 
evidences  of  hemorrhage  were  observed  at  fifty 
seconds.  The  point  to  be  made  is  that  thirty  sec- 
onds is  not  a fixed  figure  and  one  should  not 
hesitate  to  prolong  the  prothrombin  time  when 
indicated,  provided  the  patient  is  carefully  and 
frequently  observed. 

3.  A daily  dosage  of  50  - 100  mgs.  is  usually 
sufficient  to  produce  a prothrombin  time  of 
thirty  seconds,  but  the  dose  of  dicumarol  may 
be  increased  or  entirely  omitted,  depending  up- 
on the  prothrombin  time  reading.  In  three 
patients,  the  initial  doses  of  dicumarol  alone,  rec- 
ommended above,  were  adequate  to  maintain 
the  prothrombin  time  at  forty-five  seconds  for 
five  days. 

4.  Prothrombin  time  determinations  should 
be  performed  by  a reliable  technician  until  about 
two  or  three  readings  indicate  that  the  desired 
therapeutic  leevl  is  attained.  Subsequent  pro- 
thrombin time  tests  may  then  be  done  about  two 
or  three  times  a week;  with  experience,  one  finds 
that  daily  tests  are  not  necessary. 

5.  It  is  probably  best  for  the  patient  to  take 
dicumarol  at  the  same  time  each  day  and  to  test 
a prothrombin  time  at  the  same  time  each  day. 
In  one  patient,  I obtained  prothrombin  time  read- 
ings morning  and  late  afternoon  daily  for  about 
ten  days  and  was  pleased  with  the  constancy  of 
the  tests.  Other  patients  probably  have  daily 
fluctuations,  suggesting  why  thromboembolism 
may  occur  in  the  presence  of  dicumarol. 

6.  Since  dicumarol  takes  from  twenty-four 
to  forty-eight  hours  to  prolong  the  prothrombin 
time,  when  should  heparin,  which  has  a latent 
period  of  only  a few  hours,  be  given?  This  ques- 
tion is  not  finally  decided  but  I have  found  the 
following  clinical  guides  helpful : 


(a)  When  the  myocardial  infarct  (as  indi- 
cated by  the  electrocardiogram)  is  large 
and/or  the  clinical  condition  is  poor. 

(b)  Whep  the  patient  has  had  a recent  pre- 
vious myocardial  infarct,  e.g.,  during  the 
preceding  two  to  six  months. 

(c)  When  the  patient  already  has  thrombo- 
embolic phenomena  upon  examination. 

7.  Dicumarol  should  be  continued,  according 
to  Wright’s  studies2,  for  a minimum  period  of 
thirty  days,  or  preferably  for  thirty  days  after 
the  last  thromboembolic  episode. 

8.  Certain  precautions  should  be  observed. 
Vitamin  C deficiency3  enhances  the  action  of 
dicumarol,  and  this  possibility  should  be  con- 
sidered in  the  face  of  a stabilized  therapeutic 
prothrombin  time  reading.  Aspirin  in  certain 
(although  figures  are  not  available  to  be  more 
specific)  should  probably  be  minimized  or  avoid- 
ed since  the  two  drugs  are  chemically  related. 
Xanthine  drugs  should  be  used  with  reservation 
since  they  tend  to  nullify  the  effect  of  dicumarol 
by  stimulating  the  liver  to  produce  prothrom- 
min.3  Patients  with  advanced  or  chronic  liver 
or  renal  disease  should  receive  dicumarol  only 
after  careful  consideration,  for  prothrombin 
formation  is  already  reduced  in  a damaged  liver 
and  a blood  clot  in  a diseased  kidney  may  lead 
to  azotemia  and  uremia. 

9.  Management  of  hemorrhage  due  to  dicum- 
arol toxicity.  Since  anti-coagulants  are  becoming 
more  widely  employed,  more  cases  of  toxicity 
will  be  encountered.  I have  seen  at  least  four 
patients,  in  two  of  whom  the  bleeding  was  severe 
and  prolonged.  The  treatment  consists  of : 

(a)  Immediate  discontinuance  of  dicumarol. 

(b)  Transfusions  of  whole  fresh  blood. 

(c)  Use  of  Vitamin  K preparations.  Those 
usually  recommended  are  menadione  bi- 
sulfite (Hykinone)  or  Synkayvite.  How- 
ever, Miller4  has  adduced  evidence  to 
show  that  these  water  soluble  Vitamin 
K preparations  are  not  antagonistic  to 
dicumarol  and  recommends  instead  the 
intravenous  administration  of  500  - 1000 
mgs.  of  Vitamin  Ki  or  Vitamin  Ki  oxide 
(menadione). 

Treatment  of  Pain 

The  genesis  of  pain  may  be  schematically  de- 
scribed as  follows : First  phase : the  area  of 
myocardial  ischemia  leads  to  afferent  nerve  stim- 
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ulation.  Second  phase : the  afferent  nerve  stim- 
ulus reaches  a threshold  of  pain.  Third  phase: 
cerebral  perception  and  interpretation  of  pain. 

The  drugs  commonly  used  in  the  treatment 
of  pain  due  to  acute  coronary  occlusion  are : 
morphine  .dilaudid,  codeine,  papaverine,  dem- 
erol  , oxygen,  and  whiskey.  Morphine,  papaver- 
ine, oxygen  and  whiskey  act  on  first  phase. 
Morphine,  as  I have  shown  experimentally5,  is  a 
mild  coronary  vasodilator.  Papaverine  is  a pow- 
erful and  longer  lasting  coronary  dilator.  Whis- 
key presumably  acts  to  dilate  the  coronary  ves- 
sels and  may  be  prescribed  on  the  telephone. 
Oxygen  probably  does  not  affect  the  caliber  of 
the  coronary  arteries  directly,  but  likely  increas- 
es the  oxygen  gradient  between  the  nutrient 
arteriole  and  the  muscle  fiber.  Morphine,  dem- 
erol,  dilaudid,  and  codeine  produce  an  affect  on 
the  second  phase.  This  is  somewhat  theoretical, 
for  once  pain  has  occurred,  the  threshold  for 
pain  is  usually  not  altered.6  Morphine,  and  to 
some  extent  whiskey,  influence  preeminently  the 
third  phase  of  the  pain  mechanism.  The  action 
of  drugs  on  the  second  phase  is  difficult  to  prove 
in  man  but  a distinct  affect  on  the  third  phase 
is  demonstrable,  in  that  pain  becomes  more 
tolerable  and  less  unpleasant.  Note  that  mor- 
phine influences  all  three  phases  and  the  pain 
mechanism.  I believe  that  morphine  is  still  un- 
excelled with  regard  to  producing  cerebral 
quietude  and  diminishing  the  marked  anxiety 
which  pain  engenders.  I have  found  it  most  ad- 
vantageous to  give  morphine  intravenously  and 
in  adequate  doses.  It  is  well  known  that  sub- 
cutaneous administration  requires  thirty  minutes 
or  more  for  full  action.  In  the  presence  of  mild 
or  severe  shock,  the  absorption  from  subcutane- 
ous area  is  even  more  delayed,  as  has  been  shown 
by  the  use  of  radioactive  agents  placed  beneath 
the  skin,  so  that  overdosage  is  more  apt  to  occur. 
The  patient  deserves  relief  from  pain  in  the 
most  rapid  manner  possible,  In  addition,  pain 
stimulates  the  release  of  adrenalin,  and  when 
the  latter  is  given  to  man  experimentally  prior 
to  morphine,  the  pain  threshold  raising  action 
of  morphine  is  interfered  with.  Therefore,  the 
longer  the  pain  lasts,  the  less  effective  is  mor- 
phine ; or,  expressed  in  another  way,  larger  or 
more  frequent  doses  will  be  required  for  relief. 
Intravenous  morphine  should  be  given  slowly 
in  order  to  avoid  the  sweating  which  follows 
rapid  injection.  I feel  that  the  subcutaneous 
route  in  this  acute  disease  should  be  discarded. 


For  the  patient  of  average  weight,  U.U16  grams 
is  the  most  effective  dose.  If  this  does  not  cause 
relief,  0.32  grams  may  be  given,  although  the 
necessity  for  this  dosage  does  not  arise  often. 
1 have  not  seen  respiratory  depression  when 
doses  of  0.016  grams  are  given  every  three  hours 
in  the  presence  of  pain.  When  the  pain  dimin- 
ishes, less  potent  analgesics  should  be  used.  It 
should  be  noted  that  the-  requirement  for  mor- 
phine, as  a pain  reliever,  varies  depending  on 
the  degree  of  pain  which  the  patient  has. 

Demarol  does  not  allay  apprehension  usually 
and,  furthermore,  about  50%  of  patients  develop 
dizziness;  as  one  patient  said  to  me,  “I  don’t 
know  which  is  worse : the  pain  or  the  dizziness.  ’ ’ 
Demerol  is  very  effective  in  painful  conditions 
other  than  acute  myocardial  infarction  in  which 
there  are  no  implications  in  the  patient’s  mind 
of  the  occurrence  of  death. 

It  has  been  difficult  for  me  to  be  sure  whether 
oi1  not  oxygen  alone,  in  high  concentration,  re- 
duces pain,  but  it  may  act  together  with  other 
analgesics ; it  also  has  a useful  psychological 
value.  In  addition,  mitigation  of  cyanosis  is  a 
desirable  feature  of  treatment. 

[ believe  it  is  worth  emphasizing  that  rapid 
relief  of  pain  by  an  agent  like  morphine,  which 
allays  apprehension  and  anxiety,  is  valuable  both 
physiologically  and  psychologically. 

Treatment  of  Cardiac  Arrhythmias 
As  a complication  of  acute  myocardial  infarc- 
tion, Master"  found  an  incidence  of  14%  in  three 
hundred  patients,  and  Rosenbaum8  an  incidence 
of  38%  in  two  hundred  and  eight  patients.  Even 
if  this  incidence  were  much  smaller,  arrhyth- 
mias are  important  because  they  may  lead  to  or 
precipitate  congestive  heart  failure,  act  as  a 
source  for  emboli,  and  probably  most  important, 
cause  death,  particularly  if  ventricular  tachy- 
cardia or  flutter  supervenes.  Because  of  the 
latter  consideration,  I believe  that  the  arrhyth- 
mias merit  greater  consideration  than  they  have 
received. 

In  Master’s7  series  of  three  hundred  cases,  the 
occurrence  of  individual  arrhythmias  was  as 


follows : 

Incidence  of  arrhythmias — 14% 

Premature  beats — . ...25% 

Auricular  fibrillation  7% 

Auricular  flutter  1% 

Modal  rhythm  13% 

Paroxysmal  tachycardia  (all  types) 3% 

Heart  block  3% 
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Premature  systoles  were  the  most  common  dis- 
order of  rhythm  found.  In  the  non-inf arcted 
heart,  they  usually  have  no  major  clinical  sig- 
nificance. However,  Wiggers9  has  beautifully 
demonstrated  that  if  one  premature  ventricular 
systoles  strikes  the  “vulnerable”  period  (which 
occurs  at  the  very  end  of  systole),  ventricular 
fibrillation  ensues.  When  premature  systoles  oc- 
cur frequently  in  the  ventricle — and  this  is  apt 
to  be  because  anoxemia  increases  ventricular 
irritability — the  chances  of  a fatal  ventricular 
fibrillation  are  markedly  increased.  One  can 
explain  in  this  way  the  occurrence  of  sudden 
death  in  patients  who  are  convalescing  from 
acute  coronary  occlusion.  Hence,  alertness  in 
detecting  the  presence  of  these  premature  beats 
and  diagnosing  their  origin  by  the  electro- 
cardiogram is  of  superlative  importance.  When 
these  extra  beats  are  frequent,  I believe  the 
patient  should  receive  oral  quinidine,  0.2  grams 
every  three  hours.  I have  had  excellent  success, 
as  I have  previously  published10,  with  papaverine 
given  orally  in  doses  of  0.2  - 0.4  grams  three  or 
four  times  a day,  or  in  doses  of  0.1  gram  admin- 
istered slowly  intravenously.  The  latter  pro- 
cedure I have  found  of  exceptional  value  in  pa- 
tients in  whom  almost  every  other  beat  is  pre- 
mature, and  in  my  publication10  I have  electro- 
cardiograms on  one  such  patient  in  whom  the 
bombardment  of  ventricular  extra  beats  com- 
pletely disappeared.  I believe  it  is  worth  recall- 
ing that  our  intensive  work  on  papaverine  has 
demonstrated  that  it  is  as  effective  as  qirnidine 
in  diminishing  or  eliminating  the  extra  systoles ; 
in  addition,  it  produces  coronary  vasodilitation, 
diminishes  pain,  and  aids  sleep. 

Auricular  flutter  and  fibrillation  may  last 
from  a few  minutes  to  a few  days  and  will  not 
infrequently  disappear  spontaneously.  As  a clin- 
ical estimate,  if  the  ventricular  rate  is  not  over 
120  beats  per  minute,  then  the  cardiac  reserve 
may  not  be  exceeded.  However,  if  the  ventricu- 
lar rate  is  faster  than  120  beats  per  minute,  and 
either  arrhythmia  does  not  vanish  in  from  six 
to  twelve  hours,  one  should  probably  institute 
therapy.  For  auricular  fibrillation,  quinidine  in 
doses  of  0.2  to  0.4  grams  may  be  given  every  two 
hours  for  five  doses  for  rapid  conversion.  The 
same  doses  may  be  given,  with  slower  affect, 
every  three  hours  day  and  night  until  the  fibril- 
lation subsides.  It  is  important  to  maintain  treat- 
ment both  day  and  night  because  quinidine  reach- 
es a peak  level  within  two  hours  and  is  excreted 


to  a large  extent  in  about  six  hours.11  This  at- 
tention to  dosage,  based  on  a knowledge  of  ab- 
sorption and  excretion,  often  spells  the  differ- 
ence between  success  and  failure,  which,  of 
caurse,  is  true  in  many  branches  of  therapeu- 
tics. If  congestive  heart  failure  appears  as  a 
result  of  this  arrhythmia,  then  the  patient  should 
be  digitalized  first,  and  then  if  the  auricular 
fibrillation  does  not  cease,  the  patient  should 
receive  quinidine  in  the  manner  outlined. 

With  regard  to  auricular  flutter,  the  best 
principle  of  treatment  appears  to  be  to  digitalize 
first  in  order  to  convert  the  auricular  flutter 
to  auricular  fibrillation.  I have  found  it  useful 
to  inject  2 c.c.  of  Lanaticide  C (marketed  as 
cedilanid  by  Sandoz  & Co.)  every  two  or  three 
hours.  It  is  important  to  give  just  enough  digi- 
talis to  switch  the  flutter  to  fibrillation.  Once 
conversion  of  auricular  fibrillation  has  occurred, 
digitalis  is  immediately  stopped  and  about  50% 
of  such  patients  will  spontaneously  convert  to 
noormal  rhythm  in  a few  hours.  Those  who  do 
not  convert  in  twenty-four  hours  may  need 
quinidine,  as  mentioned  above. 

The  paroxysmal  tachycardias  are  divided  into 
supraventricular  types  (including  auricular, 
nodal)  and  ventricular  tachycardias.  Paroxys- 
mal auricular  tachycardias  are  surprisingly  rare. 
Since  the  auricular  and  nodal  types  of  tachy- 
cardia usually  cannot  be  differentiated,  even  in 
the  electrocardiogram,  they  are  considered  to- 
gether with  respect  to  treatment.  Like  auricu- 
lar flutter  and  fibrillation,  they  may  last  from 
a few  seconds  to  several  days  and  may  disappear 
spontaneously.  However,  the  ventricular  rate  is 
often  faster  than  in  the  ca  e of  auricular  flutter 
and  fibrillation  because  of  existing  1 :1  conduc- 
tion from  auricle  to  ventric'e.  Probably  the  easi- 
est procedure  to  try  is  unilateral  carotid  sinus 
pressure  applied  while  the  physician  is  listening 
to  the  heart  beat.  Perhaps  the  fastest  abolition 
of  the  supraventricular  tachycardia  may  be  ob- 
tained by  injecting  slowly  from  0.30  to  0.50  c.c. 
of  1%  neosynephrine  solution,  as  described  by 
Youmans.12  The  latter  has  stopped  these  ar- 
rhythmias within  forty-five  seconds  following 
injection.  This  drug  has  the  added  advantage 
of  elevating  the  blood  pressure  (see  the  section 
on  the  management  of  hypotension).  Many  car- 
diologists12 like  to  digitalize  the  patient  intrave- 
nously (using  for  example  4 to  8 c.c.  of  Lanati- 
cide C or  cedilanid)  and  I have  had  success 
with  this  method.  In  all  fairness,  it  should  be 
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pointed  out  that  Askey11  objects  to  the  use  of 
digitalis  in  the  presence  of  coronary  occlusion. 
Quinidine  is  often  valuable  when  used  in  doses 
recommended  above. 

Partial  heart  block  requires  observation  rather 
than  treatment.  I have  rarely  seen  complete 
heart  block,  nor  is  it  a serious  arrhythmia  usu- 
ally, since  a slow  ventricular  rate  allows  for  bet- 
ter coronary  filling.  However,  when  the  ven- 
tricular rate  is  markedly  depressed,  and  synco- 
pal attacks  take  place,  then  I believe  the  most 
valuable  agent  available  is  Paredrine  Hydra- 
bromide  20  mgs.  given  orally  in  tablet  form 
three  or  four  times  a day.  There  is  good  reason 
to  avoid  adrenalin  in  the  presence  of  coronary 
occlusion  because  the  latter  may  produce  a fatal 
ventricular  arrhythmia. 

Paroxysmal  ventricular  tachycardia  is  con- 
sidered a rare  complication ; that  is  due  prob- 
ably to  the  difficulty  in  obtaining  statistics  re- 
garding* its  frequency.  The  following  observa- 
tion makes  me  think  that  it  is  more  common  than 
supposed.  I once  stayed  at  the  bedside  of  a pa- 
tient with  acute  coronary  occlusion  for  about 
twelve  hours  and  checked  the  heart  rhythm 
about  every  fifteen  minutes  with  a direct  writ- 
ing electrocardiograph  machine.  I observed  all 
the  arrhythmias  mentioned  in  this  paper,  includ- 
ing ventricular  tachycardia,  which  occurred  in 
short  bursts  lasting  five  to  fifteen  seconds.  It 
is  no  wonder  then  that  ventricular  tachycardia 
will  escape  clinical  detection  and  that  statistics 
regarding  its  incidents  are  difficult  to  assemble. 
Patients  will  recover  from  the  short  paroxysms 
just  mentioned,  but  when  it  persists,  the  prog- 
nosis is  ominous.  Probably  the  swiftest  treat- 
ment available  consists  of  the  slow  intravenous 
injections  of  5 to  1 Oc.c.  of  1 or  2%  procaine 
solution  or  else  the  slow  intravenous  injection  of 
0.5  grams  of  procaine*  dissolved  in  500  c.c.  of 
ordinary  saline  or  distilled  water  solution.  Pro- 
caine has  a relatively  short  action  in  the  body 
and  I find  it  wise  to  also  give  the  patient  quini- 
dine 0.4  grams  every  three  hours,  day  and  night, 
until  the  ventricular  tachycardia  disappears.  I 
would  also  continue  the  quinidine  for  another 
twenty-four  to  forty-eight  hours  whilst  checking 

*1  am  informed  by  Dr.  D.  H.  Miller,  of  our  Department  of 
Cardiology,  University  of  Southern  California,  that  a new  prep- 
aration, procaine  amide,  will  shortly  be  available  commercially. 
This  is  a more  stable  salt  of  procain°  and  is  as  well  absorbed 
orally  as  intravenously.  It  is  very  effective  in  abolishing  ven- 
tricular premature  systoles  and  ventricular  tachycardia.  It  can 
be  given  orally  or  intravenously  in  doses  of  100-500  mgs.  Wher- 
ever procaine  is  mentioned  in  this  paper,  the  reader  may  bear 
in  mind  the  new  compound,  procaine  amide. 


the  patient  frequently  in  order  to  promptly  pre- 
vent the  occurrence  of  this  arrhythmia.  Intrave- 
nous morphine15  has  been  reported  to  be  helpful 
but  I have  not  had  a chance  to  try  it.  Magnesium 
sulfate  (2.0  to  4.0  grams  intravenously)  may 
also  be  effective. 

It  is  most  important  to  remember  that  digi- 
talis is  contraindicated  in  ventricular  tachycar- 
dia and  hence  the  importance  of  verifying  this 
diagnosis.  The  onset  of  this  arrhythmia  may  be 
suspected  in  the  presence  of  the  following:  onset 
of  a sudden  rapid  tachycardia  which  fails  to 
respond  to  carotid  sinus  pressure,  slight  ir- 
regularity of  the  ventricular  rate  on  ausculta- 
tion especially  during  respiration-,  a substernal 
or  precordial  ache  or  heavy  feeling,  signs  of 
peripheral  circulatory  failure  of  varying  sever- 
ity in  a patient  who  is  otherwise  doing  well, 
and  the  cerebral  manifestations  of  fainting  or 
dizziness.  An  electrocardiogram  should  always 
be  taken  which  will  show  an  irregularity  in  the 
cycle  length  of  at  least  0.03  seconds. 

With  regard  to  ventricular  flutter  and  fibril- 
lation, I have  noticed  at  the  bedside  that  its  on- 
set is  heralded  by  a deep  gasp  and  convulsion 
and  attended  by  very  faint  heart  sounds.  I 
have  seen  it  last  for  about  five  seconds  and  dis- 
appear. Even  this  arrhythmia,  I believe,  is  amen- 
able to  a therapeutic  attempt.  Experimentally, 
it  is  known — and  I have  done  this  myself  on  a 
number  of  occasions  in  dogs — that  persistent 
rhythmic  manual  massage  of  the  ventricle  may 
restore  regular  beating.  I do  not  think  it  would 
be  amiss  to  make  a quick  incision  into  the  left 
chest  (while  positive  air  pressure  is  being  given 
by  an  anaesthetist)  and  massage  the  ventricular 
as  we  have  done  in  dogs.  Surgeons  have  per- 
formed this  maneuver  on  the  operating  table 
with  success.  At  the  same  time,  procaine  solu- 
tion may  be  administered  in  the  pericardium  and 
possibly  papaverine  (0.2  grams)  injected  into 
the  left  ventricle.  While  working  with  Lindner 
and  Katz  on  the  fibrillating  dog’s  ventricle, 
papaverine  and  manual  ventricular  massage  has 
restored  regular  beating  to  the  ventricle.  Beck16 
has  successfully  defibrillated  the  human  heart, 
in  one  case,  with  the  use  of  special  apparatus ; 
the  latter  unhappily  is,  of  course,  not  routinely 
available.  But  these  ideas  do  intrude  some  ther- 
apeutic hope  into  a customarily  hopeless  disorder. 

Treatment  of  Hypotension 

A serious  drop  in  arterial  blood  pressure  oc- 
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curred  in  57%  of  Master’s17  two  hundred  and 
five  cases ; he  felt  that  deatli  usually  took  place 
if  the  systolic  blood  pressure  fell  below  80  mms. 
of  mercury.  In  Mintz  and  Katz’s  studies18, 
there  was  a fatality  rate  of  77.8%  in  patients 
exhibiting  a shocklike  state  as  compared  with 
20%  in  their  entire  series  of  five  hundred  and 
twenty-four  patients. 

The  hypotensive  stage  may  be  thought  of  as 
that  period  when  the  systolic  blood  pressure  has 
fallen  to  90  mms.  of  mercury  or  less  accom- 
panied often  by  manifestations  of  circulatory 
failure,  such  as  pallor,  syanosis,  coolness  of  the 
extremities,  sweating  and  feeling  faint.  The 
level  of  arterial  pressure  at  which  coronary  flow 
becomes  seriously  jeopardized  varies  in  differ- 
ent individuals ; thus,  there  is  often  a higher 
mortality  in  hypertensive  persons,  as  compared 
with  normotensive  persons,  whose  systolic  blood 
pressure  falls  below  100  mms.  of  mercury.19  For 
example,  signs  of  peripheral  circulatory  failure 
were  present  in  a hypertensive  patient  with  a 
drop  in  blood  pressure  from  180/118  to  98/72, 
whereas  a normotensive  patient  did  not  exhibit 
this  phenomena  until  the  systolic  blood  pressure 
was  88  mms.  of  mercury.  Therefore,  the  hypo- 
tensive stage  is  correlated  with  not  only  a fall 
in  blood  pressure  but  also  with  the  degree  and 
rapidity  of  fall  of  blood  pressure. 

Probably  one  cause  of  the  blood  pressure  drop 
following  myocardial  infarction  is  a decrease  in 
contractility  of  the  myocardium  followed  by  a 
diminution  of  cardiac  output.  The  infarcted  my- 
ocardium often  balloons  out ; this  can  be  seen  ex- 
perimentally in  the  dog’s  heart  and  occasionally, 
in  the  human  heart  when  fluoroscoping  such  pa- 
tients, as  described  by  Master20,  and  as  I have 
myself  seen  in  one  patient.  However,  I see  no 
advantage  in  elaborating  on  the  causes  of  hypo- 
tension, for  the  causes  are  unknown.  Since  this 
is  a practical  presentation,  I am  more  concerned 
with  therapy.  The  treatment  of  blood  pressure 
which  has  dropped  to  or  below  90  mms.  of  mer- 
cury systolic  may  be  divided  into : 

(1)  use  of  Vasoconstrictor  drugs,  e.  g.,  neo- 
synephrine 

(2)  use  of  transfusion: 

(a)  intravenous 

(b)  intra-arterial. 

We  have  been  doing  considerable  work21  on 
certain  hypotensive  drugs  and  during  the  de- 
pressor stage  we  have  used  1%  neosynephrine 


hydrochloride  solution  to  counteract  the  blood 
pressure  drop.  This  agent  is  a synthetic  sympa- 
thomimetic drug  which  resembles  epinephrine 
and  ephedrine  in  causing  peripheral  vasocon- 
striction, but  does  not  cause  this  by  increasing 
the  heart  rate  or  myocardial  irritability.  Neo- 
synephrine  further  differs  from  epinephrine 
and  ephedrine  in  that  it  does  not  produce  ner- 
vousness or  apprehension  or  tremors,  perspira- 
tion or  palpitation,  nor  does  it  suffer  a loss  of 
effectiveness  after  repeated  administration.  In 
a normal  individual,  0.30  mgs.  of  neosynephrine 
given  intravenously  will  elevate  the  blood  pres- 
sure from  110/80  to  about  165/98  in  one  and 
one-half  minutes ; at  the  same  time,  the  pulse 
drops  from  about  80  to  50.  The  degree  of  blood 
pressure  rise  following  neosynephrine  intrave- 
nously is  approximately  proportional  to  the 
dose.  In  one  of  our  experiments,  with  hypoten- 
sive agents,  the  blood  pressure  was  artificially 
lowered  from  164/110  to  110/74.  Following  the 
injection  of  0.75  mgs.  of  neosynephrine  intrave- 
nously, the  blood  pressure  rose  to  160/110  within 
thirty  seconds.  Within  ten  minutes,  the  blood 
pressure  had  again  fallen  to  134/90;  a second 
dose  of  0.50  mgs.  of  0.50  mgs.  of  neosynephrine 
intravenously  again  elevated  the  blood  pressure 
to  170/110.  In  another  experiment  in  man  the 
controlled  blood  pressure  of  154/90  fell,  after 
the  administration  of  the  hypotensive  drug  being 
studied,  to  88/54.  Because  the  latter  blood  pres- 
sure was  lower  than  desired,  we  injected  in- 
travenously *0.75  mgs.  of  neosynephrine,  and 
again  after  one  minute  the  blood  pressure  rose 
to  190/120.  Within  about  ten  minutes,  after  the 
action  of  the  drug  had  subsided,  the  blood  pres- 
sure was  86/52.  Another  dose  of  0.3  mgs.  of  neo- 
synephrine intravenously  produced  a rise  up 
to  124/90.  Other  examples,  in  addition  to  these, 
may  be  cited  to  demonstrate  the  sharp  and  rapid 
pressor  effect  produced  by  neospnephrine.  It  is 
suggested  that  an  initial  dose  of  0.3  mgs.  of 
neosynephrine  be  given  intravenously  and  the 
blood  pressure  followed  every  five  minutes.  If 
the  blood  pressure  elevation  which  results  is  in- 
sufficient, that  is,  not  approximately  equal  to 
the  blood  pressure  reading  for  the  particular 
patient  prior  to  the  attack  of  coronary  inclu- 
sions, then  another  dose  of  neosynephrine  may 
be  administered  either  in  the  same  dosage,  or 
slightly  higher,  e.g.,  0.50  to  0.70  mgs.  The  drug 
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should,  of  course,  be  discontinued  when  the 
blood  pressure  lias  returned  to  and  is  maintained 
at  normal  or  average  levels. 

The  primary  purpose  of  vasoconstrictor  drugs 
is  to  tide  the  patient  through  the  stage  of  acute 
flood  pressure  drop.  During  the  hypotensive 
stage,  the  following  physiological  events  occur : 

(a)  decreased  coronary  flow 

(b)  augmentation  of  myocardial  ischemia 

(c)  increased  myocardial  irritability  (due  to 
the  ischemia)  which  may  produce  serious 
or  fatal  ventricular  arrhythmias. 

Ill  brief,  the  patient  may  terminate  from  the 
acute  bloow  pressure  drop  alone,  even  though 
pathologically  or  microscopically  the  myocar- 
dium is  healing.  The  physiological  vasoconstric- 
tion, as  demonstrated  by  cold  hands  and  cold 
feet,  which  normally  accompanies  a drop  in 
blood  pressure  below  normal  may  insure  renal 
or  cerebral  blood  flow,  and  within  limits,  even 
enhances  coronary  flow,  but  the  increase  in  coro- 
nary flow  is  apparently  insufficient  for  the  needs 
of  the  myocardium.  Hence  the  use  of  vasocon- 
strictor drugs,  as  a temporary  measure  only,  ap- 
pears to  be  a valid  and  useful  therapeutic  pro- 
cedure, primarily  to  prevent  the  establishment 
of  irreversible  “cardiogenic”  shock.  Other  vaso- 
constricting  drugs,  such  as  paredrine,  may  also 
be  used,  but  I have  discussed  the  employment  of 
neosynephrine  simply  because  it  is  more  readily 
available,  and  my  colleagues  and  I have  been 
studying  its  action  within  the  past  year. 

Transfusions  have  been  employed  in  order  to 
elevate  the  blood  pressure  by  reason  of  increased 
blood  volume  and  to  enhance  cardiac  output. 
The  usual  fluids  used  have  been  distilled  water 
or  saline,  serum  albumen  and  whole  blood.  Actu- 
ally, it  takes  longer  to  elevate  the  blood  pres- 
sure, during  a hypotensive  episode,  by  the  use 
of  intravenous  fluids  than  by  the  use  of  vaso- 
constrictor drugs,  although  some  success  lias 
been  reported.19  However,  the  introduction  by 
Page20  of  intra-arterial  whole  blood  transfusion 
holds  significant  promise.  He  has  employed 
a simple  Kelly  flask,  to  which  is  attached  a pres- 
sure bulb  and  aneroid  thermometer,  which  reg- 
ulates the  pressure -within  the  Kelly  flask.  Prop- 
erly crossmatched  blood  is  run  into  the  radial  or 
brachial  arteries.  He  has  found  experimentally 
that  blood  volume  deficits  are  easily  corrected 
and  that  amount  of  blood  enters  the  circulation 


which  is  required  to  fill  it.  His  suggestions  as 
to  its  use  are : if  the  patient’s  blood  pressure  is  30 
mins,  of  mercury  or  less,  then  the  blood  pressure 
in  the  Kelly  flask  should  be  20  mms.  of  mercury 
higher.  The  blood  is  allowed  to  flow  into  the- 
artery  using  an  infusion  pressure  which  is  in- 
creased in  jumps  of  20  mms.  until  the  systemic 
blood  pressure  reaches  about  110  mms.  of  mer- 
cury. Page  has  found  that  the  presence  of  low 
systemic  blood  pressures  (about  50  mms.  of  mer- 
cury), blood  will  flow  in  retrograde  fashion  up 
the  aorta,  filling  the  kidneys  first  and  then  the 
brain  and  heart.  He  has  furthermore  found 
that  intra-arterial  transfusions  is  one  of  the  few 
methods  which  will  resuscitate  the  dog  when  the 
heart  and  respiration  have  failed.  For  example, 
in  thirty-nine  dogs,  84%  could  be  resuscitated 
when  clinically  “dead;”  51%  live  for  ten  hours, 
and  33%  lived  indefinitely.  In  man,  when  intra- 
arterial transfusions  were  attempted  in  the  face 
of  approaching  cardiac  and  respiratory  arrest 
Oubain  in  doses  0.25  - 0.50  mgs.  should  prob- 
ably also  be  given  since  this  situation  represents 
cardiac  failure.  It  would  seem  also  advisable  to 
give  intravenous  procaine  or  high  doses  of  quini- 
dine  and  papaverine  intravenously  or  intramus- 
cularly, for  when  systemic  blood  pressures  are 
50  mgs.  of  mercury  or  less,  fatal  ventricular 
arrhythmias  are  often  imminent  or  present. 

The  main  disadvantages  of  this  method  seem  to 
be  its  unavailability  when  needed  and  the  time 
consumed  in  cutting  down  on  a major  artery. 
Its  chief  hope  seems  to  rest  on  the  possibility, 
experimentally  demonstrated,  that  life  might  be 
resotred  in  the  face  of  impending  or  actual  death. 
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PRENATAL  INFLUENCES 

R.  V.  PLATOU,  M.  D. 

New  Orleans,  La. 


T TOW  many  and  which  of  many  congenital 

A anomalies  encountered  among  infants  and 
children  are  due  to  inheritance — “inborn  char- 
acteristics”— and  how  many  are  due  to  correct- 
ive or  nonrecurring  environmental  faults  dur- 
ing pregnancy  ? In  the  present  state  of  our 
knowledge  no  one  can  answer  this  question  cor- 
rectly, and  no  one  can  state  a correct  ratio  as 
to  the  relative  importance  of  genetic  and  en- 
vironmental factors,  but  I think  all  of  us  are 
aware  of  a reasonable  and  increasing  emphasis 
on  the  importance  of  environmental  disturb- 
ances during  pregnancy  in  the  production  of 
many  common  defects. 

Justification  for  this  emphasis  would  be  am- 
ple if  only  occasionally  the  physician  could  re- 
assure parents  of  a deformed  or  defective  baby, 
that  a definite  correctible  or  nonrecurring  cause 
was  responsible,  and  that  further  childbearing 
could  be  encouraged.  For  this  reason  it  is  most 
tempting  to  draw  comparisons  between  a num- 
ber of  common  congenital  anomalies  encoun- 
tered in  pediatric  practice  and  similar  ones 
which  may  be  produced  in  experimental  animals. 
Such  comparisons  are,  with  few  exceptions,  fair. 
I should  like  to  venture  some  distance  into  an 
area  of  conjecture  based  on  a rather  large  clini- 
cal experience,  some  knowledge  of  pertinent  lit- 
erature, and  a few  specific  examples  encountered 
in  our  own  clinics  which  justify  a basis  for  our 
belief  that  many  associations  observed  in  experi- 
mental laboratories  have  their  true  counterparts 
among  patients  encountered  in  our  hospital 
wards  and  clinics.  I will  stretch  analogies  a bit 
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now  and  then  to  make  a point;  my  purpose  is 
to  impress  on  everyone  the  necessity  of  search- 
ing for  correctible  factors  whenever  a congeni- 
tal anomaly  of  any  sort  is  encountered,  particu- 
larly soon  after  delivery  when  the  likelihood  of 
remembering  apparently  trivial  but  important 
details  of  the  pregnancy  is  greatest ; contrari- 
wise, it  is  equally  important  that  we  make  a 
most  careful  study  of  any  infant  born  to  a moth- 
er known  to  have  been  exposed  to  any  one  of  a 
number  of  risks  now  known  to  be  likely  causes 
for  defects. 

These  imitations  produced  by  environmental  fac- 
tors are  called  “ phenocopies. ” It  is  usually  im- 
possible with  phenocopies  encountered  clinically 
to  distinguish  the  individual  inlluences  of  heredi- 
tary or  environmental  agents,  alone  or  in  com- 
bination. Generally  speaking,  it  is  recognized 
that  a faulty  intrauterine  environment  may  be 
productive  of  either  general  or  rather  specific 
abnormalities  in  the  offspring.  Also,  it  is  agreed 
that  the  timing  of  a particular  insult  to  the 
developing  embryo  or  fetus  may  be  at  least  as 
important  in  the  production  of  anomalies  as  the 
nature  of  the  insult  concerned.  My  purpose 
here  is  to  review  and  discuss  a few  distinctive 
abnormalities  in  new-born  infants  which  have 
been  accepted  with  varying  degrees  of  enthusi- 
asm as  being  related  to  specific  faulty  environ- 
mental factors  at  play  during  intrauterine  life, 
grouping  these  under  seven  arbitrary  headings 
— nutritional,  chemical,  endocrinologic,  actinic, 
infectional,  immunologic,  and  mechanical. 

1.  Nutritional  Factors 

When  one  recognizes  the  rather  large  increased 
requirements  for  specific  nutrients  during  preg- 
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nancy — particularly  for  protein,  calcium,  and 
vitamins  A,  C,  and  the  B complex,  then  he 
recognizes  how  frequent  "borderline”  deficien- 
cies in  these  several  categories  are  apt  to  be,  par- 
ticularly in  the  first  trimester  of  pregnancy 
which  we  consider  so  important  in  its  relation 
to  certain  abnormalities.  It  probably  should  be 
emphasized  that  gross  deficits  in  the  maternal 
diet  are  often  lethal  for  the  embryo  and  that 
the  most  important  ones  to  recognize  in  the  pres- 
ent connection  are  more  apt  to  be  of  question- 
able degree.  A number  of  studies  have  attested 
the  importance — both  for  the  welfare  of  mother 
and  infant — of  careful  attention  to  maternal 
diets.  Real  differences  have  been  discerned  in 
the  incidence  of  prenatal  complications  in  the 
mother  as  well  as  in  the  general  condition  of 
infants  related  to  quality  of  maternal  diets  dur- 
ing pregnancy.  Studies  of  this  sort  have  been 
extended  further  to  indicate  rather  remark- 
able differences  in  the  duration  of  the  first 
stage  of  labor  related  to  similar  considerations. 
While  there  seems  to  be  general  agreement  that 
there  is  no  such  thing  as  a single  “anti-infec- 
tion vitamin,”  deficiency  in  any  or  several  diet- 
ary requirements  may  decrease  resistance  to 
infection  and  thus  also  have  important  condi- 
tioning effects. 

Perhaps  one  of  the  most  familiar  clinical  enti- 
ties apt  to  result  from  specific  maternal  nutri- 
tional deficit  is  that  of  cretinism  related  to 
chronic  maternal  iodine  deficiency ; though  such 
an  association  is  by  no  means  consistent,  it 
should  certainly  always  be  sought  for  reasons 
of  prophylaxis.  Experimentally,  maternal  defi- 
ciency in  vitamin  A may  result  in  a wide  variety 
of  disturbances  in  reproductive  function,  but 
frequently  also  in  the  appearance  in  the  off- 
spring of  ocular  defects  such  as  cataract,  colo- 
boma,  anophthalmia,  microphthalmia,  etc.  Ab- 
normalities elsewhere,  about  the  ears,  lips,  palate 
and  kidneys  have  also  been  observed.  In  most 
such  clinical  examples  which  we  have  encoun- 
tered, it  has,  of  course,  been  impossible  to 
prove  a definite  and  clear-cut  relationship  to 
vitamin  A deficiency  in  the  maternal  diet;  in 
some,  however,  suggestive  histories  pointing  in 
this  direction  have  been  obtained — perhaps  em- 
phasizing again  the  importance  of  “borderline” 
deficiencies. 

Experimentally,  a number  of  skeletal  mal- 
formations apparently  result  from  a lack  of 


riboflavin  in  the  maternal  diet ; in  the  main 
these  consist  of  varying  degrees  of  shortening 
in  the  mandible  and  long  bones,  several  types 
of  fusion  defects,  cleft  palates,  and  the  like. 
According  to  Warkany,  who  has  done  outstand- 
ing experimental  work  on  the  induction  of  con- 
genital defects,  these  and  probably  other  mal- 
formations result  from  riboflavin  deficiency, 
perhaps  because  this  vitamin  is  a constituent  of 
a number  of  enzymes  essential  for  tissue  respira- 
tion ; presumably  errors  in  differentiation  of  this 
sort  may  occur  with  deficiencies  of  riboflavin 
not  severe  enough  to  interfere  with  normal  foetal 
growth  in  mass. 

Even  these  few  dramatic  examples  relating 
certain  common  congenital  anomalies  to  nutri- 
tional deficits  should  serve  to  whet  our  inter- 
est in  seeking  further  documentation  from  our 
experiences  witli  human  examples  as  well  as  to 
encourage  us  to  accomplish  everything  possible 
for  their  prevention  by  proper  attention  to  ma- 
ternal diets. 

2.  Chemical  Factors 

To  my  knowledge,  no  specific  recognizable 
syndrome  in  human  infants  has  been  attribut- 
ed to  a particular  chemical  disturbance  during 
pregnancy.  As  a general  rule,  it  appears  that 
effects  of  chemical  poisonings  during  pregnancy 
are  either  lethal  or  nonexistent.  There  are  a 
number  of  interesting  abnormalities  which  have 
been  observed  in  animals,  resulting  from  speed 
fic  chemical  poisonings  in  utero,  but  their  pro 
totypes  have  not  been  recognized  in  clinical  ex 
perience  up  to  the  present  time. 

3.  Endocrinol ogic  Factors 

A very  common  effect  of  estrogenic  stimuli! 
tion  to  the  newborn  is  mastitis  neonatorum ; 
though  certainly  not  a congenital  abnormality, 
its  importance  rests  in  differentiation  from  puru- 
lent mastitis  due  to  infection,  and  in  skillful 
neglect  lest  infection  be  introduced.  Perhaps 
more  common,  but  much  less  dramatic  is  the 
so-called  “precocious  menstruation”  of  the  new- 
born influenced  by  maternal  hormones,  though 
this  manifestation  is  much  less  disturbing  to  all 
concerned. 

Perhaps  the  most  striking  abnormality  re- 
sultant from  excessive  androgenic  stimulation 
— usually  due  to  adrenal  cortical  hyperplasia 
or  tumor — is  the  clinical  picture  of  pseudoherma- 
phroditism, which  is  often  rather  paradoxically 
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associated  with  clinical  and  chemical  evidences 
of  deficiency  in  the  salt  and  water  hormone  of 
the  adrenal  cortex  during  the  first  few  weeks 
of  life.  These  babies,  in  imminent  danger  of 
dying  from  metabolic  disturbances  resulting 
from  this  deficiency,  can  be  saved  by  appropri- 
ate replacement  therapy,  as  attested  by  a num- 
ber of  recent  reports.  Another  common  prob- 
lem associated  with  endocrine  disturbances  is 
that  exhibited  by  the  infant  of  a diabetic  moth- 
er, in  which  remarkable  splanchnomegaly,  hem- 
atologic features  similar  to  those  of  erythro- 
blastosis fetalis,  and  dangerous  cardiorespiratory 
crises  are  prominent.  It  is  to  be  noted  that  the 
clinical  manifestations  in  these  babies  are  quite 
similar  to  those  observed  in  congenital  beriberi. 

Mongolism,  perhaps  related  basically  to  heredi- 
tary influences,  seems  undoubtedly  to  be  influ- 
enced in  its  expression  by  a number  of  condi- 
tioning factors,  most  important  of  which  appear 
to  be  maternal  age  and  placental  abnormalities, 
though  other  factors  perhaps  mediated  through 
the  endocrine  system  may  also  be  at  fault. 

4.  Actinic  Factors 

Though  uncommon,  the  least  excusable  and 
most  unfortunate  of  these  results  from  inad- 
vertant  radiation  of  the  mother — usually  by 
x-ray  or  radium — early  in  pregnancy.  The  re- 
sultant clinical  features  in  the  offspring  are 
pitiful.  These  are  classed  under  the  descriptive 
term  of  “ roentgenogenic  microcephaly.”  Prom- 
inent here  are  severe  degrees  of  mental  retarda- 
tion, microcephaly,  micrognathia,  ocular  defects, 
and  other  abnormalities  depending  perhaps  on 
the  particular  timing  of  the  insult  in  relation 
to  maturation  of  developing  structures  in  the 
embryo.  Little  or  nothing  is  known  of  the 
amount  of  radiation  necessary  to  produce  these 
devastating  effects  at  particular  stages  during 
the  organogenetic  period;  this  being  so,  it  seems 
fair  to  argue  that  no  woman  should  be  irradiat- 
ed for  any  cause  during  the  childbearing  period 
until  or  unless  pregnancy  has  been  specifically 
excluded  by  appropriate  tests  and  all  subsequent 
precautions  and  dangers  taken  into  considera- 
tion. 

5.  Inf ecti anal  Factors 

Now  most  familiar  to  all  bridge  table  con- 
versationalists, and  perhaps  responsible  for  as 
much  as  five  per  cent  of  all  congenital  defects 
is  the  rubella  syndrome.  A recent  paper  by 


Warkany  has  served  to  emphasize  the  variability 
in  expression  of  this  syndrome  as  contrasted 
with  a more  consistent  picture  originally  empha- 
sized by  Gregg;  in  the  main,  however,  the  most 
important  and  recognizable  manifestations  con- 
sist in  deafmutism,  cataracts,  anomalies  of  the 
central  nervous  system,  and  congenital  cardiac 
defects.  Less  conclusive  but  suggestive  statisti- 
cal evidence  incriminates  maternal  infectious 
mononucleosis  in  a similar  way.  Our  own  ex- 
perience also  justifies  some  suspicion  of  mumps 
in  relation  to  certain  anomalies. 

Congenital  toxoplasmosis,  which  perhaps  most 
commonly  results  from  asymptomatic  or  unrec- 
ognized infection  of  the  mother  produces  clear- 
cut  features  in  the  offspring.  It  is  jirominent 
among  causes  of  congenital  hydrocephalus  and 
is  recognized  in  older  infants  and  children  by  the 
association  of  neurologic  disturbances  and  men- 
tal retardation  associated  with  intracranial  cal- 
cifications, patchy  choroiditis,  and  the  presence 
of  positive  serologic  tests  useful  for  retrospec- 
tively identifying  the  causative  agent.  The 
studies  of  Paige,  Wolfe,  Sabin,  Adams,  and 
others  have  served  to  elucidate  this  unfortunate 
sequence  of  events  beyond  any  reasonable  doubt. 

While  there  is  reasonable  question  as  to  the 
role  of  syphilis  in  the  production  of  congenital 
anomalies,  all  of  us  are  familiar  with  its  serious 
effects  in  relation  to  incidence  of  stillbirths, 
prematurity,  and  serious  illness  in  infants.  In 
just  those  environments  responsible  for  a high 
incidence  of  congenital  syphilis  one  is  also  apt 
to  encounter  a number  of  other  factors  which 
may  be  related  more  clearly  to  the  appearance 
of  defects  in  the  newborn  infant. 

Though  much  remains  to  be  learned  of  the 
role  of  maternal  infectious  disease  in  the  pro- 
duction of  congenital  abnormalities,  the  stimu- 
lus that  came  with  Gregg’s  observation,  calling 
out  attention  to  the  importance  of  maternal 
rubella,  was  a very  important  one  and  will  un- 
doubtedly lead  to  far-reaching  investigation 
within  the  forseeable  future. 

6.  Immunologic  Factors 

The  familiar  clinical  syndrome  related  to 
immunologic  disturbances  during  pregnancy  in- 
cludes varying  manifestations  of  hemolytic  dis- 
ease (erythroblastosis  fetalis)  related  to  mechan- 
isms for  isoimmunization  concerned  with  the 
Rh  factor.  This  syndrome,  however,  probably 
represents  only  an  example,  or  pattern,  of  oth- 


Yol.  7,  Xo.  9 


Arizona  Medicine 


35 


ers  which  might  be  similarly  determined.  The 
illustration  is  chosen  only  to  point  np  the  fact 
that  we  know  little  or  nothing  of  immune  mech- 
anisms during  pregnancy  in  their  relation  to 
disease  other  than  this  very  serious  one  of  which 
we  have  learned  to  much  in  recent  years. 

7.  Meehan' cal  Factors 

There  seems  to  be  no  doubt  that  faulty  im- 
plantation of  the  placenta  may  interfere  to  a 
great  extent  with  proper  nutrition  of  the  embryo 
and  thus  be  responsible  for  producing  a number 
of  anomalies.  It  is  reasonable  to  believe  that 
some  other  mechanical  causes  may  at  times  also 
be  important,  discernible,  and  even  correctible. 
Uterine  myomata  conceivably  might  cause  a 
faulty  position  of  the  developing  embryo  or 
fetus  and  be  responsible  for  postural  defects 
recognizable  in  the  newborn ; oligohydramnios 
might  similarly  be  incriminated.  Deformities 
which  are  apparently  resultant  from  pressure 
phenomena  are  not  at  all  unusual  in  the  products 
of  ectopic  pregnancy,  and  some  are  fairly  com- 
mon when  there  are  multiple  births.  Chappie 
has  pointed  out  that  the  simple  procedure  of  de- 
termining the  “position  of  comfort”  in  the 
newborn  can  do  much  to  elucidate  mechanical 
factors  responsible  for  a number  of  deformi- 
ties such  as  asymmetry  of  the  mandible,  genu 
recurvatum,  some  types  of  club  foot  and  various 
curvatures  or  other  defects  about  the  extremi- 
ties. There  can  be  little  doubt  but  that  many  of 
these  deformities  apparently  due  to  faulty  in- 
trauterine posture  are  in  reality  related  to 
hereditary  factors  or  to  disturbed  nutrition  inci- 
dent to  faulty  implantation  of  the  ovum ; it 
would  be  difficult,  however,  to  distinguish 
which  of  these  mechanisms  basically  were  at 
fault,  and  these  few  illustrations,  therefore, 


serve  to  emphasize  the  point  that  their  appear- 
ance should  lead  immediately  to  appropriate 
studies  for  determining  the  presence  of  causes 
which  might  be  correctible  or  not  expected  to 
recur. 

In  conclusion,  I feel  obligated  to  apologize 
again  for  stretching  a few  points.  Along  with 
the  other  remarkable  advances  in  medical  sci- 
ence of  recent  years,  however,  there  has  been 
accumulated  adequate  information  to  indicate 
that  older  opinions  ascribing  most  congenital 
malformations  to  completely  unknown  factors 
are  wrong.  We  still  have  a long  way  to  go  be- 
fore the  role  of  environmental  influences  during 
pregnancy  are  entirely  clarified ; the  door  to  a 
tremendous  field  of  study  has  barely  been 
opened.  Admittedly,  etiology  of  most  congenital 
malformations  is  undoubtedly  very  complex 
and  is  only  rarely  based  on  a single  factor ; nev- 
ertheless, we  physicians  can  do  much  to  aid  our 
co-workers  in  experimental  teratology.  At  least 
it  is  clear  that  prevention  of  congenital  mal- 
formations may  occasionally  be  possible,  and 
that  the  future  in  this  area  of  preventive  medi- 
cine holds  great  promise,  provided  that  clinicians 
and  experimentalists  most  concerned  will  take 
advantage  of  one  another’s  observations. 

Finally,  as  a very  practical  consideration, 
these  few  patterns  may  serve  an  occasional  use- 
ful purpose  when  it  comes  to  answering  the  very 
important  questions  which  the  parents  of  any 
defective  baby  want  answered.  It  seems  need- 
less to  point  out  that  there  is  great  comfort  for 
all  concerned  when  it  is  possible  to  relate  a 
given  abnormality  definitely  to  a recognizable 
cause  unrelated  to  purely  genetic  considerations, 
particularly  when  such  a cause  may  be  correct- 
ible or  is  not  expected  to  recur. 
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THE  DIAGNOSIS  AND  TREATMENT  OF  PULMONARY 

MYCOSES 

DAVID  T.  SMITH,  M.  I). 

School  of  Medicine, 

Department  of  Bacteriology, 

Duke  University, 

Durham,  North  Carolina. 


'T'HE  most  common  fungus  infection  of  the 
A lungs  in  California  is  coccidioidomycosis. 
The  etiologic  agent,  Coccidioides  immitis,  is 
present  in  the  soil  and  is  usually  breathed  into 
the  lungs  in  dust,  although  it  is  occasionally 
inoculated  into  a cut  or  abrasion  of  the  skin. 
In  at  least  60  per  cent  of  instances,  the  infection 
is  subclinically  but  immunologically  effective 
leaving  the  patient  immune  to  future  infection 
and  with  a positive  skin  test  to  coccidioidin, 
which  apparently  persists  for  life.  In  about  40 
per  cent  the  patient  has  symptoms  of  a respira- 
tory infection.  Kales  are  present  in  about  20 
per  cent  and  some  patchy  areas  of  consolidation. 
Enlarged  hilar  lymph  nodes  are  present  in  about 
75  per  cent  of  patients  with  symptoms.  The 
white  blood  count  is  elevated  to  a moderate  de- 
gree, the  sedimentation  rate  is  increased  and 
an  excess  of  eosinophils  is  frequently  present. 
The  work  of  Dr.  C.  E.  Smith  shows  that  a posi- 
tive skin  test  to  coccidioidin  appears  in  nearly 
all  patients  by  the  end  of  the  second  week  of  the 
disease.  Precipitins  appear  in  the  blood  after  10 
to  14  days  but  gradually  disappear  after  30  to 
60  days.  Complement  fixing  antibodies  do  not 
occur  at  all  in  the  milder  cases  but  appear  in 
low  titers,  in  the  more  severe  cases,  and  disap- 
pear with  recovery.  About  20  per  cent  of  pa- 
tients with  symptoms  develop,  in  3 days  to  3 
weeks  after  the  fever  disappears,  erythema  no- 
dosum lesions  in  the  skin  and  subcutaneous  tis- 
sues. Experienced  clinicians  believe  the  patients 
having  these  lesions  rarely  develop  the  progres- 
sive form  of  the  disease.  Certainly  such  patients 
are  extremely  sensitive  to  coccidioidin  and  the 
preliminary  skin  test  should  be  performed  with 
a 1 :1 0,000  dilution  followed  if  necessary  by 
1 :1 ,000  and  1 :100. 

In  about  4 per  cent  of  infections  in  white  pa- 
tientsc  and  10  to  20  per  cent  of  Negroes,  Mexi- 
cans and  Filipinos  the  disease  passes  over  into 
the  progressive  form  of  coccidioidomycosis,  for- 


merly known  as  coccidioidal  granuloma.  The 
mortality  in  this  type  of  infection  is  about  50 
per  cent. 

Complement  fixing  antibodies  appear  early  in 
the  progressive  form  of  the  disease  and  increase 
progressively  in  titer  until  a few  days  before 
the  death  of  the  patient.  In  the  fortunate  pa- 
tients who  recover  the  rising  titer  becomes  sta- 
tionary and  then  decreases  to  zero  as  the  patient 
improves.  The  skin  test  to  coccidioidin  decreas- 
es as  the  patient  grows  worse  and  is  often  nega- 
tive in  the  progressing  case. 

Meningitis,  simulating  tuberculous  or  viral 
meningitis,  may  appear  in  patients  who  have 
had  no  symptoms  of  previous  infection.  Buss, 
Gifford  and  Gibson  have  reported  53  cases  and 
emphasized  the  importance  of  the  complement 
fixation  test  for  coccidioidomycosis  in  the  dif- 
ferential diagnosis. 

Patients  with  the  primary  infection  should 
be  kept  in  bed  until  the  temperature  and  sedi- 
mentation rate  are  normal,  and  under  observa- 
tion until  the  precipitin  test  and  complement 
fixation  test  are  negative.  Patients  with  the 
progressive  form  of  the  disease  should  be  given 
the  general  supportive  type  of  treatment  usual- 
ly employed  for  patients  with  progressive  tuber- 
culosis. There  is  no  specific  treatment  of  coc- 
cidioidomycosis, although  new  work  here  in  Cali- 
fornia with  an  antibiotic  derived  from  Serratia 
masserans,  known  as  prodigiosin,  looks  promis- 
ing. 

ACTINOMYCOSIS 

The  second  most  common  fungus  disease  in 
California  is  actinomycosis.  The  etiologic  agent, 
Actinomyces  bovis,  occurs  naturally  in  the  gums 
and  about  the  teeth  of  man.  The  organism  may 
invade  the  mucosae  of  the  nasopharynx  and 
produce  (1)  cervicorfacial  actinomycosis;  it  may 
be  aspirated  into  the  lungs  to  initiate  (2)  pul- 
monary actinomycosis ; or  may  be  swallowed 
where  it  can  penetrate  the  intestinal  mucosae 
and  give  rise  to  (3)  abdominal  actinomycosis. 
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There  is  nothing  diagnostic  about  the  physical 
signs  or  x-ray  shadows  of  early  pulmonary  in- 
fection. Later  the  infection  may  invade  the 
chest  wall  and  produce  multiple  draining  sinus- 
es. The  diagnosis  is  established  by  finding  sul- 
phur granules  in  the  pus  from  the  draining  sinus- 
es. These  granules  are  composed  of  masses  of 
gram-positive  branching  filaments.  A.  bovis  is 
anaerobic  and  must  be  cultured  on  a rich  media 
under  anaerobic  conditions. 

Early  infection  may  clear  completely  after 
intensive  treatment  for  some  weeks  with  sulfadi- 
azine or  penicillin.  More  advanced  cases  require 
surgical  draining  as  well  as  antibiotic  therapy. 
Large  doses  of  iodides  should  be  used  as  sup- 
plementary treatment  to  produce  resolution  of 
the  granulomatous  tissues.  In  some  localized 
pulmonary  infections  lobectomy  or  pneumonec- 
tomy is  indicated. 

NOCARDIOSIS 

Various  species  of  Nocardia,  particularly  No- 
cardia asteroides,  are  found  in  the  soil  and  pro- 
duce disease  in  man  which  resembles  actinomy- 
cosis. The  Nocardia  are  areobic,  will  grow  on 
either  blood  agar  or  Sabouraud’s  media.  N.  as- 
teroides is  acid-fast  and  may  be  confused  with 
tubercle  bacilli  if  the  presence  of  numerous  side 
branches  on  the  organism  is  not  noted. 

The  Nocardia  are  resistant  to  penicillin  but 
respond  slowly  to  sulfadiazine  or  a combination 
of  surgery,  iodides  and  sulfadiazine. 

NORTH  AMERICAN  BLASTOMYCOSIS 

Blastomycosis  occurs  most  frequently  in  the 
Mississippi  River  Valley  and  in  the  Southeast- 
ern states  but  is  indigenous  in  California.  The 
etiologic  agent  Blastomyces  dermatitidis  appar- 
ently comes  from  the  soil  and  is  scratched  into 
the  skin  or  breathed  into  the  lungs.  Primary  pul- 
monary blastomycosis  begins  most  often  as  a 
unilateral  infection,  in  contrast  to  coccidioido- 
mycosis add  histoplasmosis,  and  is  frequently 
mistaken  for  a pulmonary  neoplasm.  The  or- 
ganism grown  readily  in  the  yeast-like  phase 
after  7 to  14  days  incubation  on  blood  agar 
media  at  37°  C.  On  Sabouraud’s  media  at  room 
temperature  a white  mold-like  growth  appears 
which  resembles  the  mold-like  stage  of  Goccidi- 
oides  immitis  but  the  mold-like  growth  of  B. 
dermatitidis  reverts  readily  to  the  tissue  stage 
by  subculture  on  blood  agar  at  37°  C. 


Patients  ill  with  blastomycosis  should  be  hos- 
pitalized. The  specific  treatment  depends  upon 
the  immunologic  type  of  infection.  I.  Patients 
with  positive  complement  fixing  antibodies  and 
negative  skin  tests  can  be  treated  immediately 
with  iodides.  II.  Patients  with  positive  skin 
tests  and  negative  complement  fixing  antibodies 
and  those  with  III.  positive  skin  tests  and 
positive  complement  fixing  antibodies  should 
be  desensitized  with  Blastomyces  vaccine  be- 
fore being  treated  with  iodides.  IV.  Patients 
with  both  negative  skin  test  and  negative  com- 
plement fixing  antibodies  should  be  actively 
immunized  by  a series  of  injections  of  Blasto- 
myces vaccine  until  either  a positive  skin  test 
or  positive  complement  fixing  antibodies  can  be 
detected  before  iodides  are  administered. 

HISTOPLASMOSIS 

Histoplasmosis  resembles  coccidioidomycosis 
by  having  a benign  primary  stage,  which  is 
usually  asymptomatic,  and  a relatively  rare, 
progressive,  highly  fatal  form.  After  healing, 
even  in  asymptomatic  cases,  numerous  areas  of 
calcification  are  found  as  a residue  in  the  lungs. 

The  organism  is  present  in  the  soil  and  is 
breathed  into  the  lungs  with  dust.  However,  the 
invasion,  particularly,  in  children,  is  frequently 
through  the  naso-oro-pharynx  or  through  the 
intestinal  tract  and  in  rare  instances  through 
the  skin. 

Following  the  primary  infection  complement 
fixing  antibodies  appear  from  a few  weeks  in 
the  serum  and  then  disappear.  If  the  infection 
becomes  disseminated  the  complement  fixing 
titer  increases  progressively  until  a few  days 
before  death.  Asymptomatic  and  mild  sympto- 
matic cases  develop  a positive  skin  test  to  histo- 
plasmin  which  apparently  persists  for  life.  In 
contrast,  the  progressive  cases  may  never  have 
a positive  skin  test  or  if  present,  it  may  disap- 
pear as  the  disease  becomes  more  severe. 

There  is  a common  antigen  in  C.  immitis,  H. 
capsidatum  and  B.  dermatitidis,  and  cross  re- 
actions to  skin  tests  and  with  complement  fix- 
ing antibodies  may  occur.  These  cross  reactions 
are  more  frequent  between  H.  capsidatum  and 
B.  dermatitidis  than  between  C.  immitis  and  the 
other  two  fungi.  The  patient  should  be  tested 
simultaneously  with  coccidioidin,  histoplasmin 
and  blastomycin,  using  first  a 1 :1,000  dilution  of 
each.  If  all  tests  are  negative  they  should  be 
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repeated  with  1 :100  dilution.  The  specific  in- 
fection will  give  the  greater  reaction.  In  doubt- 
ful cases  the  complement  fixation  test  should  be 
preferred  with  all  three  antigens. 

Some  cases  of  the  disseminated  disease  recover 
spontaneously  after  a long  illness.  A few  local 
lesions  of  the  mouth  have  been  cured  with  radium 
but  there  is  no  specific  treatment  at  the  present 
time. 

CRYPTOCOCCOSIS 

The  etiologic  agent  Cryptococcm  neof ormans, 
formerly  known  as  Torula  histolytica,  is  carried 
by  man  and  is  found  in  all  parts  of  this  country. 

The  organism  may  cause  a granulomatous  skin 
infection,  a subcutaneous  pseudo-myxomatous 
tumor,  or  a primary  pulmonary  infection.  C. 
neof  ormans  has  a great  predilection  for  the  brain 
and  meninges  where  it  stimulates  many  types 
of  disease  including  encaphalitis  and  neoplasm. 
Most  frequently  it  simulates  tuberculous  men- 
ingitis. 

C.  neof  ormans  reproduces  by  budding  both 
in  cultures  and  in  the  tissues  and  is  character- 
ized by  the  presence  of  a wide  gelatinous  cap- 
side.  This  capsule  can  be  seen  most  easily  if  the 
sediment  from  the  spinal  fluid,  pus,  sputum  or 
organism  from  a culture  are  added  to  a drop 
of  india  ink  and  examined  directly  under  the 
microscope. 

Immune  bodies  and  skin  sensitivity  are  absent 
in  the  acute  progressive  cases  but  agglutinins 
and  skin  sensitivity  may  be  present  in  the 
dhronic  cases,  particularly  those  with  bone 
lesions. 

Penicillin  is  not  effective.  Some  patients  re- 
cover after  prolonged  treatment  with  sulfadia- 
zine, iodides  and  autogenous  vaccines. 

SPOROTRICHOSIS 

Sporotrichum  Schenckii  grows  naturally  on 
plants  and  is  found  in  all  parts  of  the  world  in- 
cluding California.  It  usually  produces  lesions 
of  the  skin  and  glands  but  occasionally  infects 
the  lungs  or  induces  a generalized  infection  in- 
vading internal  organs  and  bones.  The  mold 
type  of  growth  is  obtained  on  Sabouraud’s  me- 
dium and  the  tissue  stage  on  cysteine  blood  agar. 
This  is  one  fungus  disease  where  the  organism 
is  rarely  seen  in  biopsy  section,  so  cultures  are 
essential  to  establish  the  diagnosis. 


Potassium  iodide  is  a specific  for  sporotricho- 
sis. although  large  doses  may  be  required  and 
the  treatment  may  have  to  continue  for  several 
months  to  prevent  relapses. 

MONILIASIS 

Candida  albicans  (Monilia  albicans)  is  an 
ubiquitous  human  saprophyte.  It  can  be  grown 
from  the  skin,  saliva  and  stools  of  healthy  indi- 
viduals. It  also  occurs  as  a secondary  invader  in 
tuberculosis,  pulmonary  abscess,  pulmonary  neo- 
plasm, bronchiectasis  and  in  other  fungus  dis- 
eases such  as  coccidioidomycosis,  blastomycosis, 
histoplasmosis  and  cryptococcosis. 

C.  albicans  can  produce  a primary  infection 
in  the  skin,  nails,  mouth,  tongue,  vagina,  lungs, 
endocardium  and  meninges. 

Acute  pneumonic  noniliasis  responds  best  to 
intravenous  gentian  violet  given  in  doses  of 
5 mgs.  per  kilo  of  body  weight  every  other  day 
for  I to  6 doses.  Patients  with  chronic  broncho- 
pulmonary moniliasis  often  have  positive  skin 
test  to  an  autogenous  vaccine.  Such  patients 
should  be  desensitized  and  then  treated  with 
potassium  iodide. 

GE0TRICHOSIS,  ASPERGILLOSIS,  PENI- 
CILLIOS  AND  MUCORMYCOSIS 

These  fungi,  like  Monillia,  are  ubiquitous  and 
occur  most  often  as  saprophytes  or  secondary 
invaders.  However,  occasionally  they  produce 
abscesses  in  the  lungs  and  in  rare  instances  gen- 
eralized disease. 

Vaccines  should  be  made  from  the  cultures  and 
skin  tests  performed.  If  the  skin  tests  are  posi- 
tive, the  patients  should  be  desensitized  before 
administering  iodides ; but  if  the  skin  tests  are 
negative,  iodides  may  be  given  at  once. 
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HYFOMETABOLISM,  HYPOTHYROIDISM,  AND  THE  USE  OF 

THE  THYROID  HORMONE 

ARIE  C.  VAN  RAVENSWAAY,  M.  D. 

Tucson,  Arizona 


'"T'HE  clinical  application  of  thyroid  hormone 
therapy  is  so  much  a part  of  the  custom 
and  art  of  medical  practice  that  attempts  to 
rationalize  its  use  are  difficult  as  well  as  in- 
teresting'. The  difficulty  arises  largely  from 
the  fact  that  there  is  uo  readily  available  meth- 
od of  directly  measuring  thyroid  function. 
Therefore  clinically,-  since  the  basal  metabolism 
determination  is  the  most  satisfactory  indirect 
measure  of  thyroid  function,  the  tendency  is  to 
consider  basal  metabolism  as  synonomous  with 
thyroid  function.  This  is  frequently  mislead- 
ing inasmuch  as  thyroid  function  is  just  one 
of  a member  of  processes,  pathologic  and  other- 
wise, which  affect  basal  metabolism. 

Some  of  the  more  important  of  these  other 
processes  which  are  usually  entirely  unrelated 
to  thyroid  function  are : malnutrition ; endo- 
crine disorders  not  primarily  thyroid  such  as 
Addison’s  disease  and  some  cases  of  diabetes 
mellitus ; nephrosis,  pernicious  and  severe  iron 
deficiency  anemias ; and  certain  diseases  of  the 
central  nervous  system  including  certain  psycho- 
ses, intracranial  lesions,  and  severe  neuroses. 

It  is  superfluous  to  point  out  that  raising  the 
metabolic  rate  to  normal  by  the  use  of  thyroid 
extract  will  have  no  specific  curative  action  in 
any  of  these  conditions. 

Finally  in  this  connection  it  should  be  empha- 
sized that  the  basal  metabolic  rate  of  normal  in- 
dividuals, i.  e.  individuals  with  normal  thyroid 
activity,  varies  widely.  Individuals  with  val- 
ues of  minus  20  to  minus  25  are  frequently  en- 
countered and  values  running  to  minus  35  or  40 
are  not  extremely  rare.  In  other  words,  basal 
metabolism  is  not  regulated  by  the  body  to  close 
limits  like  the  internal  bodily  temperature,  but 
varies  from  individual  to  individual  as  does 
weight  and  height.  What  is  to  be  accomplished 
in  such  individuals  with  low  metabolic  rates  by 
the  administration  of  the  thyroid  hormone?  It 
can  only  be  concluded  that,  raising  the  meta- 
bolism to  a so-called  normal  level  in  such  cases 
is  done  so  at  the  expense  of  raising  the  thyroid 
hormone  level  of  that  individual  to  a supernor- 
mal level,  and  producing  relative  hyperthyroid- 


ism. This  situation  is  somewhat  comparable  to 
the  occasional  patient  with  the  signs  and  symp- 
toms of  hyperthyroidism  but  with  a basal  meta- 
bolic rate  approaching  zero.  Often  after  surgi- 
cal or  medical  correction  of  the  hyperthyroid 
state  he  ends  up  with  a basal  metabolic  rate  of 
minus  25  or  30  representing  for  this  individual 
a normal  level. 

Most  will  agree  that  the  individual  with  a low 
metabolism  and  normal  thyroid  activity  who 
feels  well  is  not  a candidate  for  medication 
with  thyroid  extract.  But  what  about  the  in- 
dividual in  the  same  situation  who  does  not  feel 
well?  A common  procedure  is  to  administer 
thyroid.  If  the  patient  is  benefited,  continue 
it.  If  the  patient  is  not  benefited  or  is  made 
worse  discontinue  it.  Kirk  and  Kvorning1  re- 
ported a large  series  of  cases  treated  in  that  way 
in  1936  and  found  that  20%  of  such  patients 
showed  objective  improvement,  and  35%  sub- 
jective imbrovement.  Assuming  that  their  pre- 
treatment  classification  was  correct,  the  benefits 
occurring  in  these  cases  must  be  explained  on 
the  basis  of  the  potentialities  of  thyroid  extract 
as  a stimulant  and  not  upon  its  action  as  spe- 
cific replacement  therapy. 

The  type  of  benefit  thus  obtained,  therefore, 
compares  to  that  achieved  from  other  stimulants 
such  as  benzedrine,  dexedrine,  ephedrine,  and 
coffee.  “Improvement”  in  such  a situation  is 
notoriously  hard  to  assess,  it  being  affected  by 
the  morale  of  the  patient,  his  state  of  rapport 
with  the  physicians,  the  suggestive  effect  of 
knowingly  receiving  thyroid  extract  or  by  the 
production  of  a drugged  situation  with  euphoria, 
or  artificial  mood  elevation  which  the  patient 
prefers  to  his  natural  state.  Individuals  are  fre- 
quently encountered  who  “have  to  have  their 
cup  of  coffee”  before  they  can  get  started  in 
the  morning,  who  have  six  or  a dozen  more  dur- 
ing the  day,  who  get  a headache  if  they  'don ’t 
have  the  coffee  and  who  spend  the  day  in  a 
caffeine  haze  which  they  prefer  to  their  normal 
situation,  and  which  they  would  describe  as 
“feeling  better.”  Much  of  the  subjective  im- 
provement from  the  use  of  thyroid  extract  in 
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individuals  with  normal  thyroid  function  may 
be  of  the  same  pattern  and  may  parallel  the 
exhilaration  so  frequently  encountered  in  in- 
trinsic hyperthyroidism,  particularly  in  males. 

The  converse  of  the  difficulty  of  evaluating 
the  subjective  claims  of  “improvement”  in 
such  cases  is  found  in  the  evaluation  of  state- 
ments such  as  “Doctor,  1 have  not  felt  well  at 
all  since  I stopped  thyroid.  I have  no  pep  and 
am  cold  all  the  time.”  The  physician  is  then 
in  the  dilemma  of  trying  to  decide  whether  the 
patient  really  needs  the  drug,  whether  she  is 
merely  experiencing  withdrawal  symptoms  of  a 
non-specific  character  or  whether  the  Farquhar- 
sen  phenomenon  is  being  exhibited.  In  1941 
Farquharsen  and  Squires2  made  an  interesting 
observation  in  the  treatment  of  non-myxedama- 
tous,  low  metabolic  rate  cases  with  thyroid  hor- 
mone in  that  after  the  cessation  of  such  therapy 
the  metabolism  for  a time  drops  to  a point  con- 
siderably below  its  original  pretreatment  level. 

It  is  now  known  experimentally  that  the  ad- 
ministration of  thyroid  not  only  directly  sup- 
presses thyroid  function  but  also  indirectly  de- 
presses it  by  some  action  upon  the  anterior  lobe 
of  the  pituitary.  This  mechanism  provides  not 
only  an  apparent  explanation  for  the  Farquhar- 
son  phenomenon  but  also  for  the  striking  differ- 
ences in  the  effect  of  thyroid  extract  upon  myx- 
edematous individuals  and  upon  normothyroid 
individuals  with  a low  metabolic  rate.  The  for- 
mer group  respond  dramatically  to  quite  small 
doses  of  thyroid  and  the  maintenance  ration 
varies  surprisingly  little  from  patient  to  patient 
if  a comparable  preparation  is  used.  In  non- 
hypothyroid  individuals,  on  the  contrary,  the 
response  is  indefinite,  variable,  and  unpredict- 
able' and  relatively  large  doses  of  the  hormone 
may  be  required  to  produce  minor  shifts  in 
metabolic  level.  In  the  ordinary  case  of  myxed- 
ema one-half  grain  of  USP  thyroid  extract  will 
raise  the  metabolic  rate  to  minus  20  and  correct 
the  majority  of  the  signs  and  symptoms  of  this 
disease.  One  grain  will  raise  the  level  to  minus 
10  and  one  and  one-half  grain  to  minus  5.  Con- 
trast this  with  the  dosages  of  3 to  5 grains  or 
more'  frequently  required  to  raise  the  metabol- 
ism of  the  normothyroid  individual  from  minus 
20  to  0. 

The  reason  for  this  situation  apparently  lies 
in  the  tremendous  margin  of  reserve  inherent 


in  the  thyroid  gland  and  in  its  capacity  to  ad- 
just itself  to  the  needs  of  the  body.  While  thy- 
roid insufficiency  may  result  from  destruction 
of  the  gland  by  surgery,  infection,  neoplasm,  or 
pituitary  disease,  the  usual  cause  is  a primary 
atrophy  of  unknown  etiology.  This  pathologic 
state  must  progress  and  destroy  approximately 
95%.  or  more  of  the  gland  before  symptoms  ap- 
pear, and  having  accomplished  this  degree  of 
destruction,  it  ordinarily  progresses,  if  given 
time,  to  more  or  less  complete  obliteration  of 
the  gland.  It  is  certainly  not  logical  to  assume 
much  likelihood  of  remission  after  this  degree 
of  destruction  has  been  achieved.  The  destruc- 
tion in  these  cases  is  a very  obvious  process  and 
quite  different  from  the  equivocal  changes  in 
the  islet  tissue  ordinarily  found  in  diabetes  mel- 
litus.  This  situation  contrasts  with  the  indi- 
vidual with  a normal  thyroid  gland  and  hvpo- 
metabolism.  Here  we  give  thyroid  in  the  pres- 
ence of  a gland  which  is  physiologically  capable 
of  producing  twenty  or  more  times  the  normal 
requirements  of  the  body.  The  ultimate  ef- 
fect of  this  situation  is  determined  by  the 
degree  of  suppression  of  endogenous  thyroid 
activity  which  results,  and  perhaps  as  Means2 
believes,  a diminished  susceptibility  of  the  body 
as  a whole  to  the  action  of  thyroid  hormone. 

The  diagnosis  of  myxedema  will  not  be  dis- 
cussed except  to  emphasize  that  there  are  marked 
natural  variations  in  skin  quality,  hair  quality, 
and  intolerance  to  heat  or  cold.  The  individual 
with  a delicate  skin  easily  dried  and  coarsened 
by  the  Arizona  sun  and  wind  and  the  individual 
who  has  always  felt  cold  weather  keenly  are  not 
likely  candidates  for  a diagnosis  of  thyroid  in- 
sufficiency. Unless  such  insufficiency  has  been 
present  since  infancy,  the  situation  in  the  true 
hypothyroid  is  characterized  by  one  of  change 
in  the  basic  life  pattern.  The  individual  who 
formerly  could  tolerate  cold  better  than  exces- 
sive heat  now  finds  heat  rather  pleasant  and  in 
cold  weather  has  a rather  dreary  struggle  to 
keep  comfortable. 

Since  myxedema  or  true  hypothyroidism  as 
distinguished  from  the  normothyroid  hypometa- 
bolic  state  is  an  extremely  rare  condition  occur- 
ring at  the  rate  of  perhaps  5 in  10,000  hospital 
idmissions,  thyroid  hormone  for  true  replace- 
ment therapy  is  most  rarely  used.  It  must, 
therefore,  be  recognized  that  its  present  wide 
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use  is  as  a drug  for  its  pharmacodynamic  actions 
upon  the  body  tissues. 

The  situations  in  which  it  is  used  in  this 
fashion  are  numerous,  varied,  and  unrelated 
and  include  malnutrition,  obesity,  nephrosis, 
arthritis,  certain  psychoses  and  menstrual  dis- 
orders. In  many  of  these  its  utility  is  doubtful. 
There  does,  however,  seem  to  be  some  degree  of 
agreement  that  in  certain  menstrual  disorders, 
habitual  abortion  and  sterility,  in  certain  dis- 
ease sof  the  skin  characterized  by  dryness  or 
poor  local  circulation  and  in  certain  ophthal- 


mological  and  otolaryngological  problems  it  is 
a valuable  drug. 

CONCLUSION 

This  paper  is  presented  as  an  inquiry  into  the 
use  of  the  thyroid  hormone.  Some  of  the  physio- 
logical aspects  of  the  problem  are  discussed  and 
the  difficulties  in  judging  its  effectiveness  de- 
scribed. 
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DIAGNOSIS  AND  TREATMENT  OF  CANCER  OF  THE  CERVIX 

LUDWIG  LINDBERG,  M.  1). 

Tucson,  Arizona 


TN  recent  years  many  excellent  reports  on  can- 
cer  of  the  cervix  have  appeared  in  the  med- 
ical literature ; a few  of  these  articles  may  be 
misleading  to  physicians  who  are  not  particu- 
larly interested  in  the  cancer  field  or  do  not 
specialize  in  oncology. 

The  two  commonest  causes  of  death  from  can- 
cer in  women  are  cancer  of  the  uterus  and  can- 
cer of  the  breast.  Cancer  of  the  uterus  assumes 
two  main  types:  epithelioma  of  the  cervix,  and 
adenocarcinoma  of  the  body  of  the  uterus.  Of 
these,  epithelioma  of  the  cervix  occurs  most 
frequently,  is  the  most  malignant  and,  therefore, 
the  most  difficult  to  control. 

Epithelioma  of  the  cervix  usually  arises  from 
the  stratified  epithelium  near  the  external  os, 
frequently  at  the  junction  of  the  squamous  and 
glandular  epithelium.  Sometimes  the  cancer  is 
not  visible  on  the  cervix  but  arises  inside  the 
cervical  canal  by  squamous  cell  metaplasia  of 
the  glandular  epithelium ; such  cancers  will  not 
he  found  without  curettement  or  biopsy  of  the 
endoceirvical  canal.  Occasionally  epithelioma 
arises  on  the  surface  of  the  cervix  far  away  from 
the  external  os.  Cervical  polyps  are  rarely  mal- 
ignant. 

Clinically  the  tumor  may  be  a protruding 
mass  and  papillary,  or  smooth,  diffusely  infil- 
trating with  or  without  ulceration.  Except  in 
far  advanced  cases,  microscopic  examination  is 
required  to  establish  the  diagnosis. 

Read  before  Arizona  Medical  Association  Annual  Convention, 
Phoenix,  Arizona,  May  1-3,  1050. 


Schiller’s  iodine  test  is  of  no  value  in  the 
diagnosis  of  cancer,  but  it  may  indicate  where 
the  biopsy  specimen  should  be  obtained.  Papani- 
colau’s  smears  have  caused  a flood  of  articles 
to  appear  in  the  literature,  lay  and  medical. 
This  method  has  been  used  in  so-called  cancer 
detection  centers,  with  mixed  results.  Valuable 
as  this  procedure  may  be,  a patient  should  not 
be  treated  for  cancer  of  the  cervix  unless  the 
real  diagnosis  has  been  established  by  biopsy. 
A positive  diagnosis  of  cancer  on  Papanicolau’s 
smears  can  be  made  only  by  a pathologist  who 
is  especially  versed  in  the  cytology  of  tumors — 
it  is  not  a test  that  can  easily  be  interpreted  by 
laboratory  technicians.  The  cells  obtained  in 
such  smears  come  mainly  from  the  outer  surface 
of  the  tumor,  may  not  be  characteristic,  and  may 
show  only  degenerated  cells.  Several  special  in- 
struments have  been  devised  to  obtain  the  ma- 
terial. 

Biopsy  of  the  cervix  usually  requires  no  an- 
esthesia and  is  a simple  office  procedure ; and 
if  facilities  for  frozen  fresh  tissue  examination 
are  available,  a positive  pathological  diagnosis 
of  carcinoma  can  be  made  in  a few  minutes 
after  th  ebiopsy  specimen  is  obtained.  Small 
samples  of  tissue  taken  at  the  proper  places 
with  a Gaylord  specimen  forceps  are  sufficient 
for  pathological  diagnosis.  Excision  of  large 
pieces  (2  or  3 cm.)  of  tissue  from  the  cervix  for 
biopsy  is  unnecessary,  and  the  trauma  delays 
healing. 

Light  cauterization  for  bleeding  after  taking 
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the  biopsy  may  be  used  but  is  seldom  required. 
Cauterization  as  a method  of  treatment  of  can- 
cer of  the  cervix,  or  preceding  radium  treat- 
ment, is  a useless  procedure  and  may  be  harmful. 
Electro-coagulation  is  followed  by  necrosis  of 
tissue,  slough,  and  infection — and  the  results 
from  radium  after  cauterization  are  inferior. 

About  5%  of  the  cancers  of  the  cervix  are 
adenocarcinomas,  and  95%  are  squamous-cell  epi- 
theliomas usually  of  high  malignancy.  Dr.  Brod- 
ers  of  the  Mayo  Clinic  instituted  the  system  of 
grading  of  the  malignancy  of  all  epithelial  tu- 
mors of  the  body,  based  on  the  degree  of  ana- 
plasia ; in  1922  he  reported  on  squamous-cell 
epithelioma  of  the  cervix  and  found  no  grade  I, 
8%  of  grade  II,  57%  of  grade  III,  and  35%  of 
grade  IV.  To  change  this  classification  to  grades 
I,  II,  and  III  adds  only  confusion.  Martzloff 
obtained  practically  the  same  percentage  but 
used  the  terms  spinal-cell  , transitional  cell,  and 
fat  spindle-cell  instead  of  numerals.  Grade  IT 
epitheliomas  of  the  cervix  do  not  always  show 
intercellular  spines,  or  spinal-cells ; the  term 
“transitional”  lacks  definition;  and  grade  IV 
carcinomas  are  not  always  spindle-cells  but  are 
more  apt  to  consist  of  round  cells.  Epidermoid 
carcinoma  of  the  cervix  has  also  been  classified 
as  adult,  plexiform  and  anaplastic ; and  of  low, 
medium,  and  high  malignancy.  No  advantage 
lias  been  found  in  changing  Broders’  system  of 
grading. 

Clinical  classification  as  to  stage  of  advance- 
ment of  the  disease  is  very  useful  in  planning 
the  treatment.  Roughly,  stage  1 cancer  is  small 
and  strictly  limited  to  the  cervix,  the  organ  of 
origin ; in  stage  2 there  is  beginning  involvement 
of  broad  ligaments  or  fornices ; in  stage  3,  there 
is  marked  involvement  of  parametrium  and  lim- 
ited mobility  of  the  uterus;  in  stage  4 the  dis- 
ease is  far  advanced  with  involvement  to  the 
pelvic  walls,  invasion  of  bladder  or  rectum,  or 
distant  metastases. 

Spread:  Epithelioma  of  the  cervix  is  highly 
malignant  and  the  pelvis  has  an  abundant  sup- 
ply of  lymphatics  and  lymph  nodes  to  afford 
early  spread  of  the  disease.  Extension  of  the 
cancer  may  take  place  in  any  direction.  The 
cuff  of  the  upper  vagina  around  the  cervix  is 
often  invaded  early.  Extension  in  the  cervical 
canal  to  the  internal  os  is  common,  and  in  ad- 
vanced cases  even  into  the  body  of  the  uterus. 


Invasion  of  the  broad  ligaments  occurs  early ; 
and  when  it  reaches  the  walls  of  the  pelvis,  the 
uterus  becomes  fixed  and  the  tubes,  ovaries, 
and  peritoneum  may  be  involved.  The  ureters 
are  resistant  to  cancerous  invasion  but  are  fre- 
quently compressed  by  surrounding  growth. 

In  the  more  advanced  stages  the  tumor  may 
invade  the  bladder  directly  from  the  cervix ; the 
growth  may  extend  from  the  vagina  to  the  rec- 
tum and  produce  a recto-vaginal  fistula.  There 
may  be  involvement  of  lower  vagina  and  metas- 
tases to  the  inguinal  nodes.  The  pelvic  bones 
may  be  eroded  by  extension  of  the  tumor.  Dis- 
tant visceral  metastases  can  occur,  especially  in 
liver  and  lungs. 

In  spite  of  the  cancer  educationol  campaign, 
less  than  10%  of  cancer  of  the  cervix  are  seen 
early,  or  in  stage  1 . 

Since  1916,  it  has  been  generally  conceded 
that  the  choice  of  treatment  of  carcinoma  of  the 
cervix  is  irradiation.  Radium,  which  is  the  main 
treatment,  when  applied  to  cancer  of  the  cervix 
nearly  always  causes  disappearance  of  the  lesion 
and  results  in  healing.  The  application  of  radium 
has  to  be  varied  with  the  extent  and  location  of 
the  cancer;  approximatetly  1/3  of  the  dose  is 
given  intra-uterine,  with  1 mm.  platinum  filter, 
and  2/3  vaginally,  with  1.5  to  2 mm.  platinum 
filter.  In  most  cases  colpostats  to  the  lateral 
fornices  are  required.  The  usual  dose  is  5,000 
to  6,000  mg.  hrs.  given  at  one  sitting  in  a two- 
day  period ; and  sometimes  7,000  mg.  hrs.  are 
given  if  the  lesion  is  large  and  the  radium  is 
widely  distributed.  Some  patients  have  diarrhea 
or  bladder  irritation  for  a few  days  to  a week 
after  the  radium  treatment. 

X-ray:  Two  to  three  weeks  thereafter 

treatments  are  given  to  the  pelvis  to  cover  the 
nodes  near  the  pelvic  walls  and  other  structures 
not  reached  or  sufficiently  irradiated  by  the 
radium.  X-ray  treatments  are  given  daily, 
until  the  total  dose  is  2,000r/air  to  each  field — - 
200r/air  to  each  of  2 areas  or  300r  to  one  area, 
sometimes  2500r ; 2 or  3 fields  are  used,  giving 
a total  of  4,00  Oto  6,000r.  No.  2 Thoreaus  filter 
in  a 250  KV  machine  will  give  better  depth 
dose  and  less  skin  damage  than  V2  or  1 mm. 
copper  filter. 

After  the  treatment  is  completed,  it  is  very 
important  that  the  patients  come  in  for  periodic 
examinations : every  two  weeks  for  two  months, 
every  two  months  for  five  years,  and  every  three 
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months  for  another  five  years.  Follow-up  or 
periodic  examinations  every  six  months  are  next 
to  worthless  to  such  cancerous  patients — cancer 
can  grow  enormously  in  three  months. 

X-ray  treatments  to  the  cervix  through  the 
vagina  have  been  popularized  in  recent  years. 
Technical  difficulties  prevent  such  treatments 
from  being  fully  effective,  but  may  be  used  for 
palliation  in  advanced  cases  or  as  an  accessory 
method  of  treatment.  The  implantation  of 
radium  needles  or  radon  seeds  is  sometimes  used 
as  supplementary  treatment,  but  often  it  is  not 
very  successful. 

Although  the  absolute  five-year  cure  rate  has 
been  reported  as  varying  from  20  to  87%,  con- 
servatively it  is  probably  about  30%  - 40%.  In 
the  last  12  years  we  have  had  186  cancers  of  the 
cervix ; although  we  have  not  had  opportunity 
to  check  up  on  the  statistics,  the  a bsolute  five- 
year  cure  rate  appears  to  be  in  line  with  that 
of  other  cancer  clinics,  about  30%  - 40%. 

The  failures  are  mainly  in  the  advanced  can- 
cers, clinical  stage  4 and  some  in  stage  3.  It  has 
been  impossible  to  give  sufficient  external  ir- 
radiation to  completely  sterilize  metastases  in 
lymph  nodes  near  the  pelvic  wall. 


There  are  few  or  no  indications  for  surgery  in 
cancer  of  the  cervix.  The  advanced  cases  are 
classed  as  inoperable ; the  early  cancers, 
stage  1,  are  the  so-called  operable  cases ; such 
local  cancers  are  easily  cleared  by  radium  treat- 
ments, and  should  have  full  irradiation  therapy. 
Some  early  lesions  already  have  spread  or  formed 
metastases. 

Cancer  of  the  cervix  is  of  high  malignancy, 
and,  therefore,  as  in  other  parts  of  the  body, 
the  disease  makes  complete  surgical  eradication 
impossible.  Surgeons  should,  and  do,  hesitate 
in  operating  on  grade  III  and  IV  malignancies 
— unless  previously  treated  with  irradiation  to 
reduce  the  size  and  the  activity  of  the  growth. 

CONCLUSIONS 

1.  The  real  diagnosis  of  cervical  cancer  is 
made  by  pathological  examination  of  biopsy 
tissue. 

2.  Carefully  performed  irradiation  is  the 
best  treatment  for  epithelioma  of  the  cervix  at 
the  present  time. 

3.  Early  diagnosis  and  treatment  of  cancer 
is  imperative.  The  cancer  educational  campaign 
has  gone  about  as  far  as  it  can  in  the  education 
of  the  public. 
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Editorial i 


SPEAK  NOW  ...  Or  else  here 
after,  forever,  hold  your  peace. 

In  every  human  undertaking,  there  comes  a 
time  for  action,  a time  for  decision.  You  can 
describe  it  in  the  language  of  the  marriage  serv- 
ice, or — if  you  prefer — of  the  poker  table,  “Put 
up  or  shut  up.” 

No  matter  how  you  phrase  it,  the  alternative 
of  such  a time  cannot  be  denied. 

This  year  is  a time  of  decision  that  requires 
positive  action  on  the  part  of  the  medical  pro- 
fession. If  this  action  is  not  forthcoming,  doc- 
tors cannot  reasonably  complain  of  the  conse- 
quences. 

This  is  a year  in  which  the  American  people 
elect  Senators  and  Congressmen  to  represent 
them  in  Washington.  Under  our  system  of  Gov- 
ernment, it’s  up  to  every  citizen  to  work  for 
the  success  of  candidates  in  whose  views  he  be- 
lieves. Only  through  active  effort  can  we  have 
good  Government. 

This  responsibility  is  now  squarely  before  all 
doctors.  If  they  are  to  be  well  represented  they 
must  work,  and  they  must  start  now.  Doctors, 
their  families,  their  friends,  all  they  can  influ- 
ence must  be  registered.  On  election  day — in 


primary  balloting  and  in  November — it’s  up  to 
the  doctors  to  help  turn  out  the  vote — the  vote 
for  their  candidates. 

There  is  only  one  way  to  preserve  American 
freedom — medical  freedom — under  our  demo- 
cratic process.  That  way  is  the  voting  way  . . . 
the  electioneering  way.  It's  the  best  way  ever 
devised,  but  it  poses  responsibilities. 

They  are  responsibilities  no  doctor  can  afford 
to  sidestep.  They  are  responsibilities  that  need 
meeting  . . . now  . . . today. 


PHOENIX  CLINICAL  CLUB 


The  Case  History  in  this  discussion  is 
selected  from  the  Case  Records  of  the  Mas- 
sachusetts General  Hospital,  and  reprinted 
from  the  New  England  Journal  of  Medicine. 
The  discussant  under  Differential  Diagnosis 
is  a member  of  the  staff  of  the  Massachus- 
etts General  Hospital.  The  other  discussants 
are  members  of  the  Phoenix  Clinical  Club. 


Massachusetts  General  Hospital 
Case  Report  No.  30172 

A twenty-three-year-old  man  was  admitted  to 
the  hospital  because  of  rectal  bleeding. 

The  patient  was  in  excellent  health  until  about 
twenty  months  before  admission,  when  he  had 
severe  diarrhea  lasting  four  or  five  days  and 
consisting  of  ten  or  more  stools  a day.  There 
was  intermittent,  crampy,  generalized  abdom- 
inal pain,  especially  on  the  right  side.  The  diar- 
rhea subsided  except  for  two  episodes,  each  last- 
ing for  one  week  and  occurring  three  and  ten 
months  after  the  first  attack.  The  crampy  pain 
was  present  before,  during  and  after  the  at- 
tacks. Ten  months  before  admission  he  enlisted 
in  the  Army,  where  he  underwent  basic  training 
for  two  months.  He  then  had  another  attacks  of 
crampy,  low  abdominal  pain  and  diarrhea,  for 
which  he  was  hospitalized.  With  a bland  diet 
the  diarrhea  subsided  but  the  pain  persisted.  A 
gastrointestinal  series  and  Graham  test  were 
negative.  A barium  enema  showed  a constrict- 
ing lesion  of  the  right  colon.  X-ray  films  of  the 
chest,  examination  of  the  sputum  and  gastric 
washings  for  tubercle  bacilli  and  tuberculin  test 
were  negative.  Operation  was  advised,  but  he 
requested,  and  was  granted,  medical  discharge. 
Following  discharge  his  condition  remained  the 
same.  One  week  before  admission  he  had  a small 
gush  of  bright-red  blood  following  an  otherwise 
normal  bowel  movement.  He  had  had  no  chills, 
fever,  nausea,  vomiting,  night  sweats,  loss  of 
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appetite  or  change  in  weight.  No  other  gastro- 
intestinal or  genitourinary  symptoms  were  noted. 

Physical  examination  showed  a well-developed, 
well-nourished  man  in  no  distress.  The  heart 
and  lungs  were  normal.  An  abdominal  mass  was 
palpated  on  the  right  side  by  one  of  two  examin- 
ers. There  was  no  tenderness  or  spasm. 

The  blood  pressure  was  110  systolic,  78  di- 
astolic. The  temperature,  pulse  and  respira- 
tions were  normal. 

Examination  of  the  blood  showed  a red-cell 
count  of  5,760,000,  with  86  per  cent  hemoglobin. 
The  white-cell  count  was  12,500.  The  urine  was 
normal.  'A  blood  Hinton  test  was  negative.  The 
stools  were  dark  brown,  with  a 4 plus  guaiac  test. 
The  nonprotein  nitrogen  was  27.5  mg.  per  100 
c.c.,  the  protein  6.9  gm.  per  100  c.c.,  and  the 
chloride  102  milliequiv.  per  liter.  A proctoscopic 
examination  showed  a normal  rectum. 

A plain  film  of  the  abdomen  revealed  gas  in 
the  ascending  and  transverse  colon  and  a small 
amount  of  gas  and  feces  in  the  descending  colon, 
but  no  gas  in  the  rectum.  An  intravenous  pyelo- 
gram  was  negative.  A barium  enema  showed 
ready  filling  of  the  descending  and  transverse 
colon  up  to  the  hepatic  flexure,  at  which  point 
the  bowel  was  markedly  narrowed  for  10  cm. 
Proximal  to  this,  the  cecum  did  not  fill  easily. 
The  wall  was  irregular,  but  without  any  change 
in  the  mucosal  pattern  except  for  shelf  forma- 
tion and  small  ulcerations.  The  chest  films  were 
negative.  A Miller-Abbott  tube  was  passed  into 
the  small  intestine. 

On  the  tenth  hospital  day  an  operation  was 
performed. 

DISCUSSION 
Dr.  Palmer  Dysart 

A study  of  constricting  lesions  of  the  colon 
did  not  succeed  in  making  a diagnosis  for  me, 
except  upon  a statistical  basis — and  I failed  not 
too  long  ago  to  make  a correct  diagnosis  by 
basing  my  selection  upon  the  laws  of  chance — 
for  our  cases  so  often  are  exceptions  to  the  rule 
which  is  an  excellent  way  to  stimulate  our 
awareness  of  variations,  but  it  is  awfully  hard 
on  my  diagnostic  record.  So  far,  I have  been 
100%  - wrong. 

I will  give  a brief  review  of  the  literature 
relevant  to  this  case,  and  then  satisfy  the  re- 
quirement that  a diagnosis  be  made  by  arbitrar- 
ily doing  so. 

Non-malignant  strictures  of  the  colon  are  rare, 
except  in  connection  with  diverticulitis.  If  there 
is  a history  of  tuberculosis  or  dysenteric  ulcer- 
ation, the  possibility  of  an  obstruction  due  to 
cicatrization  should  be  considered,  though  this 
is  a very  unusual  occurrence.  Hyperplastic  tu- 


berculous infiltration  of  the  intestine,  especially 
of  the  cecum,  causes  obstruction,  but  the  tumor 
present  is  difficult  to  distinguish  from  car- 
cinoma. 

Organic  stricture  of  the  colon  is  most  common- 
ly due  to  carcinoma.  Progressive  loss  of  weight 
and  strength,  anorexia,  and  anemia  are  late 
symptoms.  The  obvious  presence  of  blood  in  the 
feces  is  an  important  symptom,  but  frequently 
only  chemical  blood  is  found. 

The  colon  may  become  much  thickened  with 
inflammation,  or  even  come  to  lie  in  an  abscess 
of  its  own  production,  in  diverticulitis,  peri- 
colitis, cecitis,  perieecitis,  appendicitis,  and  hy- 
perplastic tuberculosis  of  the  colon,  forming  a 
thickened  and  tender  mass  immediately  under 
the  abdominal  wall ; the  patient  will  be  more  or 
less  acutely  ill,  with  local  pain  and  tenderness, 
constipation,  often  vomiting.  In  the  more  chronic 
case,  the  diagnosis  of  malignant  disease  of  the 
colon  will  often  be  suggested. 

The  ascending  colon  can  be  felt  as  a sausage- 
shaped  tumor  in  acute,  subacute  and  chronic 
ileocecal  and  ileocolic  intussusception,  that  may 
extend  for  a considerable  distance  along  the 
course  of  the  colon. 

The  majority  of  cases  of  regional  or  seg- 
mental fall  into  the  recade  between  20  and  30 
years.  The  cecum  and  colon  are  rarely  impli- 
cated; only  exceptionally  does  the  process  pass 
the  ileocecal  barrier  to  involve  the  cecum  and 
ascending  colon,  and  when  it  does  involve  the 
colon  it  is  nearly  always  as  an  extension  from 
the  ileum. 

Ileitis  is  to  be  differentiated  from  sprue,  rare- 
ly occurring  ileocecal  tuberculosis,  diffuse  Hodg- 
kin’s  disease,  and  disseminated  lymphosarcoma- 
tosis  of  the  bowel.  Carcinoma  of  the  ileum  or 
jejunum  is  also  much  less,  common  than  ileitis 
and  is  difficult  to  differentiate.  In  comparison 
with  any  of  these  diseases,  ileitis  occurs  with 
much  greater  frequency,  particularly  in  young- 
er persons.  Its  course  is  prolonged  and  indolent, 
extending  over  years,  and  rarely  so  severe  or 
rapidly  down-hill  as  sarcoma,  Hodgkin’s  disease 
or  carcinoma. 

Regional  ulcerative  colitis  is  similar  to  re- 
gional ileitis,  although  rare  and  involves  the  right 
half  of  the  colon,  and  presents  a picture  similar 
to  that  of  chronic  ulcerative  colitis  except  that 
it  may  be  limited  to  one  or  more  short  areas 
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with  normal  appearing  mucosa  intervening.  Its 
etiology,  like  ileitis  is  unknown. 

In  a small  percentage  of  cases  ulcerative  colitis 
is  limited  to  one  part  of  the  colon  or  to  the  rec- 
tum. In  a recent  series  of  156  cases  of  chronic 
ulcerative  colitis,  collected  by  Ricketts,  Kirsch- 
ner,  and  Palmer,  the  colon  was  normal  roentgen- 
ologicallv  in  60  patients,  the  entire  colon  was 
involved  in  32  cases,  and  the  entire  colon  plus 
the  terminal  ileum  in  15  cases.  Segmental  colitis 
was  demonstrated  in  five  patients  roentgenologi- 
cally. 

Amebic  colitis  is  similar  to  regional  colitis, 
but  with  the  aspects  more  of  ulceration  of  the 
cecum  primarily.  Stool  examination  should  be 
diagnostic. 

Actinomycosis  is  a chronic  disease  caused  by 
the  fungus  actinomyces  bovis.  It  is  characterized 
by  the  formation  of  abscesses,  sinuses,  granula- 
tion tissue,  and  brawny  leathery  infiltration  of 
the  surrounding  tissues.  The  site  of  the  lesion 
is  predominantly  primary  in  the  ileocecal  region 
or  in  the  sigmoid  colon.  A positive  diagnosis  is 
made  by  finding  of  the  sulfur  granules  of  the 
ray  fungus  in  the  fistulous  discharge  or  tissue 
secretion. 

Tuberculous  lesions  of  the  large  bowel  appear 
mainly  as  two  types — hyperplastic  and  ulcer- 
ative. The  hyperplastic  type  occurs  in  young 
adults  and  is  not  commonly  associated  with  pul- 
monary lesions.  It  is  more  common  in  the  ileo- 
cecal region,  the  frequency  of  its  occurrence 
decreasing  in  direct  ratio  to  its  distance  from 
the  cecum.  Involvement  of  multiple  areas  of 
the  colon  is  rare.  The  predominant  pathologic 
characteristic  is  annular  fibrous  hyperplasia  of 
the  bowel  without  ulceration.  The  mucous  mem- 
brane is  greatly  thickened  and  thrown  into 
folds  and  polypoid  masses.  The  other  coats  are 
likewise  thickened  by  hyperplasia  of  the  con- 
nective tissue  and  infiltration  of  round  cells. 

The  ulcerative  type  is  usually  secondary  to 
pulmonary  tuberculosis  and  manifests  itself  as 
multiple  irregular  large  ulcers  which  may  be 
confined  to  a single  portion  of  the  large  bowel, 
most  often  the  ileocecal  region,  or  it  may  invade 
all  segments  of  the  colon  and  occasionally,  also 
the  small  bowel. 

Of  note  in  relation  to  the  case  under  discus- 
sion, in  the  hyperplastic  type,  palpation  of  a 


tumor  is  possible  in  about  half  of  the  cases,  and 
as  a rule  not  much  tenderness  is  ellicited. 

The  intestine  is  one  of  the  most  frequent  sites 
in  the  body  of  primary  neoplasms;  about  15% 
of  all  cancers  arise  in  the  intestines.  Whereas, 
there  is  some  variation  in  the  relative  incidence 
of  different  types  of  tumors  in  various  parts  of 
the  gastro-intestinal  tract,  in  general  it  may  be 
stated  that  slightly  more  than  one-half  occur  in 
the  stomach,  about  two-fifths  in  the  colon  and 
rectum,  and  less  than  one-tenth  in  the  small  in- 
testine. Of  all  tumors  in  the  gastrointestinal 
tract,  about  four-fifths  are  malignant  and  one- 
fifth  are  benign.  However,  this  ratio  varies  in 
different  parts  of  the  alimentary  canal.  Thus, 
although  in  the  stomach  about  nine-tenths  of 
the  tumors  are  malignant,  in  the  colon  and  rec- 
tum about  three-fourths  are  malignant,  and  in 
the  small  intestine  only  slightly  more  than  two- 
fifths  are  malignant.  About  45%  of  all  benign 
tumors  and  37%  of  all  malignant  tumors  in  the 
gastro-intestinal  tract  are  located  in  the  large 
bowel,  whereas  only  about  one-fourth  of  all  be- 
nign tumors  and  less  than  5%  of  all  malignant 
tumors  are  located  in  the  small  intestines.  Of  all 
intestinal  (small  and  large  bowel)  neoplasms 
slightly  more  than  four-fifths  are  located  in  the 
large  bowel  and  of  the  malignant  tumors  almost 
nine-tenths  are  in  the  large  bowel. 

Sarcoma  of  the  small  intestine  is  about  twice 
as  frequent  as  sarcoma  of  the  large  bowel  and 
occurs  most  commonly  in  males  in  the  middle 
age  group.  Depending  upon  their  histogenesis, 
the  various  forms  of  sarcomas  of  the  small  in- 
testine include  lymphosarcoma,  leiomyosarcoma, 
fibrosarcoma,  and  neurofibrosarcoma.  Lympho- 
sarcomas comprise  two-thirds  of  the  cases  and 
leiomyosarcomas  about  one-fourth.  Lymphosar- 
coma is  believed  to  originate  in  a simple  lymph- 
oid follicle  oi'  in  lymphoid  tissue  located  in  the 
submucosa  and  in  the  early  stage  is  localized  in 
this  region  as  a soft  friable  mass.  It  grows  by 
spreading  along  the  tissue  spaces  and  soon  infil- 
trates the  muscularis  and  other  tissue  layers  of 
the  bowel  wall.  The  tendency  to  invasion  and  de- 
struction of  surrounding  structures  is  shown  by 
the  cylindrical  or  rigid  tube-like  character  of 
the  tumor  growth.  Ulceration  is  late  and  when 
it  occurs  it  is  characteristically  excavated.  Ob- 
struction may  occur  as  a result  of  stenosis,  intra- 
luminal protrusion,  or  external  compression  of 
the  tumor,  intussusception  or  kinking,  or  by  ad- 
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herence  of  coils  of  intestine.  Metastasis  occurs 
to  the  regional  lymph  nodes  in  the  mesentery 
and  especially  to  the  liver. 

Tumors  in  the  gastrointestinal  tract  are  rare- 
ly non-epithelial  in  origin.  The  small  percentage 
which  are  found  arising  primarily  from  meso- 
dermal tissue  are  the  so-called  spindle  cell  tu- 
mors. Because  of  the  difficulty  in  histological 
classification  of  many  of  these  lesions,  Palazzo 
and  Shulz  use  the  general  terms  benign  and 
malignant  spindle  cell  tumor.  Spindle  cell  tu- 
mors of  the  gastrointestinal  tract  were  found  in 
0.67%  of  12,000  necropsy  protocols  and  in  1.2% 
of  5315  surgical  records  at  the  Massachusetts 
General  Hospital.  Of  the  total  of  140  spindle 
cell  tumors,  9%  were  located  in  the  esophagus, 
65%  in  the  stomach,  17%  in  the  small  intestine, 
and  9%  in  the  large  intestine.  These  tumors 
accounted  for  2.3%  of  all  tumors  surgically  re- 
moved from  the  esophagus  in  the  past  16  years, 
5%  of  those  in  the  stomach,  7%  of  those  in  the 
small  bowel,  and  0.2%  of  those  in  the  large 
bowel.  The  incidence  of  malignancy  of  these 
spindle  cell  tumors  was:  esophagus  33%,  stom- 
ach 36%,  small  intestine  77%  and  large  intes- 
tine 86%.  Very  few  cures  have  resulted  from 
surgery. 

Roentgenologic  recognition  of  spindle  cell  tu- 
mors as  such  has  "not  proved  to  be  satisfactory 
in  the  small  or  large  intestine  and  only  par- 
tially so  in  the  esophagus  and  stomach.  In  none 
of  the  seven  spindle  cell  tumors  of  the  colon  re- 
ported was  the  nature  of  the  lesion  recognized 
roentgenologically.  The  lesion  was  most  fre- 
quently mistaken  for  carcinoma. 

Due  probably  to  the  difference  in  origin  and 
function  of  the  proximal  and  distal  halves  of  the 
colon — the  proximal  half  up  to  the  mid-portion 
of  the  transverse  colon  being  derived  from  the 
mid-gut,  and  the  distal  half  from  the  hind  gut — 
the  proximal  half  is  more  closely  allied  to  the 
small  bowel,  and  lesions  involving  it  are  more 
similar  to  lesions  occurring  in  the  small  intestine. 

Frequently,  examination  of  the  colon  twenty- 
four  hours  after  a barium  enema,  will  show  the 
proximal  half  of  the  bowel  contracted,  and  the 
distal  half  dilated  or  vice  versa.  Occasionally, 
instead  of  the  above,  a contraction  ring  is  found 
just  distal  to  the  hepatic  flexure.  The  •point,  in 
the  colon  where  such  changes  in  diameter  and 
function  occur  is  remarkably  constant  in  location 


and  is  situated  in  the  proximal  third  of  the 
transverse  colon. 

In  1902  Cannon  first  described  a contraction 
ring  in  the  transverse  colon  of  the  cat  which 
divides  the  large  bowel  into  two  partitions. 
Later,  investigators  found  a similar  contraction 
ring  in  man  and  observed  different  functions  on 
both  sides  of  it.  This  is  the  point  where  a change 
in  innervation  and  blood  supply  to  the  colon 
occurs,  changing  from  the  vagus  and  superior 
splanchnic  sympathetic  nerves  and  superior 
mesenteric  artery  supplying  the  proximal  por- 
tion to  the  pelvic  portions  of  the  parasympa- 
thetic and  inferior  splanchnic  sympathetic 
nerves  and  inferior  mesenteric  artery  supplying 
the  distal  portion. 

As  further  evidence  of  the  difference  in  origin 
of  the  right  and  left  large  bowel,  it  is  interest- 
ing to  note  how  frequently  ulcerative  colitis  in- 
volves the  bowel  only  distal  to  Cannon’s  point, 
while  tuberculosis,  classically  is  limited  to  the 
proximal  partition  of  the  colon. 

Sarcoma,  although  rare  in  the  colon,  is  limit- 
ed nearly  entirely  to  the  proximal  half,  and 
lymphosarcoma  is  by  far  the  most  frequent  type, 
assuming  characteristics  similar  to  that  in  the 
small  intestine. 

Carcinoma  involving  the  right  half,  particu- 
larly the  cecum,  is  likely  to  be  fungatirig,  the 
so-called  colloid  carcinoma,  with  considerable 
mucus  production,  whereas  those  in  the  distal 
half  are  more  often  of  the  scirrhous  type.  How- 
ever, the  scirrhous  type  does  not  tend  to  simu- 
late the  extensive  tube-like  invasion  of  sarcoma, 
but  is  more  localized. 

The  symptoms  of  malignant  lesions;  of  the 
colon  vary  considerably  according  to  the  loca- 
tion of  the  lesion  due  largely  to  the  fact  that 
the  contents  of  the  right  half  of  the  colon  are 
liquid,  so  obstructive  phenomena  are  usually  late. 

In  contrast  to  the  nearly  hopeless  state  of 
sarcoma  of  the  stomach,  with  its  survival  rate 
of  only  2%  as  brought  out  in  the  discussion  two 
weeks  ago,  it  is  interesting  to  note  that  there 
are  few  places  in  the  body  where  surgical  ex- 
tirpation of  carcinoma  offers  such  good  results 
as  in  the  large  bowel.  In  a series  of  4561  col- 
lected cases,  58.5%  were  operable.  75%  of  the 
right-sided  lesions,  80%  of  transverse  colon 
lesions,  63%  of  splenic  flexure  and  descending 
colon  lesions,  30%  of  sigmoid  lesions  were  oper- 
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able.  Of  391 1 reported  resections  for  carcinoma 
of  the  colon,  30.7%  had  five-year  cures — metas- 
tasis is  relatively  late. 

I am  unable  to  differentiate  with  any  degree 
of  certainty  or  reason  between  several  conditions 
which  might  be  the  cause  of  this  young  man’s 
trouble.  Based  upon  the  results  of  x-ray  exam- 
ination of  the  colon,  a constricting  lesion  of  the 
ascending  colon  in  the  region  of  the  hepatic  flex- 
ure was  present.  It  seems  improbable  that  a 
malignant  tumor  could  have  been  present  for 
twenty  months  or  more  without  more  effect 
upon  his  general  health  but  on  the  other  hand, 
the  early  diarrhea  may  not  have  been  related 
to  the  lesion  found  in  the  colon,  although  I 
doubt  this. 

My  diagnoses  in  an  arbitrary  order  arrived 
at  by  setting  down  a list  of  possibilities  and  then 
repeatedly  changing  their  order  of  sequence  are : 

1.  Segmental  ulcerative  colitis. 

2.  Hyperplastic  tuberculosis  of  the  colon. 

3.  Amebic  colitis. 

4.  Lympho-sarcoma  of  the  colon. 

5.  Spindle  cell  tumor  of  the  ascending  colon. 
And  least  probable  of  all — 

6.  Carcinoma  of  hepatic  flexure  of  the 
colon. 


Leslie  B.  Smith,  M.  D. : 

This  23-year-old  male  had  had  five  attacks  of 
diarrhea  in  a period  of  twenty  months.  He  had 
intermittent  crampy  generalized  abdominal  pains 
preceding,  during,  and  after  these  attacks.  The 
cramps  were  more  marked  in  the  right  lower 
quadrant  and  the  diarrhea  would  last  four  to 
seven  daiys,  with  ten  or  more  stools  daily.  He 
had  not  had  chills,  fever,  nausea,  vomiting,  night 
sweats,  loss  of  appetite  or  change  in  weight,  or 
other  symptoms. 

Less  than  ten  months  before  this  admission  a 
barium  enema  showed  a constricting  lesion  of 
the  right  colon.  Roentgenograms  of  the  chest, 
sputum  and  gastric  washing  for  tubercle  B,  and 
a tuberculin  test  were  all  negative. 

The  physical  examination  was  negative  except 
for  an  undefined  mass  in  the  right  side.  He  was 
not  anemic  but  there  was  a slight  elevation  of 
the  white  blood  count.  The  stool  gave  a four 
plus  g’uaiac  test  (no  mention  was  made  of  the 
type  of  diet).  In  spite  of  the  fact  that  the  proto- 
col states  that  he  was  admitted  because  of  rectal 


bleeding  (which  to  me  means  bleeding  from  the 
rectum  and  not  through  the  rectum)  a procto- 
scopic examination  was  negative.  Hence  the 
blood  must  have  come  from  above  the  rectum. 

A barium  enema  showed  a markedly  constrict- 
ed ascending  colon,  narrowed  for  ten  cms.,  and 
the  cecum  did  not  feel  easily.  The  wall  was  ir- 
regular but  without  any  change  in  the  mucosal 
pattern  except  for  shelf  formation  and  small 
ulcerations. 

In  summary  then,  we  have  a young  white  male 
who  has  had  intestinal  diarrhea  with  abdominal 
cramps  for  twenty  months,  the  roentgenograms 
showing  a consericted  lesion  involving  the  as- 
cending colon.  There  were  no  other  symptoms 
except  the  passage  of  a small  amount  of  bright 
red  blood  through  the  rectum  the  day  before  this 
admission.  We  are  told  that  all  studies  for  tu- 
berculosis were  negative  ten  months  before  this 
study. 

There  are  several  tests  which  must  have  been 
done,  the  results  of  which  were  probably  omitted 
from  the  protocol,  namely  : 

1.  The  roentgenograph ic  findings  in  the  small 
intestine. 

2.  The  result  of  a stool  examination. 

3.  The  differential  blood  count. 

In  considering  this  lesion  the  possibilities  may 
be  broadly  classified  as,  1.  Tumors:  a.  benign,  or 
b,  malignant:  2.  Extrensic;  3.  Inflammatory; 

4.  Crvtogenic. 

Malignant  tumors  of  the  colon  include  car- 
cinoma, sarcoma,  and  malignant  melanoma, 
which  constitute  about  eleven  per  cent  of  the 
deaths  from  cancer.  Of  these  ninety-five  per 
cent  are  adenocarcinomas  which  produce  dis- 
tortion of  the  mucosal  pattern  and  the  other 
two  are  quite  uncommon.  The  lymphomas  of  the 
bowel  constitute  about  thirteen  per  cent  of  all 
the  lymphomas;  these  are  large,  nodular,  and  ir- 
regular, producing  cuff-like  infiltration  or  poly- 
poid protruding  into  the  lumen,  and  ulcerations 
are  uncommon.  Melanomas  protrude  into  the 
lumen.  I believe  that  malignant  tumors  of  the 
colon  can  be  excluded  in  this  case  because  of, 
first,  the  age  of  the  patient  (23)  — 85-90%  of 
malignant  tumors  occur  in  persons  over  40 ; and 
60%>  between  50  and  70  years  of  age;  second,  the 
lack  of  disturbance  of  the  mucosal  pattern  of  the 
bowel  third,  the  slowness  of  progression  of  the 
lesion.  We  are  led  to  believe  that  there  was  very 
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little  change  in  the  lesion  during  ten  months ; 
and  fourth,  because  of  the  lack  of  constitutional 
manifestation,  especially  anemia,  weight  loss, 
and  evidences  of  metastasis.  The  symptomatol- 
ogy of  cancer  of  the  colon  is  not  characteristic, 
hence  it  is  of  little  value  in  the  differential 
diagnosis  of  lesions  of  the  colon. 

The  benign  tumors,  adenomas,  lipoma,  myoma, 
fibromyoma,  angeoma,  lymphnoma,  neurofibro- 
ma, and  teratoma,  are  excluded  because  of  their 
extreme  rarity  without  producing  polypoid  le- 
sions. 

There  are  many  classifications  given  to  cover 
the  inflammatory  lesions  of  the  colon,  varying 
mixtures  based  on  etiology  and  pathological 
changes,  and  their  location.  None  of  them  are 
very  clear  or  satisfactory. 

There  is  considerable  confusion  as  to  the  role 
of  the  streptococcus  in  the  production  of  lesions 
of  the  colon  and  its  etiological  status  is  not  gen- 
erally agreed  upon.  There  is  no  history  of  bacil- 
lary dysentery  or  its  manifestations,  hence  the 
late  results  of  such  a disease  is  most  unlikely.  I 
do  not  believe  that  we  are  dealing  with  an  al- 
lergic individual  because  there  are  no  findings 
or  history  of  it  given. 

The  chronic  granulomas  of  the  colon  which 
exclude  the  rectum  are  to  be  seriously  considered. 
These  may  be  subdivided  into,  1.  Specific,  such 
as  those  due  to  the  tuberculosis  bacillus,  enta- 
moeba hystolytica,  spiochaeta  pallidium,  blasto- 
mycosis, lymphopathia  venereum,  and  actinomy- 
cosis. Tuberculosis  of  the  lungs  has  been  ex- 
cluded by  two  studies,  by  negative  roentgeno- 
grams of  the  chest,  negative  sputum  and  gastric 
washing  and  a negative  tuberculin  test.  Tuber- 
culosis causes  changes  in  the  mucosal  patterns 
which  are  absent  in  this  case,  and  Boccus  states 
that  in  the  United  States  primary  tuberculosis 
entero-colitis  is  so  rare  in  adults  that  it  needs 
little  consideration.  Therefore,  not  being  of  a 
mind  to  make  a diagnosis  which  can  not  be  in 
the  least  substantiated,  I will  discard  tubercu- 
losis. 

Chronic  amoebic  granuloma  is  more  difficult 
to  exclude,  especially  when  they  are  so  kind  as 
to  omit  any  data  regarding  the  findings  in  the 
feces.  It  is  most  common  in  the  rectum  and  the 
cecum,  and  a tumor  may  be  palpable.  Boccus 
states  that  the  roentgen  examination  cannot  be 
expected  to  make  the  differential  diagnosis  and 


in  some  instances  only  a microscopic  examina- 
tion of  the  removed  tissue  can  establish  the  di- 
agnosis. 

Blastomycosis  is  very  rare  and  also  usually 
attacks  the  lungs  and  skin. 

Actinomycosis  may  be  manifest  any  place  in 
the  intestinal  tract  but  is  usually  evident  in  the 
ascending  colon  and  the  cecum.  It  usually  pro- 
duces constitutional  symptoms  and  forms  mul- 
tiple symptoms  with  sinus  tracts — all  of  which 
are  absent  in  this  case. 

Divertieulae  are  the  most  common  cause  of 
chronic  granulomatous  changes  in  the  bowel 
with  constricting  lesions,  but  they  are  absent  in 
this  case. 

Lymphopathia  venereum-  is  dismissed  because 
of  the  lack  of  involvement  of  the  rectum. 

Although  ulcerative  colitis  usually  begins  in 
the  rectum  and  in  45%  of  the  cases  it  exists  only 
in  the  rectosigmoid  area  but  may  gradually  ex- 
tend to  the  more  proximal  portion  of  the  bowel, 
in  95%  of  the  cases  (Boccus).  More  and  more 
cases  are  now  being  reported  which  involve  only 
isolated  segments  of  the  colon.  These  are  called 
regional  or  segmental  types  of  ulcerative  colitis 
(Barbosa,  Bargen  and  Dixon-Mayo  Clinic),  and 
constitute  four  per  cent  of  the  cases  at  the  Mayo 
Clinic.  It  is  more  frequent  in  the  right  half  of 
the  colon  and  has  been  termed  “right  sided 
colitis,’’  and  extended  into  the  terminal  ileum 
in  18%  of  their  cases.  The  patient  may  be  in 
good  physical  condition,  as  is  true  of  the  case 
under  discussion,  and  the  symptoms  consist 
mainly  of  abdominal  cramps,  occasional  loose 
stools  and  occasional  blood,  or  the  symptoms 
may  be  more  acute,  with  fever,  toxemia,  but  the 
diarrhea  is  rarely  severe.  The  roentgenologic  ap- 
pearance consists  of  narrowing,  hyperirritabil- 
ity, shortening,  or  loss  of  haustrations,  with  a 
normal  appearance  of  the  rectal  mucosa — in  this 
case  small  ulcerations  are  described. 

Terminal  regional  ileitis,  or  nonspecific  entero- 
colitis, originally  described  by  Cronn,  1932,  as 
involving  only  the  terminal  ilium  since  has  been 
recognized  by  him  and  others  as  possibly  involv- 
ing any  portion  of  the  bowel,  except  the  duo- 
denum, including  the  colon.  It  affects  young 
individuals  most  frequently  following  ado- 
lescence, as  is  true  in  the  case  today.  The  dis- 
ease progresses  to  form  marked  narrowing  of 
the  bowel,  varying  degrees  of  mucosal  ulcera- 
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tion,  and  the  most  constricted  areas  lack  any 
semblance  of  the  normal  pattern. 

About  the  only  real  differential  diagnostic 
feature  between  nonspecific  enterocolitis  and 
ulcerative  colitis  is  the  absence  of  lesions  in  the 
rectum  and  sigmoid  in  the  former,  but  even  this 
rule  may  fail.  Probably  the  most  important 
point  of  differentiation  is  the  dilatation  of  the 
ilium  in  ulcerative  colitis  as  contrasted  to  the 
constriction  present  in  enterocolitis.  Pathologi- 
cally the  two  disease  do  not  differ  in  the  colon. 

It  is  indeed  most  distressing  that  we  have  not 
been  given  any  data  as  to  the  condition  of  the 
terminal  ileum  except  that  10  months  before  gas- 
trointestinal roentgenologic  studies  are  report- 
ed as  normal.  However,  early  in  terminal  ileitis 
the  lesion  may  be  missed  by  roentgenoscopic  ex- 
aminations. 

Last  to  be  considered  are  the  extrensic  lesions 
which  may  give  rise  to  constrictive  lesions  of  the 
colon.  The  most  common  in  this  group  would  be 
ruptured  appendicitis  in  which  the  abscess  ex- 
tends up  along  the  cecum,  giving  rise  to  a chronic 
granulomatose  thickening  of  the  wall  of  the 
colon.  There  is  no  history  of  an  acute  febrile 
course  which  usually  precedes  such  a lesion  or 
other  evidence  of  a previous  abscess  formation. 
By  the  same  token,  a ruptured  ulcer  would  be 
unlikely,  as  would  be  extension  of  a supperative 
process  from  any  of  the  other  viscera.  However, 
ruptured  appendicitis  is  known  for  its  atypical 
course  and  cannot  be  definitely  eliminated. 

Lesions  of  the  kidney  may  encroach  on  the  as- 
cending colon,  but  we  can  discard  this  because 
the  pyelogram  was  normal. 

My  diagnosis  of  this  case  is,  segmental  ulcera- 
tive colitis  (regional  colitis),  or  ileo  colitis, 
(right  sided  colitis,  etc.)  since  these  two  condi- 
tions cannot  be  distinguished  in  the  absence  of 
a description  of  the  ileum. 


DIFFERENTIAL  DIAGNOSIS 
Dr.  Charles  G.  Mixter:  I think  that,  at  once, 
one  comes  to  the  conclusion  from  the  history  of 
crampy,  generalized,  abdominal  pain,  the  change 
in  his  bowel  function,  the  blood  by  rectum,  and 
the  presence  of  a probable  mass  in  the  right, 
side  of  the  abdomen,  as  well  as  the  x-ray  find- 
ings, that  we  are  dealing  with  a gastrointestinal 
lesion  probably  of  the  large  intestine,  but  pos- 
sibly of  the  small  intestine. 


May  we  see  the  x-ray  films? 

Dr.  Laurence  L.  Robbins : This  is  the  lesion, 
approximately  8 cm.  in  length,  in  the  ascending 
colon  extending  nearly  to  the  hepatic  flexure. 
The  lumen  appears  to  be  narrowed  to  about  2 
or  3 mm.  in  diameter — perhaps  5 mm.  at  its 
widest  portion.  1 do  not  believe  that  one  can  be 
absolutely  sure  of  ulceration,  but  certainly  the 
possibility  is  suggested.  One  thing  that  does  ap- 
pear to  me  more  significant  than  is  expressed 
in  the  report  is  that  the  margins  are  not  typi- 
cally “shelf-like”  and  seem  to  change  the  least 
bit  in  the  various  films.  There  is  absence  of  the 
normal  mucosal  pattern.  The  chest  is  negative. 

Dr.  Mixter  : That  does  not  correspond  with 
the  usual  spool-like  type  that  one  would  associ- 
ate with  cancer  of  an  obstructive  nature. 

Dr.  Robbins:  Not  typically. 

Dr.  Mixter:  From  these  findings  we  can  rule 
out  the  other  systems,  and  limit  our  considera- 
tion to  the  intestinal  tract. 

As  I read  this  over,  there  came  to  mind,  of 
course,  the  different  lesions  that  I associate 
readily  with  three  of  the  factors  here — namely, 
the  probable  mass,  the  presence  of  blood,  substan- 
tiated by  one  episode  of  bright-red  bleeding  and 
the  4-f-  guaiac  test  and  the  x-ray  findings.  I 
can  remember  years  ago  as  an  intern  here,  when 
Dr.  Maurice  Richardson  would  see  a case  with 
an  obscure  diagnosis,  he  would  always  say, 
“Well,  I will  take  the  appendix  against  the 
field.”  One  always  does  have  to  consider  the 
possibility  of  chronic  appendiceal  abscess,  but 
I think  we  can  rule  it  out  on  account  of  the 
duration  of  the  story,  the  lack  of  emaciation,  the 
lack  of  fever  and  the  lack  of  the  typical  onset 
with  the  attack,  and  perhaps  the  presence  of 
diarrhea. 

Actinomycosis  perhaps  would  come  to  mind 
from  the  presence  of  a mass,  but  again,  if  the 
story  is  as  long  as  the  protocol  tells  us,  one 
would  expect  the  patient  to  have  a frank  abscess 
by  this  time.  Furthermore,  in  my  experience, 
blood  is  not  a feature  in  dealing  with  actinomy- 
cosis of  the  cecum. 

Sarcomatous  lesions,  of  course,  are  more  fre- 
quent in  the  small  than  in  the  large  bowel,  and 
the  pressure  defect  is  lateral  in  type,  not  the 
annular  type  that  these  x-ray  films  suggest. 
The  patient  could  have  had  bleeding  from  ul- 
ceration, but  he  was  in  good  physical  condition, 
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had  a surprisingly  good  red-cell  count,  and  his 
white-cell  count  was  only  slightly  elevated.  T 
think  that  we  can  rule  out  sarcomatous  lesions, 
particularly  the  lymphoblastic  group. 

Occasionally  one  sees  a rare  case  of  simple  ul- 
ceration of  the  colon.  We  have  had  two  or  three 
such  cases  in  our  clinic  at  the  Beth  Israel  Hos- 
pital. They  are  generally  seen  in  the  older  age 
group,  patients  who  are  around  fifty  or  more, 
and  are  characterized  by  bleeding,  and  by  the 
presence  of  an  ulcer,  generally  of  good  size, 
picked  up  by  x-ray  examination.  What  the  eti- 
ology is,  I do  not  know.  We  have  not  seen  them 
in  the  perforated  stage.  Here  we  find  a definite- 
ly long,  tubular,  constriction  lesion,  so  we  can 
rule  out  simple  ulceration  of  the  colon. 

Diverticulitis,  of  course,  will  cause  a constric- 
tion and  a mass.  Diverticulitis  is  a disease  of  the 
old-age  group.  It  is  usually,  however,  not  char- 
acterized by  bleeding.  It  is  almost  invariably 
multiple,  and  it  is  much  more  prone  to  involve 
the  left  colon  than  the  right.  The  chances  are, 
from  all  these  facts^  that  we  can  discard  that  as 
a possibility. 

Ileocecal  tuberculosis  is  a possibility.  Here, 
in  the  East,  where  the  majority  of  milk  is  pas- 
teurized, the  surgical  tuberculous  lesions  of 
childhood  are  rare.  They  have  disappeared  re- 
markably in  the  last  thirty  years  or  so.  Another 
large  entity  that  was  frequently  placed  in  the 
group  of  ileocecal  tuberculosis  has  been  removed 
from  that  category  by  the  recognition  of  region- 
al enteritis  ,or  terminal  ileitis.  Ileocecal  tuber- 
culosis, however  unquestionably  occurs.  Some- 
times tubercle  bacilli  can  be  picked  up  in  the 
stools.  In  the  last  ease  that  I personally  en- 
countered, there  was  marked  involvement  of 
the  appendix,  which  resembled  a good-sized  yel- 
low banana.  That  patient  had  tubercle  bacilli 
that  were  readily  identified  in  the  stool.  Usual- 
ly, of  course,  there  are  accompanying  signs — 
evidence  of  calcareous  nodes  elsewhere  in  the 
abdomen  or  signs  in  the  chest.  It  is  frequently 
accompanied  by  quite  severe  bleeding  and  usual- 
ly by  tenesmus.  This  man  was  in  good  physical 
condition  and  had  no  anemia,  and  I should  say 
that  his  general  condition  did  not  fit  the  picture 
of  ileocecal  tuberculosis. 

The  patient  was  twenty-three  years  old,  and 
because  of  that,  at  first  glance,  one  rules  out 
cancer  of  the  ascending  colon.  Of  course,  that 


does  not  always  hold.  We  have  had  four  or  five 
cases  of  intestinal  neoplasm  in  the  twenty-year- 
old  group.  One  boy  that  we  had  a couple  of 
years  ago  came  in  with  a mass  and  had  a distinct 
family  history  of  carcinoma,  and  his  father  had 
died  less  than  five  years  before  of  carcinoma  of 
the  rectum.  He  had  carcinoma  of  the  rectum 
and  a diffuse  polyposis.  At  the  time  of  excision 
we  did  an  abdominoperineal  resection  and  took 
out  the  greater  part  of  the  sigmoid  as  well.  It 
showed  four  degenerative  polyps  that  were  defi- 
nitely carcinomatous.  Later  we  resected  the 
whole  colon.  Nevertheless,  he  died  of  his  disease 
within  some  three  years.  So  we  cannot  rule  out 
carcinoma  simply  on  the  age.  What  does  he  not 
show  that  he  ought  to  have  to  fit  the  diagnosis 
of  carcinoma?  In  the  first  place  1 think  that  it 
is  unusual  for  a carcinoma  of  the  colon  to  be 
8 cm.  long.  I do  not  know  what  the  radiographic 
interpretation  would  be,  Dr.  Robbins,  but  would 
you  not  say  that  that  was  a long  lesion  for  car- 
cinoma ? 

Dr.  Robbins : I think  that  is  true  anywhere 
except  in  the  ascending  colon,  where  some  of 
the  lesions  are  extensive.  I have  seen  carcinoma- 
tous lesions  much  longer  than  8 cm. 

Dr.  Mixter : Of  course  a carcinoma  of  the  as- 
cending colon  is  usually  a lateral-wall  lesion  that 
tends  to  bleed  readily  and  is  the  cause  of  marked 
anemia.  A lesion  that  is  associated  more  truly 
with  the  hepatic  flexure  is  annular,  and  our 
experience  has  been  that  a carcinoma  as  long  as 
this  is  out  of  the  ordinary.  Certainly  1 believe 
that  that  type  of  growth  is  not  characteristic 
of  what  I should  expect  with  a true  annular 
lesion  of  the  colon.  As  Dr.  Robbins  says,  it  can- 
not be  ruled  out,  but  it  would  be  a little  unusual 
for  a patient  to  have  a cancer  of  that  size  that 
had  been  going  on  one  year  and  eight  months. 
I should  not  expect  him  to  have  a red-cell  count 
of  5,700,000  with  86  per  cent  hemoglobin.  Fur- 
thermore, there  was  no  evidence  of  malnutrition 
or  cachexia.  1 think  that  it  is  very  unlikely  that 
we  are  dealing  with  a carcinoma. 

It  boils  down  then  to  other  lesions  that  we 
should  have  in  mind.  The  first  is  ulcerative  coli- 
tis, and  the  second  is  perhaps  its  first  cousin — 
regional  enteritis.  Where  the  dividing  line  comes 
is  hard  to  say.  It  is  anybody’s  guess.  The  etiol- 
ogy of  both  diseases  is  unknown,  and  they  cer- 
tainly merge  one  into  the  other.  With  ulcerative 
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colitis  there  may  a backwash  infection  into  the 
terminal  ileum,  and  we  know  certainly  that  re- 
gional enteritis  may  involve  the  colon— that  is, 
involvement  of  the  ascending  colon  or  skip  or 
contact  areas  in  the  sigmoid.  It  is  true  that  in 
regional  ileitis  the  frank  exhibition  of  blood  is 
fairly  rare,  but  we  have  had  a definite  small 
group  of  such  cases  in  our  series,  and  the  pres- 
ence of  blood  does  not,  by  any  means,  rule  it  out. 
The  story  is  a bit  suggestive  of  regional  enter- 
itis. The  chronicity,  the  changes  in  bowel  habit, 
with  diarrhea  and  intermittent,  generalized, 
crampy  pain,  and  the  presence  of  a mass  all  fit 
in  with  the  later  stages  of  the  disease. 

Before  I touch  on  regional  enteritis  any  fur- 
ther I should  like  to  say  that  we  recognize  ul- 
cerative colitis  as  a disease  commonly  encoun- 
tered in  the  left  and  not  the  right  colon.  Appar- 
ently it  is  prone  to  start  on  the  left  side,  and  is 
usually  picked  up  by  proctoscopic  or  sigmoido- 
scopis  examination.  Here  we  have  the  evidence 
of  a normal  proctoscopic  examination  of  the  rec- 
tum, and  I judge  that  the  anal  canal  was  also 
normal.  In  other  words,  we  cannot  explain  the 
bleeding  on  the  basis  of  a hemorrhoidal  gush. 
Certainly,  we  cannot  explain  it  by  an  ulcera- 
tion of  the  rectum  or  of  the  lower  sigmoid. 
Frank  bleeding  is  not  particularly  uncommon  in 
ulcerative  colitis,  but  the  lesion  is  rare  on  the 
right  side — perhaps  10  per  cent  or  less  originate 
in  the  right  colon.  It  is  also  rare  to  get  an  iso- 
lated lesion  such  as  this  with  only  slight  evidence 
of  involvement  in  the  rest  of  the  right  colon,  but 
it  would  be  extremely  difficult  to  rule  out  com- 
pletely that  diagnosis.  I recall  a case  that  I 
had  only  three  or  four  months  ago — a woman  in 
the  early  thirties  who  had  a diagnosis  made  by 
x-ray  of  splenic-flexure  obstruction  probably 
due  to  carcinoma.  At  operation  she  had  a mass 
that  clinically  suggested  carcinoma,  involved  the 
perirenal  capsule,  and  was  firmly  adherent  to 
the  left  kidney.  On  pathological  examination 
it  was  proved  to  be  a localized  area  of  ulcerative 
colitis.  The  thing  that  gave  the  show  away,  so 
to  speak,  clinically  was  the  fact  that  when  the 
resection  was  done  I inspected  the  descending 
colon  and  saw  ulcers  in  the  descending  colon 
that  were  not  visible  by  sigmoidoscopic  exam- 
ination. How  far  they  extended  I do  not  know, 
but  certainly,  to  the  limit  of  the  specimen — 10 
to  12  cm. — ulcers  were  still  present.  Thus  there 


may  be  isolated  areas  of  inflammatory  reaction 
that  simulate  carcinoma  but  that  are  essentially 
a localized  lesion.  Therefore,  it  would  be  ex- 
tremely difficult,  to  my  mind,  to  rule  that  di- 
agnosis out. 

I believe  that  this  patient  had  regional  enter- 
itis. We  recognize  four  clinical  stages  of  the 
disease.  The  first  is  one  of  intra-abdominal  irri- 
tation or  inflammation.  The  second  stage,  one 
of  ulceration,  in  which  the  ulcers  tend  to  be  laid 
down  along  the  mesenteric  border,  is  accom- 
panied by  diarrhea,  often  mucus  and  occasion- 
ally blood,  and  simulates  in  its  symptomatology 
an  ulcerative  colitis.  The  third  stage,  that  of 
obstruction,  corresponds  to  the  type  of  disease 
presented  by  this  patient  but  which  usually,  of 
course,  originates  in  the  terminal  ileum.  It  may, 
however,  be  low  in  the  large  bowel.  We  have 
had  several  cases  limited  to  the  large  bowel,  in 
which  pseudopolyposis  of  the  mucosa  and  ob- 
structive symptoms  became  definitely  manifest. 
The  fourth  stage  is  that  of  fistula  and  abscess 
formation.  The  disease,  of  course,  is  prone  to 
fistula  formation.  Our  statistics  show  that  well 
over  one-third  of  our  patients  have  fistula  or 
abscess.  The  sinus  frequently  forms  in  previous 
laparotomy  wounds,  often  in  the  incision  of  an 
appendectomy,  which  has  not  cured  the  disease. 
It  may  frequently  pass  blindly  into  the  mesen- 
tery and  form  an  abscess.  It  may  pass  to  the 
cecum,  or  it  may  adhere  and  form  a fistula  to 
the  sigmoid  or  into  the  bladder.  We  have  had 
several  cases  in  which  a fistula  formed  in  the 
perineum  or  by  passing  out  the  sacrosciatic 
notch  and  pointing  behind  the  trochanter  of 
the  femur  on  either  side.  One  patient  several 
years  ago  came  in  with  five  different  fistulas, 
including  one  in  the  groin  and  one  in  the  gluteal 
region. 

My  diagnosis  is  regional  enteritis,  with  prob- 
able involvement  of  the  terminal  ileum,  al- 
though there  is  no  good  evidence  to  substantiate 
the  latter,  except  that,  on  the  law  of  chances, 
this  might  have  been  a spill-over  from  a terminal 
ileum  infection  that  had  progressed  and  local- 
ized in  the  ascending  colon.  It  may  have  been 
ulcerative  colitis,  but  my  first  choice  is  regional 
enteritis. 

CLINICAL  DIAGNOSIS 

Carcinoma  of  right  colon  ? 

Inflammatory  obstruction  of  right  colon? 
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"AMINOPHYLLIN  sha  res  the  actions  and  uses  of  other 
theophylline  compounds,  over  which  it  has  the  ad- 
vantage of  greater  solubility.  It  is  useful  as  a 
diuretic  and  myocardial  stimulant  for  the  relief  of 
pulmonary  edema  or  paroxysmal  dyspnea  of  con- 
gestive heart  failure. . . . Aminophyllin  is  also  useful 
in  the  control  of  Cheyne-Stokes  respiration  and  for 
the  treatment  of  paroxysms  of  bronchial  asthma  or 
status  asthmaticus.” 

Council  on  Pharmacy  and  Chemistry:  New  and  Non- 
official Remedies,  1949,  Xanthine  Derivatives,  Phila- 
delphia, J.  B.  Lippincott  Company,  1949,  p.  323. 
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I)R.  MI  XT  HR'S  DIAGNOSIS 
Regional  enteritis  of  colon. 

Terminal  ileitis. 

ANATOMICAL  DIAGNOSIS 
Regional  enteritis  of  ascending  colon. 

PATHOLOGICAL  DISCUSSION 
Dr.  Benjamin  Castleman : The  specimen  we 
received  was  a large  resection  of  the  right  colon 
and  the  terminal  ileum.  About  7 cm.  from  the 
ileocecal  valve  the  ascending  colon,  for  a dis- 
tance of  7 cm.,  was  markedly  narrowed  and 
thickened.  The  mucosal  surface  was  irregular, 
and  there  were  numerous  shallow  ulcers  with 
a few  mucosal  pseudopolyps.  Grossly  this  lesion 
could  be  either  ulcerative  colitis  or  regional  en- 
teritis. 

I personally  believe  that  these  two  diseases 
are  first  cousins,  as  Dr.  Mixter  suggested.  When 
regional  enteritis  involves  the  colon  it  should 
look  like  an  ulcerative  colitis  grossly.  Since  the 
small  bowel  is  thinner  and  more  mobile,  one  does 
not  expect  it  to  respond  to  an  inflammatory 
reaction  in  the  same  way  that  the  colon  does.  In 
the  cases  of  regional  enteritis  involving  the 


colon  that  we  have  seen  the  colonic  lesion  in  the 
gross  looks  like  ulcerative  colitis,  so  I do  not 
believe  that  one  can  tell  on  gross  inspection 
which  disease  it  is. 

Microscopic  sections  showed  a subacute  and 
chronic  process'  with  a cellular  infiltration  of 
eosinophils,  polvmorphonuclears,  lymphocytes 
and  mononuclears — findings  seen  both  in  ulcer- 
ative colitis  and  in  regional  enteritis.  The  only 
possible  differential  clue  that  the  morphologist 
has  is  to  find  tubercle-like  lesions  with  giant  cells 
in  the  mucosa  or  wall  of  the  bowel ; these  are 
found  in  about  half  the  cases  of  regional  enter- 
itis and  are  almost  never  found  in  ulcerative 
colitis,  although  we  have  seen  them  in  two  cases 
of  diffuse  ulcerative  colitis.  This  case  did  show 
a few  tubercle-like  lesions  with  giant  cells,  so 
that  I am  more  inclined  to  believe  that  the  lesion 
was  regional  enteritis  of  the  colon  rather  than 
right-sided  isolated  ulcerative  colitis.  It  certain- 
ly was  not  tuberculosis. 

Dr.  Mixter : Were  there  lesions  in  the  terminal 
segment  of  ileum? 

Dr.  Castleman : No. 


TOPICS  OF  CURRENT  MEDICAL  INTEREST 


REPORT  OF  THE  DELEGATE 

House  of  Delegates,  American  Medical 
Association 

San  Francisco,  Calif.,  June  26-30,  1950 
The  House  of  Delegates  convened  at  10 :00 
A.  M.  in  the  Palace  Hotel  June  26.  Thereafter, 
sessions  were  required  each  day  through  Thurs- 
day, June  29.  An  enormous  volume  of  business 
was  presented  to  the  House,  including  several 
lengthy  reports  from  the  Board  of  Trustees  and 
its  several  Committees,  the  various  Councils  and 
House  special  Committees,  and  from  the  Dele- 
gates of  many  States,  Scientific  Sections,  and 
Government  Agencies. 

On  Tuesday  evening,  during  a session  of  the 
House,  and  before  a large  assembly  of  doctors 
and  their  wives,  the  incoming  President  of  the 
A.  M.  A.,  Dr.  Elmer  L.  Henderson,  Louisville, 
Ky.,  presented  his  inaugural  address,  which  was 
broadcast  nationwide  to  every  community  in 
this  nation  over  two  national  radio  hook-ups. 
Excerpts  from  this  dignified,  yet  forceful  mes- 


sage appear  in  the  July  issue  of  Arizona  Medi- 
cine. 

During  the  final  meeting  of  the  House  on 
Thursday  afternoon,  Dr.  John  W.  Cline,  San 
Francisco,  was  elected,  without  an  opposing 
candidate,  to  the  office  of  President-Elect  of  the 
A.  M.  A.,  while  Dr.  R.  B.  Robins,  Camden,  Ark., 
was  named  Vice  President.  Dr.  J.  J.  Moore  and 
Dr.  George  F.  Lull,  Chicago,  were  retained  as 
Treasurer  and  Secretary  respectively.  Dr.  F. 
F.  Borzell,  Philadelphia,  succeeded  himself  as 
Speaker  of  the  House,  and  there  were  no  oppos- 
ing candidates  against  Dr.  J.  R.  Reuling  of  New 
York  for  Vice-Speaker.  As  a new  member  of 
the  Board  of  Trustees,  Dr.  L.  W.  Larson,  Bis- 
mark,  N.  Dak.,  received  the  majority  vote  over 
Dr.  Bradford  J.  Murphy  of  Denver,  to  succeed 
Dr.  J.  II.  Fitzgibhon,  Portland.  From  the  east- 
ern section,  Dr.  Thomas  P.  Murdock  was  elect- 
ed to  succeed  I)iy_J.  R.  Miller,  of  Hartford, 
Conn. 

Your  Delegate  was  re-elected  by  the  House  to 
succeed  himself  for  another  three-year  term  as  a 
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member  of  the  Council  on  Medical  Service.  New 
York  was  chosen  for  the  meeting  place  in  1953. 

To  recount  the  high  lights  of  the  addresses  of 
the  President  of  the  A.M.A.,  its  President-Elect, 
the  Speaker  of  the  House,  and  the  voluminous 
reports  of  the  Board  of  Trustees,  as  well  as  the 
various  Councils  and  Committees,  would  com- 
pletely fill  our  Journal  from  cover  to  cover,  and 
no  attempt  will  be  made  to  do  that  in  this  report. 
These  are  all  printed  in  full,  and  should  be  read 
by  every  member  of  the  Association,  in  the  Jour- 
.nal  of  the  A.M.A.,  issues  July  15  and  22. 

However,  a review  of  some  of  the  important 
measures  acted  upon  and  adopted  is  in  order, 
and  an  attempt  will  be  made  to  brief  them  in 
part. 

Much  interest  centered  upon  the  contents  of 
the  “Hess  Report,”  so  called  because  Dr.  Elmer 
Hess,  Erie,  Pa.,  a Delegate  from  Pennsylvania, 
and  member  of  the  Council  on  Medical  Service, 
has  been  the  Chairman  of  a Special  Committee 
of  the  House,  known  as  The  Committee  on  Hos- 
pitals and  the  Practice  of  Medicine.  Emphasis 
upon  this  report  will  be  given  in  this  review,  so 
that  physicians  in  general,  and  pathologists,  an- 
esthesiologists, radiologists,  and  physiotherapists 
in  particular,  as  well  as  all  hospitals,  will  under- 
stand more  fully  the  implications  embodied  in 
the  final  draft,  and  adopted,  with  some  suggest- 
ed changes  by  the  Reference  Committee  which 
brought  it  before  the  House  for  final  accept- 
ance. After  the  report  was  finally  adopted  by 
the  House,  a motion  was  made  and  passed  that 
one  year  be  extended  to  the  hospitals  and  the 
physicians  in  the  specialty  groups  involved,  to 
adjust  all  differences  to  the  mutual  satisfaction 
of  both  sides,  before  any  action  be  taken  to  en- 
force the  provisions  of  this  “Hess  Report.” 

The  “Hess  Report”  emphasizes  the  following 
principles  which  guided  its  recommendations, 

(a)  As  a matter  of  law,  the  corporate  practice 
of  medicine  is  illegal  in  most  states,  especially 
when  a corporation  hires  a professional  man  and 
sells  his  services  to  the  public  for  a profit  to 
that  corporation.  Fee  splitting  with  a corpora- 
tion is  just  as  unethical  as  fee  splitting  with 
another  physician. 

(b)  The  physician  must  be  guided,  not  only 
by  the  laws  of  the  various  states,  but,  in  his  re- 
lationship with  hospitals,  when  employed,  he 
finds  that  the  Principles  of  Medical  Ethics  of 


the  A.M.A.  provide  a distinct  bearing  upon  his 
arrangements.  These  principles  are  found  in 
the  “Code”  under  the  following  Chapters  and 
Sections,  and  Titles,  Chapter  1,  Sec.  3,  “Groups 
and  Clinics”;  Chapter  III,  Article  VI,  Sec.  2, 
“Conditions  of  Medical  Practice”;  Chapter  III, 
Article  VI,  Section  2,  “Contract  Practice”,  and 
Chapter  III,  Article  VI,  Section  6,  “Purveyal 
of  Medical  Service.  ’ ’ This  last  named  Chapter, 
Section  and  Article  should  be  quoted  because  of 
its  vast  importance  to  the  subjects  under  discus- 
sion in  the  “Hess  Report,”  to-wit : “A  physi- 
cian should  not  dispose  of  his  professional  attain- 
ments or  services  to  any  hospital,  lay  body,  or- 
ganization, group  or  individual,  by  whatever 
name  called,  or  however  organized,  under  terms 
or  conditions  which  permit  exploitation  of  the 
services  of  the  physician  for  the  financial  profit 
of  the  agency  concerned.  Such  a procedure  is 
beneath  the  dignity  of  professional  practice  and 
is  harmful  alike  to  the  profession  of  medicine 
and  the  welfare  of  the  people.” 

(c)  The  Principles  of  Relationships  between 
Hospitals,  Radiologists,  Anesthesiologists  and 
Pathologists,  adopted  after  approval  of  the  vari- 
ous professional  agencies  concerned,  in  1946, 
emphasized  that  the  principle  obligation  of  both 
hospitals  and  physicians  is  to  serve  the  best  in- 
terests of  the  patient.  The  Principles  also  recog- 
nized the  basic  fact  that  all  of  the  various  ques- 
tions involved,  both  legal  and  ethical,  must  be 
considered,  in  the  first  instance,  at  the  local 
level,  because  of  the  various  differences  which 
of  necessity  exist  in  many  sections  of  the  coun- 
try. 

(d)  Local  conditions,  therefore,  must  decide 
the  various  arrangements  and  conditions  of  pro- 
fessional practice  in  reference  to  both  hospital 
facilities  and  the  medical  personnel  and  their 
relationships. 

(e)  One  of  the  factors  that  have  aggravated 
physician-hospital  relationships  is  the  inclusion 
of  medical  services,  in  contrast  to  purely  hospital 
services,  in  the  contracts  of  many  of  the  volun- 
tary hospital  service  plans.  Many  plans  go  far 
beyond  pure  hospital  service,  such  as  room  ac- 
commodations, board,  operating  room,  medi- 
cines, surgical  dressings  and  nursing  care,  and 
include  various  types  of  purely  medical  services, 
such  as  those  performed  by  physicians  in  the 
scientific  departments.  The  House  of  Delegates 
have  re-iterated  on  several  occasions  in  the  past 


56 


Arizona  Medicine 


September , 1950 


SOUTHWESTERN  SURGICAL 
SUPPLY  CO. 


YOUR  COMPLETE  SOURCE  IN  THE  SOUTHWEST 
FOR  ALL  ETHICAL  MEDICAL  EQUIPMENT  AND 
SUPPLIES. 

PHOENIX  TUCSON  EL  PASO 


ROBERTA  DAVEY  HALL 

MEDICAL  BOOKS 
Of  All  Publishers 
PROMPT  HANDLING  OF  ALL  ORDERS 
To  order:  Telephone  5-1062 
40  East  Rose  Lane 
Phoenix,  Arizona 


DORSEY 

HARRY  PROUTY 

Medical  Service  Representative  for  Arizona 

The  Smith-Dorsey  Co.  4425  E.  Lafayette  Blvd. 

Branches  Phone  5-7078 

Dallas  — Los  Angeles  Phoenix,  Arizona 


WINTHROP  STEARNS,  INC. 

Local  Representative  - D.  W.  Ripley 

33  Mission  Circle  Phone  6-2978 

Phoenix,  Arizona 


MILLAM  & WIKLE 

STATIONERS 

Phone  3-0888 
22  East  Monroe 
Phoenix 

STATIONERY 

OFFICE  SUPPLIES 

OFFICE  EQUIPMENT 


Vol.  7,  No.  9 


Arizona  Medicine 


57 


the  fact  that  radiology,  pathology,  anesthesiol- 
ogy, and  psychiatry  constitute  the  practice  of 
medicine. 

(f)  A method  to  eliminate  the  above  stated 
paradoxical  situation  is  suggested.  In  the  future, 
the  Blue  Cross  Commissions  and  Blue  Shield 
Commissions  should  cooperate  to  the  extent  of 
writing  all  new  contracts  in  such  a manner  that 
Blue  Shield  will  cover  insurable  medical  services, 
and  Blue  Cross  will  cover  insurable  hospital 
services.  Private  insurance  carriers  also  should 
be  requested  to  write  their  policies  with  this 
principle  of  separation  of  the  two  types  of  serv- 
ices in  mind. 

(g)  The  Committee  believes  that,  since  the 
physician  and  hospital  are  interdependent,  it  is 
incumbent  on  both  to  be  interested  in  all  phases 
of  their  scientific  and  financial  relationships. 
Unfortunately,  in  many  instances,  the  financial 
problems  of  the  lajT  hospital  management  have 
been  no  affair  of  the  staff,  or  of  its  professional 
executive  committee.  This  is  wrong,  and  prob- 
ably the  cause  of  most  of  the  differences  of  opin- 
ion lie  tween  physicians  and  hospital  management. 

(h)  Pathologists,  anesthesiologists,  radiolo- 
gists, and  psychiatrists  should  have  equal  rights 
and  privileges  of  active  staff  membership,  wdth 
the  same  rights  pertaining  to  members  of  the 
staff  of  other  departments,  and  should  be  nom- 
inated and  appointed  in  the  same  manner  as  are 
the  chiefs  of  other  major  departments  in  the 
same  hospital. 

(i)  The  revised  Principles  of  Medical  Ethics 
has  been  written  with  all  these  various  factors 
in  mind,  and  is  broad  enough  to  cover  all  pos- 
sible ethical  physician-hospital  relationships, 
while  the  Constitution  and  By-Laws  of  the 
A.M.A.  cover  methods  of  procedure  for  all  per- 
sons w'ho  have  a complaint,  so  that  they  may 
eventually  approach  the  Judicial  Council,  whose 
function  is  specifically  delineated. 

The  Committee  on  Hospitals  and  the  Practice 
of  Medicine  then  went  further  and  suggested  the 
following  in  order  to  activate  the  report. 

(a)  In  event  of  controversy  between  physician 
and  physician,  or  physician  and  hospital  man- 
agement, on  these  problems,  it  is  recommended 
that,  since  the  local  conditions  must  be  taken 
into  consideration,  these  problems  be  resolved 
insofar  as  possible  at  the  local  level,  first  at 
the  staff-management  level  itself ; if  this  fails, 


assistance  of  the  county  medical  society  should 
be  requested.  Failing  at  this  level,  the  problem 
should  be  submitted  to  a committee  of  the  state 
medical  association  for  review  and  recommenda- 
tion. Failure  through  these  channels,  the  Con- 
stitution and  By-Laws  of  the  A.M.A.  provides 
that  “The  Judicial  Council  may,  at  its  discre- 
tion, investigate  general  professional  conditions 
and  all  matters  pertaining  to  the  relations  of 
physicians  to  one  another  and  to  the  public  and 
made  such  recommendations  to  the  House  of 
Delegates  or  to  the  constituent  association  as  it 
deems  necessary.” 

(b)  To  implement  settlement  of  controversies, 
it  is  recommended  that  each  component  county 
and  state  or  territorial  medical  association  ap- 
point a Committee  on  Hospital  and  Professional 
Relations. 

(c)  Another  approach  to  settlement  of  differ- 
ences of  opinion  is  through  the  local  and  state 
hospital  associations,  and  county  and  state  medi- 
cal organizations  could  very  well  effect  liaison 
with  these  groups  in  the  settlement  of  problems 
involving  physician-hospital  relationships. 

As  a guide  and  to  assist  further  the  activation 
of  the  suggestions  in  the  “Hess  Report,”  addi- 
tional suggestions  were  provided  for  use  of  the 
various  physicians,  county  and  state  associations, 
as : 

(1)  That  the  costs  of  medical  services  ren- 
dered in  hospitals  be  separated  from  the  non- 
medical costs,  and  that  these  items  appear  sep- 
arately on  the  statement  submitted  to  the  patient. 

(2)  Quoted  previously,  Section  of  Chapter 
III,  Article  VI,  of  the  Code  of  Ethics  concerning 
exploitation  of  any  physician  for  financial  gain 
by  any  agency,  safeguard  should  likewise  be 
developed-  to  prevent  any  physician  from  exploit- 
ing any  hospital  or  agency.  Neither  hospital 
nor  physician  rendering  professional  services 
should  exploit  the  patient  or  each  other. 

(3)  Fees  for  medical  services,  distinct  from 
purely  hospital  services,  which  are  collected  by 
the  hospital  should  be  established  by  joint  action 
of  a representative  committee  of  the  staff  to  in- 
clude the  head  of  the  departments,  the  adminis- 
trator and  the  governing  body  of  the  hospital. 

(4)  The  basis  of  financial  arrangement  be- 
tween hospital  and  physician  shall  be  salary, 
commission,  fees,  or  such  other  method  as  will 
best  meet  the  local  situation,  consonant  with  the 
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Principles  of  Medical  Ethics  and  with  due  re- 
gard to  the  needs  of  the  patient,  the  community, 
the  hospital  and  the  physician. 

In  disposing  of  the  report  of  the  Committee 
on  Hospitals  and  the  Practice  of  Medicine,  the 
Reference  Committee  handling  this  subject  rec- 
ommended adoption  with  some  minor  changes 
and  amendments  detailed  for  more  clarity,  and 
also  recommended  that  the  supplemental  report 
of  this  Committee  should  be  referred  to  the  Judi- 
cial Council  for  its  information  in  establishing 
proper  procedures  by  which  these  proposals  shall 
to  the  greatest  possible  extent  be  accomplished. 

Other  important  measures  adopted  include 
the  following: 

Report  of  the  Board  of  Trustees.  The  refer- 
ence committee  handling  this  report  recommend- 
ed for  adoption  several  items  of  interest,  namely  : 
1.  Initiation  and  implementation  of  a program 
for  the  formation  of  a Student  (or  Junior) 
American  Medical  Association.  2.  Adopted  the 
report  of  the  Committee  on  Displaced  Physicians. 
3.  Studies  to  be  carried  out  in  order  to  activate 
a resolution  concerning  the  ‘ ‘ Free  choice  of 
Physicians  for  Federal  Employees.”  4.  Recom- 
mended continued  and  extensive  additions  to 
the  expansion  of  the  Washington  Office  of 
the  A.M.A. 

The  Reference  Committee  on  Medical  Educa- 
tion agreed  with  the  recommendation  made  by 
the  Council  on  Medical  Education  and  Hospitals 
pertaining  to  the  Association  of  Internes  and 
Medical  Students  wherein  this  group  suffers  a 
lack  of  good  American  type  of  leadership.  The 
report  as  adopted  concludes  that  the  Council 
and  the  A.M.A.  cannot  lend  its  support  to  the 
activities  of  this  Organization  as  presently  con- 
stituted. The  House  agreed  that  there  was  need 
for  an  independent  organization  of  medical  stu- 
dents which  will  develop  policies  and  activities 
that  are  acceptable  to  the  majority  of  medical 
students,  and  that,  if  and  when  such  an  organi- 
zation is  developed,  it  should  have  the  active 
support  and  encouragement  of  the  medical  pro- 
fession. The  House  also  adopted  the  recommend- 
ations of  the  Council  on  Medical  Education, 
through  its  Reference  Committee,  relative  to 
the  “Essentials  of  Approved  Residencies  and 
Fellowships.”  It  adopted  the  resolutions  rela- 
tive to  the  establishment  and  operation  of  a 
Department  of  General  Practice  in  Hospitals. 


Likewise,  it  approved  the  suggestion  that  the 
Council  on  Medical  Education  receive  an  in- 
crease in  its  Staff  in  order  to  stabilize  and  stand- 
ardize the  ever  expanding  program  of  graduate 
training  in  our  hospitals  in  all  special  branches 
of  medicine.  The  reference  committee  did  not 
approve  a resolution  making  it  mandatory  that 
a Specialty  Board  require  all  candidates  in  any 
specialty  to  have  a certain  required  time  in 
general  practice.  The  House  concurred  in  this 
suggestion,  and  adopted  another  resolution 
which  disapproved  of  the  practice  of  certain 
hospitals  making  specialty  board  ratings  a re- 
quirement for  appointment  or  promotion  to 
the  Staff. 

The  Reference  Committee  on  Section  and  Sec- 
tion Work  recommended  for  adoption  a resolu- 
tion which  requests  the  Council  on  Scientific 
Assembly  to  consider  the  establishment  of  a 
Section  on  Military  Medicine  and  Surgery  in 
the  A.M.A.  The  House  also  authorized  the  Coun- 
cil on  Scientific  Assembly  to  provide  a mini- 
mum of  one  session  of  each  general  assembly,  or 
other  designated  portion  of  the  scientific  pro- 
gram to  be  devoted  to  the  medical  and  health 
problems  of  our  national  defense  and  security, 
the  program  to  be  arranged  with  representatives 
of  the  military  departments. 

The  Reference  Committee  on  Amendments  to 
the  Constitution  and  By-Laws  recommended 
adoption  of  several  suggestions  by  the  Board  of 
Trustees  and  other  resolutions,  as  follows:  1. 
That  the  Speaker  of  the  House  appoint  an  in- 
terim Committee  of  the  House  of  Delegates  on 
Amendments  to  the  Constitution  and  By-Laws 
for  the  purpose  of  studying  and  making  recom- 
mendations regarding  such  matters  as  may  be 
referred  to  it  by  the  House.  2.  That  the  amount 
of  A.M.A.  dues  be  determined  by  the  House  at 
each  annual  session,  so  that  state  associations 
may  have  ample  time  for  preparation  of  state- 
ments to  their  constituents.  3.  The  Board  of 
Trustees  was  given  specific  authority  regarding 
remission  of  membership  dues.  4.  The  By-Laws 
be  amended  so  that  Associate  Fellows  of  the 
A.M.A.  can  participate  in  the  Assembly  without 
right  to  vote  or  hold  office.  5.  The  House  re- 
jected a resolution  changing  its  ruling  regard- 
ing the  seating  of  Delegates  wherein  each  Dele- 
gate assumes  office  on  January  1 each  year  fol- 
lowing his  election.  6.  Recommended  that  the 
By-Laws  be  changed  to  read  as  follows : ‘ ‘ Dues 


Arizona  Medicine 


September,  1950 


60 


Y ol . 7,  No.  9 


Arizona  Medicine 


61 


to  the  A.M.A.  shall  include  subscription  to  the 
Journal  of  the  A.M.A.,  'such  subscription  to  be- 
gin January  1,  1951.  7.  The  suggestion  of  the 
Board  of  Trustees  which  would  place  “Fellow- 
ship Dues’’  at  two  dollars  in  the  future,  instead 
of  twelve  dollars  customarily  in  the  past,  was 
referred  to  the  new  Interim  Committee  on 
Amendments  to  the  Constitution  and  By-Laws 
for  study  and  report  at  the  Clinical  Session  in 
Cleveland  in  December.  Any  change  in  fellow- 
ship dues  cannot  be  operative  until  January  1, 
1951  so  that  the  House  can  act  upon  the  sug- 
gestion before  that  time  anyway.  8.  Proposal 
was  made  to  change  the  By-Laws  regarding  those 
who  may  register  at  any  scientific  session  of 
the  A.M.A.  as:  a — Member  or  Service  Fellow, 
b — Active  members,  e — Associate,  Affiliate  or 
Honorary  Fellows,  d — Invited  guests,  e — Med- 
ical students  of  approved  medical  schools  who 
are  certified  by  their  respective  deans,  f — In- 
terns and  residents  who  are  graduates  of  ap- 
proved medical  schools  .and  who  are  certified  by 
the  superintendents  of  their  respective  hospitals. 

In  the  field  of  Public  Relations  and  Legisla- 
tion, several  items  were  introduced,  together 
with  a discussion  of  a number  of  Bills,  affecting 
health  matters,  which  are  before  the  Congress. 
Those  of  importance  are : 

1.  The  Legislative  Committee  of  the  Board  of 
Trustees  was  requested  to  review  the  situation 
with  reference  to  tax  exemption  by  physicians 
for  the  costs  of  postgraduate  education,  to  the 
end  of  introduction  of  legislation  if  it  deems  wise 
and  feasible. 

2.  The  House  voted  to  oppose  unqualifiedly, 
Reorganization  Plan  27  for  the  same  reasons  that 
it  opposed  Reorganization  Plan  1 last  year. 

3.  Senate  Bill  522  (H.  R.  5865).  A bill  so  de- 
signed that  it  would  place  local  health  units  in 
the  country  under  substantially  direct  and  com- 
plete control  of  the  Surgeon  General  of  the 
U.  S.  P.  H.  S.  The  bill  further  defines  public 
health  services  as  “detection  and  diagnosis  of 
chronic  diseases,  and  such  other  services  con- 
cerned with  the  maintenance,  protection  or  im- 
provement of  the  public  health  as  the  Surgeon 
General,  with  approval  of  the  annual  confer- 
ence of  the  state  health  authorities  may  pre- 
scribe.” These  agencies  may  also  make,  promul- 
gate, prescribe  and  administer  regulations,  “in- 
sofar as  practicable.”  These  regulations  would 


have  the  force  of  law,  although  not  written  into 
the  law.  The  House  adopted  the  recommenda- 
tion of  the  Reference  Committee  which  felt  that 
this  bill  would  create  or  extend  a dangerous 
principle  which  has  progressively  become  more 
common  in  recent  years;  one  that  would  lead  to 
irresponsible  and  autocratic  powers  being  con- 
ferred on  appointed  officials  who  may  be  sub- 
ject to  political  pressure,.  The  Committee  felt 
strongly  that  the  basic  services  of  departments 
of  public  health  should  be  limited  to  the  fields 
of  vital  statistics,  public  health  education,  en- 
vironmental sanitation,  public  health  laboratory 
services,  prevention  of  disease  and  control  of 
communicable  diseases  such  as  diseases  of  child- 
hood, venereal  diseases  and  tuberculosis.  It  was 
their  opinion  that  public  health  departments 
should  not,  under  any  circumstances  or  any  guise 
whatever,  enter  into  the  field  of  diagnosis  of 
disease,  except  for  the  aforementioned  purposes, 
and  in  the  case  of  indigents,  where  care  is  not 
available  through  private  agencies,  or  non-indi- 
gents  with  venereal  diseases  or  tuberculosis  when 
private  care  is  not  available.  The  House  of  Dele- 
gates consistently  advocates  improvement  of  pub- 
lic health  services,  reiterated  that  position  at 
this  time,  but  opposes  II.  R.  5865  in  its  present 
form. 

The  House  also  reiterated  its  previous  action 
by  advocating  all  reasonable  steps  whereby  sal- 
aries of  public  health  services  shall  be  paid  sal- 
aries commensurate  with  the  responsibilities  of 
the  positions. 

4.  Senate  Bill  1411  (School  Health  Services) 
was  again  opposed  because  Section  C of  the  bill 
permitting  of  free  medical  care  of  all  school 
children  up  to  the  age  of  18,  regardless  of  ability 
to  pay,  is  still  retained  in  the  bill  as  of  this  date. 

5.  In  December  1949,  the  House  took  action 
opposing  Senate  Bill  1453  and  H.  R.  5940,  bills 
to  subsidize  Medical  Schools  through  Federal 
grants  in  aid.  This  action  was  again  reiterated 
at  this  session,  together  with  the  report  of  the 
Reference  Committee  which  states  in  part,  “The 
A.M.A.  should  continue  to  oppose  legislation  sub- 
sidizing medical  education  until  and  unless  a 
method  can  be  designed  which  would  make  ulti- 
mate federal  control  of  our  medical  schools  im- 
possible.” 

6.  The  Reference  Committee  also  approved 
and  commended  Whitaker  and  Baxter,  the  Cor- 
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relating  Committee  for  the  Educational  Cam- 
paign, the  Legislative  Committee  which  study 
and  recommend  action  on  all  bills  affecting 
health  matters.  It  recommended  that  the  Board 
of  Trustees  and  Legislative  Committee  take  ap- 
propriate action  to  expand  and  strengthen  the 
Washington  Office  of  the  A.M.A. 

7.  The  House  approved  the  suggestion  of  the 
Reference  Committee  that  the  Twelve  Point  Pro- 
gram of  the  A.M.A.  needs  augmenting  and  clar- 
ification in  some  respects,  and  that  the  Board  of 
Trustees  appoint  a continuing  committee  whose 
function  it  will  be  to  study  and  suggest  appropri- 
ate changes  in  the  policy  which  may  be  made  ad- 
visable by  altered  circumstances. 

Under  items  presented  by  the  Council  on 
Emergency  Medical  Service  two  recommenda- 
tions were  adopted  by  the  House  as  follows : 
(a)  A Resolution  on  Effective  Civil  Defense 
Program  Planning,  and  (b)  A Resolution  assur- 
ing adequate  medical  service  advice  to  the  Na- 
tional Committee  to  function  at  the  “Top  Policy 
Level”  of  the  Chairman  of  the  National  Secur- 
ity Resources  Board. 

In  its  report  the  Council  on  Emergency  Medi- 
cal Service  expressed  appreciation  for  (1)  the 
wisdom  and  foresight  of  the  President  of  the 
United  States  in  his  appointment  of  the  Chair- 
man of  the  National  Security  Resources  Board. 

(2)  The  teaching  of  medical  and  radiological  ef- 
fects of  atomic  warfare  to  physicians,  toward  a 
community  level.  Teachers  are  being  taught 
through  the  efforts  of  the  National  Security  Re- 
sources Board,  and  U.  S.  Atomic  Energy  Com- 
mission and  the  General  Sei*vices  Administration. 

(3)  Commended  the  Secretary  of  Defense  be- 
cause he  has  helped  toward  improvement  of  the 
efficiency  and  economy  of  uses  made  of  medical 
personnel  and  facilities  in  the  armed  forces. 

A lengthy  Resolution  was  introduced  again  in- 
to the  House  relative  to  the  medical  and  hospital 
care  of  veterans  with  non-service  connected  disa- 
bilities. After  long  hearings  and  careful  con- 
sideration of  the  resolution,  the  Reference  Com- 
mittee believed  that  it  would  be  impossible  in  the 
short  time  available  to  deal  judiciously  with  this 
problem  or  to  make  specific  recommendations. 
It  recommended  that  a special  committee  be  ap- 
pointed and  activated  without  further  delay, 
that  this  committee  he  instructed  to  confer  with 
the  several  veterans’  organizations,  hospital  or- 


ganizations, the  Veterans’  Administration,  and 
other  interested  groups,  with  the  view  toward 
formulating  a program  to  care  for  veterans  in 
this  category,  and  that  a report  be  submitted  to 
the  House  at.  its  next  annual  session.  These  sug- 
gestions were  amended  by  the  House  and  adopt- 
ed, so  that  the  “matter  will  be  referred  to  a 
committee  of  five  members  of  the  House  ap- 
pointed by  the  Speaker  to  report  at  the  next 
session  of  the  House.  ’ ’ 

A Delegate  from  New  Jersey  presented  a Res- 
olution of  some  length  on  a Twelve  Point  Pro- 
gram for  the  nation’s  health.  In  this  resolution 
New  Jersey  submitted  a program  designed  to 
meet  the  challenge  of  socialized  medicine,  and 
would  in  effect  substitute  its  ideas  of  a program 
for  Point  Number  3 of  the  A.M.A.  Twelve  Point 
Program.  It  represented  a carefully  thought- 
out  concept  of  the  whole  situation  of  medical 
care,  and  should  be  read  by  all  physicians  lie- 
cause  of  its  relative  merits  as  printed  on  page 
1085,  Journal  of  the  A.M.A.,  July  22.  However, 
the  Reference  Committee  handling  the  Resolu- 
tion had  this  to  say,  “There  is  need  for  a plan, 
or  plans,  but  whether  such  plans  as  are  being 
studied  or  presented  should  apply  nationally  or 
locally  is  a matter  of  opinion  now.  A satisfac- 
tory solution  of  the  problem  has  not  yet  been 
evolved,  and  although  there  are  many  sound 
principles  in  the  New  Jersey  plan,  there  are 
also  so  many  controversial  issues  in  it  that  your 
committee  cannot  recommend  the  plan  as  pre- 
scribed.” The  Reference  Committee’s  report 
and  recommendations  were  adopted. 

Respectfully  submitted, 

JESSE  D.  HAMER,  M.  D„ 
Delegate. 


NYLON  SURGiCAL  ELASTIC 
STOCKINGS 

Unconditionally  Guaranteed! 

For  varicose  veins,  lymph 
stasis  and  other  swollen 
or  flabby  leg  conditions. 

At  reliable  surgical  appliance, 
drug  and  dept,  stores  everywhere. 


JOHN  B.  FLAHERTY  CO.,.  Inc.,  bronx,  n.y. 

Since  1898,  Manufacturers  of  Surgical  Elastic  Suppoils  .. 
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DIAGNOSTIC  LABORATORY 

JOHN  FOSTER,  M.  D.,  Radiologist  MAURICE  ROSENTHAL,  M.  D.,  Pathologisi 

DIAGNOSTIC  X-RAY 
X-RAY  & RADIUM  THERAPY 

CLINICAL  PATHOLOGY 
E.  K.  G.  B.  M.  R. 

Phones  8-1601  - 8-1602 

Medical  Arts  Building,  543  E.  McDowell  Road  Phoenix,  Arizona 


PRESCRIPTION 

Complete  line  of 

Hospital  Beds,  Crutches,  Trusses  and 
Surgical  Garments 

KELLY'S  PRESCRIPTION  SHOP 

45  East  Broadway  Phone  3-4701 

TUCSON 

D.  F.  Scheigert  L.  J.  McKenna 


"$eeds  for  $ecurity" 

DON  A.  SEEDS,  C.  L.  U. 

Life  Insurance  Counselor 


WEST  COAST  LIFE  INSURANCE  CO. 

623  Security  Bldg. 

Phoenix,  Arizona  Phone  3-1957 


DIATHERMY  • ELECTROENCEPHALOGRAPH 
ELECTRONIC  EQUIPMENT 
SERVICE 

Intercommunication  • Music  Systems  • Wire  Recorders  • Radio  • Television 

Sales  and  Service 


RADIO  ELECTRONICS  DEVELOPMENT  CO. 

1009  N.  Third  Ave.  Phone  4-8541 

Phoenix,  Arizona 


DOCTORS  DIRECTORY  ESTABLISHED 

1920 

3-4189 

Emergency  calls  given  special  attention.  We  will 
locate  your  doctor  before  or  after  office  hours. 

BERTHA  CASE,  R.  N.,  Director 
ADA  JOY  CASE 

1493  East  Roosevelt 
Phoenix,  Arizona 


TELEX  HEARING  CENTER  by 


PAUL  E.  LAU,  State  Mgr. 

PHONE  8-5612 

31  1 HEARD  BLDG.  PHOENIX,  ARIZONA 
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REPORT  TO  THE  ARIZONA  MEDICAL 
ASSOCIATION 

Public  Health 

On  invitation  of  J.  P.  Ward,  M.  D.,  M.  P.  H., 
Director  of  Public  Health  of  the  Arizona  State 
Department  of  Health,  your  Executive  Secre- 
tary, on  Tuesday,  July  25,  1950,  at  2 P.  M.  in 
the  Chambers  of  the  House  of  Representatives, 
Capitol  Building,  Phoenix,  attended  a preview 
of  a new  sound  color  film  on  public  health  en- 
titled: “SO  MUCH  FOR  SO  LITTLE.”  This 
film,  produced  by  Warner  Bros.  Studio  in  co- 
operation with  the  United  States  Public  Health 
Service,  has  already  been  awarded  the  Motion 
Picture  Academy  Award  of  1950  for  being  the 
best  educational  film  of  the  year.  It  is  well 
conceived  and  depicts  the  possibilities  of  life 
from  birth  through  the  years  of  opportunity 
when  protected  against  possible  disease  through 
the  effort  of  a well-rounded  public  health  serv- 
ice. 

A few  interesting  statistics  indicated  that  out 
of  a total  of  three  million  anticipated  births  per 
year  118,481  babies  would  be  claimed  by  death 
through  disease  and  pestilence.  In  Arizona  50 
babies  out  of  every  1,000  births  are  claimed  by 
death  against  a National  average  of  30. 

As  regards  funds  appropriated  for  public 
health  services  in  Arizona,  only  approximately 
14c  per  person  is  provided,  a sum  far  below  the 
National  average  of  approximately  55c. 

KPHO  - TV  — Round  Table  Forum 

Over  radio  station  KPHO  - TV  on  Thursday 
evening,  July  27,  1950,  between  9 and  9 :30 
o’clock,  your  Executive  Secretary  participated 
in  a “Round  Table”  broadcast  on  Public  Health 
Problems  in  Arizona  arranged  through  the  Ari- 
zona State  Board  of  Health.  Mrs.  Spurting 
Saunders,  President  of  the  Arizona  Congress  of 
Parents  and  Teachers,  Dr.  Lad  Mezera,  State 
Director  of  the  Division  of  Maternal  and  Child 
Health,  and  Frank  R.  Williams,  State  Director 
of  Health  Education,  also  participated  in  the 
discussion.  The  serious  health  situation  now  ex- 
isting in  this  State  which  has  placed  Arizona  far 
down  on  the  list  of  National  public  health  ratings 
was  probed.  I reported  that  the  American  Medi- 
cal Association  and  the  Arizona  Medical  As- 
sociation have  long  recognized  the  need  for 
adequate  full-time  health  services  and  that 
it  is  considered  essential  for  the  well  being  and 


health  of  the  citizens  of  our  State.  Organiza- 
tion of  full  time  health  units  by  districts  or 
within  Counties  of  this  State  was  expressed  as 
a means  to  this  end.  These  preventive  health 
services  contribute  much  and  will  go  a long 
way  to  alleviate  some  of  our  serious  health 
problems  existing  in  Arizona  such  as  infant 
mortality,  tuberculosis,  poor  sanitation,  cancer 
detection  and  the  treatment  of  poliomyelitis. 

In  the  light  of  the  grave  situation  threatening 
our  Nation  today,  expansion  of  laboratory  facili- 
ties within  the  State  to  cope  with  radiological 
and  bacteriological  warfare  defense  was  consid- 
ered a must.  It  was  pointed  out  that  the  Arizona 
Medical  Association  lias  from  time  to  time  urged 
the  State  Legislature  to  consider  legislation  to 
realize  this  objective. 

Respectfully  submitted, 

Robert  Carpenter, 
Executive  Secretary. 


NOTICE 

Dr.  Marcy  L.  Sussman  wishes  to  correct  a mis- 
understanding which  apparently  arose  as  the  re- 
sult of  the  announcement  recently  of  his  appoint- 
ment as  Clinical  Professor  of  Radiology  at  U.S.C. 
This  teaching  appointment  will  require  his  at- 
tendance at  the  University  not  oftener  than  one 
day  monthly.  It  will  not  interfere  with  his  prac- 
tice in  Phoenix. 


FOR  SALE 

Short  Wave  Diatherm  Generator.  16,  12,  9,  6 
meter  output  selection.  Spacer  pads  and  electrodes. 
Also  Galvanic  Sinusoidal  Generator.  Portable. 
Reasonable. 

Call  8-3248  - Evening  3-6677 
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Report  on  Meeting  of  the  Arizona  Chapter  of  the  National 
Foundation  for  Infantile  Paralysis 


On  invitation  of  Dr.  J.  P.  Ward, 

Director  of  the  Arizona  State  Board  of  Health, 

I attended  a meeting  requested  by  the  Arizona 
Chapter  of  the  National  Foundation  for  Infan- 
tile Paralysis  of  those  interested  in  formulating 
State  plans  for  the  care  of  polio  during  the 
coming  season.  It  was  held  in  the  nurses  class- 
room of  St.  Monica’s  Hospital,  Phoenix,  Ari- 
zona, at  10  A.  M.  July  7,  1950. 

Robert  F.  Buroaw,  Regional  Director,  and 
Tom  Lillico,  State  representative,  both  of  the 
National  Foundation,  together  with  representa- 
tives of  the  State  Departments  of  Health  and 
Welfare,  State  Nurses  Association,  American 
Red  Cross,  State  Hospital  Association,  Osteo- 
pathic Association  and  your  Executive  Secre- 
tary, representing  the  Medical  Association,  were 
in  attendance. 

Dr.  Ward  presided  and  in  calling  the  meet- 
ing to  order  stated  that  if  reported  cases  of  polio 
are  a criteria  of  the  true  prevalence  of  this  dis- 
ease then  it  is  increasing  in  prevalence  every 
year.  In  1949  more  cases  were  reported  in  this 
State  than  ever  before ; and  thus  far  in  1950 
more  cases  have  been  reported  than  for  the 
comparable  period  in  1949.  The  purpose  of  this 
meeting  is  to  prepare  in  advance  for  any  emerg- 
ency in  the  hope  it  will  not  arise ; thus  being 
ready  to  cope  with  the  problem  if,  as  and  when 
presented. 

Mr.  Burcaw  reported  that  throughout  the 
Nation  today  there  has  been  organized  forty 
State  Planning  Committees  on  polio.  Availabil- 
ity of  nursing  care  and  equipment,  development 
of  public  educational  programs,  etc.,  are  but  a 
few  of  the  activities  engaged  in  by  these  Com- 
mittees. They  operate  on  a year-round  basis  on 
both  the  State  and  local  levels. 

In  outlining  present  “liabilities”  on  the  basis 
of  past  experiences,  the  following  needs  were 
emphasized : 

1.  Improved  reporting  of  all  cases  by  the 
Medical  Profession. 

2.  The  problem  of  financing  transportation  of 
patients  from  outlying  districts  to  treatment  cen- 
ters and  in  instances  not  alone  for  the  patient, 
but  also  for  the  family.  It  was  noted  that  a social 
problem  frequently  is  involved,  it  being  first 
necessary  to  obtain  the  consent  of  the  parents 


for  the  release  of  the  patient  for  transportation 
to  the  treatment  center,  and  then,  likewise  pro- 
vide transportation  of  the  family  who  insists 
upon  being  with  the  patient  and  resulting  need 
for  the  development  of  housing  facilities  at  the 
location  of  the  treatment  center  during  the 
period  of  hospitalization. 

3.  Shortage  of  trained  nursing  care,  particu- 
larly outside  the  treatment  center  areas  which 
presently  are  located  in  Phoenix  (St.  Monica’s 
Hospital)  and  Tucson  (Medical  Center). 

4.  Lack  of  adequate  treatment  centers  for 
adults. 

During  the  course  of  discussion  it  was  indi- 
cated that  medical  care  generally  is  adequate 
and  convalescent  care  for  children  fairly  well 
supplied.  Respiration  equipment  is  reasonably 
in  good  supply  with  emergency  equipment  loan 
agreements  provided  where  such  equipment  is 
available  in  nearby  areas.  An  up-to-date  listing 
of  all  available  equipment  by  County  designation 
throughout  the  State  is  maintained  in  the  offices 
of  the  State  Foundation,  most  of  which  equip- 
ment, of  course,  is  located  within  Maricopa 
County.  These  are  some  of  the  “assets”  re- 
corded. 

The  need  for  an  accurate  listing  of  the  names 
and  addresses  of  all  nurses  trained  in  hot  pack 
treatment  care  was  indicated.  Approximately 
thirty  practical  nurses  have  been  so  trained 
to  date. 

A Crippled  Children’s  Community  Home  and 
out-patient  service  is  maintained  with  a fifty- 
bed  capacity  in  Phoenix  (Maricopa  County)  and 
a fifteen-bed  capacity  in  Tucson  (Pima  County). 
As  to  the  lack  of  adequacy  of  clinical  services 
outside  treatment  centers,  particularly  in  the 
far  outlying  districts,  it  was  reported  that 
where  none  exists  children  are  retained  in 
equipped  treatment  centers  for  longer  periods. 

Suggestions  for  the  development  of  home  care 
services,  possibly  through  the  visiting  -nurses 
association,  and  training  of  registered  nurses, 
and  possibly  nurses  aids,  in  physical  therapy 
were  offered  as  a means  to  improved  care.  It 
was  stated  that  to  date  thirty-one  registered 
nurses  were  already  trained  as  physical  ther- 
apists, the  majority  of  which  are  institutional 
employees  located  in  Phoenix  and  Tucson  Hos- 
pitals, two  in  Prescott  and  one  in  the  southern 
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part  of  the  State.  St.  Monica’s  Hospital,  in  its 
nursing  curricula,  now  includes  special  train- 
ing for  the  treatment  of  polio ; likewise,  this  in- 
stitution has  recognized  the  inadequacy  of  a 
convalescent  program  for  adults  and  plans  for 
improvement  therein  are  now  being  considered. 

The  State  Nurses  Association  was  asked  to 
assume  the  responsibility  of  reporting  to  the 
Foundation,  the  names  and  locations  of  all 
nurses  trained  to  administer  polio  treatment 
and  particularly  those  available  and  trained  for 


service  during  the  after-convalescent  period  of 
polio  cases.  The  Foundation  was  requested  to 
make  a survey  of  all  hospitals  in  the  State  who 
will  accept  polio  cases  and  the  number  of  beds 
available  therefor ; and  the  Medical  Association 
was  requested  to  circularize  its  membership  and 
impress  upon  the  physicians  the  importance  of 
prompt  reporting  of  all  polio  cases. 

Respectfully  submitted, 

ROBERT  CARPENTER, 
Executive  Secretary. 


Attitudes  of  the  public  toward  the  medical 
profession  and  the  hospitals — and,  conversely, 
the  attitudes  of  members  of  the  medical  profes- 
sion and  hospital  personnel  toward  the  public, 
have  been  the  subject  of  much  discussion  from 
the  public  platforms  and  in  the  public  prints  in 
recent  months.  The  following  letter,  therefore, 
seems  pertinent.  It  was  written  recently  by 
Charles  E.  Hauser,  M.  I).,  secretary  of  the  Medi- 
cal Advisory  Committee  of  the  Hospital  Care 
Corporation  (Blue  Cross  Plan)  of  Cincinnati, 
0.,  to  those  who  render  medical  service  to  Blue 
Cross  and  Blue  Shield  members : 

“One  of  the  major  arguments  advanced  to 
justify  the  cost  of  medical  and  hospital  care  is 
that  the  average  American  spends  more  for 
luxuries  than  for  hospital  and  doctor  bills.  In 
spite  of  the  wide  publicity  given  this  fact,  the 
average  American  continues  to  cheerfully  pay 
more  for  luxuries  than  he  grudgingly  pays  for 
hospital  and  medical  care. 

“In  all  probability,  the  reason  for  this  is  not 
that  he  prefers  luxuries  to  good  health.  Rather, 
he  looks  upon  expenditures  for  hospital  and  med- 
ical service  as  a loss,  not  a purchase.  Most  peo- 
ple seem  to  feel  that  they  are  entitled  to  good 
health  . . . and  would  compare  a hospital  or 
doctor  bill  to  the  cost  of  a fire  or  an  automobile 
wreck. 

“We  need  to  change  this  public  attitude  to- 
ward the  cost  of  hospital  and  medical  care.  Of 
course,  it  is  too  much  to  hope  that  we  can  make 
people  as  happy  to  pay  a doctor  bill  as  they 
would  be  to  buy  a new  car  . . . but  they  can  be 


persuaded  and  educated  to  look  upon  the  cost 
of  health  care  as  a necessary  expense  for  the 
maintenance  and  repair  of  their  most  valuable 
possession. 

“Most  householders  recognize  the  necessity  of 
keeping  their  homes  and  automobiles  in  good  re- 
pair. They  can  be  educated  to  recognize  the 
greater  importance  of  their  own  physical  repair 
and  maintenance. 

‘ ‘ One  of  the  best  ways  to  create  a proper  pub- 
lic attitude  toward  the  cost  of  hospital  and  medi- 
cal service  is  by  encouraging  as  many  people  as 
possible  to  join  voluntary  health  service  plans 
like  Blue  Cross  and  Blue  Shield.  In  this  way, 
they  can  budget  the  cost  of  hospital  and  medical 
care.  Through  Blue  Cross  and  Blue  Shield,  they 
can  afford  the  health  care  they  need.” 


Appointment 

The  appointment  of  Allan  Rahlf  to  the  newly- 
created  position  of  Enrollment  Manager  for  the 
Arizona  Blue  Cross  and  Blue  Shield  Plans  was 
announced  August  1 by  Ned  F.  Parish,  Assistant 
Director,  in  charge  of  enrollment.  In  making  the 
announcement  Mr.  Parish  said:  “Because  of  in- 
creasing activities  involving  policy  procedures 
and  overall  operation  of  the  Plans,  it  has  become 
impossible  for  me  to  continue  direct  responsibil- 
ity for  enrollment  activities.  This  latter  re- 
sponsibility must  now  be  delegated  and  I am, 
therefore,  happy  to  announce  the  appointment 
of  Mr.  Rahlf.  He  brings  a wealth  of  experience 
to  his  new  duties  accumulated  over  a period  of 
four  years  as  Senior  Field  Representative. 
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STATEMENT 

SUBMITTED  ON  BEHALF  OF  THE  AMERI- 
CAN MEDICAL  ASSOCIATION  BY  DR, 
WALTER  B.  MARTIN,  WITH  RESPECT 
TO  S.  2008.'  A BILL  TO  CONSOLIDATE 
CERTAIN  HOSPITAL,  MEDICAL,  AND 
PUBLIC  HEALTH  FUNCTIONS  OF  THE 
GOVERNMENT  IN  A UNITED  MEDICAL 
ADMINISTRATION.  THE  STATEMENT 
BEING  SUBMITTED  TO  THE  SENATE 
COMMITTEE  ON  LABOR  AND  PUBLIC 
WELFARE  ON  JULY  11,  1950. 

Mr.  Chairman : 

I am  Dr.  Walter  B.  Martin  of  Norfolk,  Vir- 
ginia, where  I am  actively  engaged  in  the  prac- 
tice of  medicine.  As  a member  of  the  Board  of 
I rustees  of  the  American  Medical  Association, 
which  has  a membership  of  approximately  145,- 
000  physicians,  I accept  this  opportunity  to  sub- 
mit to  your  committee  comments  on  S.  2008,  a 
bill  introduced  by  Senator  Thomas  of  Utah,  to 
consolidate  certain  hospital,  medical,  and  public 
health  functions  of  the  government  in  a United 
Medical  Administration. 

Any  action  of  the  Congress  that  proposes  to 
place  on  a more  rational  basis  the  federal  hos- 
pital construction  program  and  to  more  effi- 
ciently utilize  federal  medical  personnel,  merits 
sympathetic  consideration.  It  would  seem  ob- 
vious that  the  hospitalization  service  needs  of  the 
Armed  Services,  the  Veterans  Administration 
and  the  other  agencies  of  the  Federal  Govern- 
ment, should,  to  the  fullest  extent  possible,  be 
closely  correlated  to  prevent  unnecessary  ex- 
penditures for  additional  construction  and  to 
assure  the  maximal  utilization  if  existing  facili- 
ties and  of  available  medical  personnel. 

We  are  strongly  impressed  by  the  Hoover 
Commission  recommendations  designed  to  effect 
economy  in  the  operation  of  the  several  medical 
services  under  the  Federal  Government,  pro- 
vided that  economies  can  in  fact  be  accomplished 
without  sacrifice  of  the  quality  of  service  ren- 
dered and  without  seriously  hampering  the  pri- 
mary mission  of  the  Armed  Forces  and  the  Vet- 
erans Administration. 

A careful  perusal  of  S.  2008  reveals  no  evi- 
dence of  how  economies  are  to  be  accomplished, 
how  the  special  functions  of  the  several  services 
are  to  be  preserved  or  how  the  quality  of  medi- 
cal care  is  to  be  safeguarded. 


The  American  Medical  Association  has  repeat- 
edly advocated  the  consolidation  of  the  medical 
activities  of  the  Federal  Government  other  than 
those  of  the  Veterans  Administration  and  the 
Armed  Forces  under  a single  Department  of 
Health.  It  has  many  times  pointed  out  the  waste- 
fulness of  an  uncoordinated  hospital  construc- 
tion program  and  has  called  attention  to  the 
abuse  of  the  hospital  facilities  of  the  Veterans 
Administration  by  the  admission  to  those  facili- 
ties of  non-indigent  veterans  with  non-service 
connected  disabilities.  Much  of  the  pressure  for 
new  construction  would  be  relieved  if  this  abuse 
were  corrected  by  Congressional  action.  At- 
tached are  two  tables  taken  from  the  Annual 
Report  of  the  Administrator  of  Veterans  Af- 
fairs,which  show  the  relative  number  of  non- 
service connected  cases  hospitalized  in  the  Vet- 
erans Hospitals. 

W e object  particularly  to  the  administrative 
provisions  of  the  bill.  The  administrator  who  is 
responsible  directly  and  only  to  the  President  is 
given  authority  to  issue  regulations  without  any 
restraint  but  that  of  the  President.  The  Advis- 
ory Board,  made  up  of  the  Surgeons  General  of 
the  Army,  Navy,  and  Air  Force,  and  the  Admin- 
istrator of  the  Veterans  Administrator  or  their 
designated  representatives,  has  no  real  power. 
The  bill  provides  that  the  Board  will  meet  at 
least  once  each  month  to  consult  with  the  Ad- 
ministrator on  policies  or  proposed  policies.  It 
can  in  no  way  control  the  decisions  of  the  Ad- 
ministrator. It  is  noted  that  the  Public  Health 
Service  with  its  multiple  functions  and  activi- 
ties has  no  representation  on  the  Board,  nor  has 
the  general  public. 

The  American  Medical  Association  believes 
that  an  integrated  system  of  hospitals  should  be 
developed  for  the  country  as  a whole,  such  as 
is  now  developing  in  many  states  under  the  Hill- 
Burton  Act,  but  that  the  consolidation  of  the 
medical  services  as  proposed  in  S.  2008  at  this 
time  and  until  such  time  as  careful  study  has 
developed  more  convincing  evidence  of  the  wis- 
dom of  such  a consolidation,  would  be  a risky 
procedure  and  fraught  with  great  possibilities 
of  harm. 

The  Association  is  of  the  opinion  that  the  Con- 
gress should  proceed  slowly  in  this  matter  and 
that  any  action  by  the  Congress  should  be  pre- 
ceded by  a careful  study  of  the  entire  problem, 
with  particular  reference  to  economy,  the  effect 


Vol.  7,  No.  9 


Arizona  Medicine 


69 


on  the  quality  of  medical  care  and  on  the  execu- 
tion of  the  primary  mission  of  the  Armed  Forces, 
the  Public  Service  and  the  Veterans  Adminis- 
tration. 

It  further  believes  that  the  principal  economy 
to  be  accomplished  is  in  the  effective  coordina- 
tion of  the  several  hospital  systems  that  would 
provide  for  joint  use  of  available  beds  and  joint 
planning  in  the  field  of  hospital  construction. 
It  believes  that  a central  hospital  board  clothed 
with  authority  to  adjust  the  hospital  program 
to  the  needs  of  the  services  could  gain  the  end 
desired  without  consolidation  of  professional 
personnel. 


NEW  MEXICO  CANCER  CONFERENCE 
The  annual  New  Mexico  Cancer  Conference 
will  be  held  in  Santa  Fe  on  October  27-28,  1950, 
at  the  La  Fonda  Hotel. 

This  meeting  for  the  medical  profession  of 
the  Southwestern  states  will  have  six  eminent 
speakers  from  various  parts  of  the  United  States. 

The  sponsors  of  the  meeting  are  the  American 
Cancer  Society,  the  New  Mexico  Medical  Society, 
and  the  Santa  Fe  County  Medical  Society. 


COLLEGE  OF  PHYSICIANS  REGIONAL 
MEETING 
PROGRAM 

Saturday,  October  14,  1950 

12 :00  Registration,  Mezzanine,  Pioneer  Hotel 
12 :30  Luncheon 

1.30  Panel  Discussion : Cortisone  and  ACTLI 
Moderator  — H.  E.  Thompson,  M.  IX, 
F.A.C.P.,  Tucson 

Donald  Hill,  M.  D.,  F.A.C.P.,  Tucson 
A.  C.  van  Ravenswaay,  M.  D.,  F.A.C.P., 
Tucson 

Onie  0.  Williams,  M.  D.  (Associate) 
Phoenix 

Fred  W.  Holmes,  M.  D.,  (Associate) 
Phoenix 

2 :30  Pulmonary  Emphysema 

Samuel  S.  Altshuler,  M.  IX,  F.A.C.P., 
Veterans  Hospital,  Tucson 
3 :05  Ballisto-cardiography 

Hyman  Fisher,  M.  D.  (Associate) 
Veterans  Hospital,  Tucson 
3:30  “The  Changing  Pattern  of  Disease.” 

LeRoy  Hendrick  Sloan,  M.  D.,  F.A.C.P., 
Regent  Professor  of  Medicine,  Univer- 
sity of  Illinois 

Chief  Medical  Service,  Illinois  Central 
Hospital 


4 :00  Intermission. 

4 :10  The  Shoulder-Hand  Syndrome  as  a Pre- 
senting Symptom  of  Coronary  Artery 
Disease. 

David  E.  Engle,  M.  D.  (Associate), 
Tucson 

4 :30  Liver  Disease  Following  Acute  Liver 
Damage 

Joseph  Bank,  M.  IX,  F.A.C.P.,  Phoenix 
4 :55  The  Asthma  Patient  in  the  Southwest 
W.  B.  Steen,  M.  D.  (Associate),  Tucson 

e 

6 :30  Reception 
7 :00  Dinner  (Informal) 

Address:  “Non  Nobis  Solum.” 

LeRoy  H.  Sloan,  M.  D.,  F.A.C.P.,  Chicago 
Regent  of  the  American  College  of 
Physicians 

The  Program  Committee  consists  of : 

W.  Roy  Hewitt,  M.  IX,  F.A.C.P.,  Tucson, 
Arizona,  Chairman 

Harry  E.  Thompson,  M.  D.,  F.A.C.P.,  Tucson 
Kent  H.  Thayer,  M.  1).,  F.A.C.P.,  Phoenix 
The  Registration  and  Arrangements  Commit- 
tee consists  of : 

Orin  J.  Farness,  M.  D.,  F.A.C.P.,  Tucson, 
Chairman 

Leslie  B.  Smith,  M.  I).,  F.A.C.P.,  Phoenix 
Arie  C.  van  Ravenswaay,  M.  IX,  F.A.C.P., 
Tucson. 

The  scientific  meeting  will  be  open  to  all  mem- 
bers of  the  medical  profession,  and  a cordial  in- 
vitation is  extended  to  any  doctor  wishing  to 
attend  this  afternoon  program.  The  evening 
reception  and  dinner  will  be  limited  to  members 
of  the  American  College  of  Physicians,  their 
wives  and  guests. 


JULIUS  CITRON,  D.  S.  C., 

F.  P.  R.  S. 

DISORDERS  OF  THE  FOOT 

517  West  McDowell  Road 
Hours  9-5  Phone  2-9312 

Phoenix,  Arizona 
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MEETING  OF  SOUTHWESTERN  MEDICAL 
ASSOCIATION 

Phoenix,  October  26th,  27th  and  28th 
Panel  of  Speakers 

Doctor  William  Dock,  Professor  of  Medicine 
at  Long  Island  Medical  College,  who  will  speak 
on  ACT  1 1 and  Cortisone,  the  Ballistoeardio- 
graph,  and  Sodium  depletion. 

Doctor  Joseph  W.  Gale,  Professor  of  Medicine 
at  the  University  of  Wisconsin,  a fine  speaker 
who  will  present  talks  on  Resection  in  the  Treat- 
ment of  Pulmonary  Tuberculosis,  The  Crippled 
Lung,  and  Carcinoma  of  the  Lung. 

Doctor  Steward  Wolf,  Associate  Professor  of 
Medicine  at  Cornell,  who  presents  The  Relation 
of  Life  Stress  to  Gastric  Function  and  the  Patho- 
genesis of  Peptic  Ulcer,  The  Physiology  of  Pain 
with  a Consideration  of  Visceral  Pain  Mechan- 
ism J,  Life  Stress  and  Essential  Hypertension, 
and  the  Internist  as  a Psychiatrist.  All  very 
important  and  timely. 

Doctor  John  Lawrence  of  the  University  of 
California  on  The  Use  of  Isotopes  in  the  Clinical 
Investigation  and  Therapy,  and  Current  Re- 
search at  the  Donner  Laboratory. 

Doctor  Leon  Goldman,  Associate  Professor  of 
Surgery  at  the  University  of  California.  An  ex- 
cellent speaker  who  will  present  Management  of 
Acute  Cholecystitis  and  Nodular  Goiter. 

Doctor  Salvadore  Zubiran  of  Mexico  City. 
Some  of  you  will  remember  him  for  his  courses 
for  American  Doctors  sponsored  by  the  Ameri- 
can College  of  Physicians.  lie  will  talk  on 
Clinical  Manifestations  of  Malnutrition,  Nutri- 
tional factors  in  the  Etiology  and  Treatment  of 
Hepatic  Disease,  and  Liver  biopsy  as  a Diag- 
nostic Procedure. 

Doctor  M.  M.  Wintrobe,  Professor  of  Medicine 
at  the  University  of  Utah  on  Anemias  and  effect 
of  Acth  and  Cortisone  on  the  Hemopoctic  Sys- 
tem. 

Doctor  Marcy  Sussman,  Past  Professor  of 
Roentgenologly,  Columbia  University  on  Body 
Section  Radiography. 

Doctor  George  Piness  of  Los  Angeles  on  Al- 
lergy, and  Bronchial  Asthma. 


jnufti  vvm v r, 

DIATHERM 

with  the 

TRIPLE 

INDUCTION 


DRUM 

The  Bandmaster  has 
been  approved  or 
accepted  by 
the  following: 

/ 

A M. A.  Council  on 
Physical  Medicine 

/ 

Federal  Communications 
Commission 

/. 

Underwriters' 

Laboratory 

/ 

Also  the  Canadian 
Department  of  Transport 
and  Canadian  Standards 
Association 

The  Bandmaster  Dia- 
therm  with  the  Triple 
Drum  provides  better 
diathermy  and  affords 
application  of  the  large 
area  technic  which  is  be- 
ing widely  recognized 
over  other  methods  of 
producing  heat  in  the 
tissues. 


Considerable  total  energy  may 
be  introduced  into  the  deeper 
tissues  without  excessive  heat- 
ing of  outer  surfaces.  Crystal 
control  assures  frequency  sta- 
bility for  life  of  the  unit. 

Reprint  of  diathermy  technics 
mailed  free  on  request.  Write 
"Bandmaster  Booklet"  on  your 
prescription  blank  or  clip  this 
advertisement  to  your  letter- 
head and  mail  to: 


THE  I R T C H E R CORPORATION 


5087  ,H  u n ti  ng  to  n Drive  • Los  Angeles  32,  Calif. 


| To:  The  Birtcher  Corporation.  Dept.  ^ 

5087  Huntington  Drive,  Los  Angeles  32,  Calif, 
j Please  send  me  new  treatment  chart  for  LARGE  AREA 
TECHNIC,  and  new  booklet  "The  Simple  Story  of 
| Short  Wave  Therapy!’ 

I 

| Name 

J Street 

j City State 

I J 
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* Woman  i 

cAuxiliary, 


REPORT  OF  NURSES’  LOAN  COMMITTEE 
by  Mrs.  C.  C.  Craig,  Chairman 

The  Nurses’  Loan  Committee  was  appointed 
by  Mrs.  Benjamin  Herzberg  in  May.  The  mem- 
bers are : Mrs.  Carlos  C.  Craig,  Mrs.  Don  R.  Poi- 
son, Mrs.  Jesse  D.  Hamer,  Phoenix;  Mrs.  Max 
Costin,  Mrs.  D.  B.  Lewis,  Mrs.  B.  P.  Storts,  Tuc- 
son ; Mrs.  Harry  T.  Southworth,  Prescott;  Mrs. 
T.  C.  Harper,  Globe ; Mrs.  Don  E.  Nelson,  Sal- 
ford. At  the  first  meeting,  the  Committee  decided 
upon  qualifications  and  rules  to  be  followed  in 
accepting  girls  applying  for  the  loan.  The  girl 
must  have  a B average.  She  must  be  in  good 
health  and  must  furnish  record  of  a complete 
physical  examination  other  than  the  one  given  by 
the  school  of  nursing.  She  must  furnish  three  ref- 
erences, preferably  one  from  a teacher,  and  one 
from  her  minister.  She  must  have  either  her 
parents  or  her  guardian’s  signature  on  her  con- 
tract as  well  as  her  own.  She  must  have  a per- 
sonal interview  by  some  member  of  the  Com- 
mittee before  being  accepted.  She  must  repay 
the  loan,  which  is  for  $300.00,  interest  free,  at 
the  rate  of  not  less  than  $12.50  a month  until 
the  loan  is  repaid.  She  is  to  start  repayment 
six  months  after  receiving  her  license  to  work. 

We  had  money  this  year  for  only  two  girls. 
We  have  voted  on  applicants  and  our  girls  will 
enter  schools  in  September.  One  girl  is  from 
Phoenix,  and  the  other  from  Tucson.  The  Com- 
mittee sent  duplicate  letters  to  all  high  school 
principals  in  the  state  in  May,  telling  of  the 
availability  of  the  loan.  One  copy  was  posted 
on  the  bulletin  board  in  the  schools.  The  re- 
sponse was  gratifying.  The  Committee  also  sent 
letters  to  doctors’  wives  in  unorganized  counties 
telling  them  of  our  project  so  that  they  could 
contribute  to  the  loan  if  they  wished.  The  loan 
should  be  self-sustaining  in  five  years.  The 
Auxiliary  is  to  be  commended  for  its  desire  to 
1 elp  worthy  girls  receive  an  education  in  a field 
that  is  so  needed  by  the  Nation. 


MR.  CALVIN  K.  SNYDER  IS  PRINCIPAL 
SPEAKER  AT  BANQUET 

Mr.  Calvin  K.  Snyder,  Washington,  D.  C., 
Secretary  to  the  Realtors’  Washington  Commit- 
tee, will  be  the  principal  speaker  during  a ban- 
quet of  a joint  meeting  of  the  real  estate  and 
medical  professions — including  wives — at  Hotel 
Westward  Ho  Tuesday  evening,  October  24. 

The  meeting  is  being  sponsored  by  the  Arizona 
Association  of  Realtors  for  the  purpose  of  “ac- 
quainting the  general  public  with  the  dangers 
rising  in  the  hidden  bureaus  of  Washington,” 
said  Mr.  J.  R.  Heron,  Globe,  President  of  the 
Arizona  Association  of  Realtors. 

“If  there  is  one  person  in  the  United  States 
who  is  acquainted  with  and  has  consistently 
fought  political  chicanery  in  our  National  Capi- 
tal it  is  Cal  Snyder,”  said  Mr.  Heron.  “He  is 
one  of  the  country’s  most  able  and  one  of  the 
best  speakers  I have  had  the  privilege  listening 
to.  His  topic  should  certainly  appeal  to  all  mem- 
bers of  the  Medical  Profession,  ‘Why  We  Oppose 
Socialistic  Legislation,  Especially  Socialized 
Medicine.’  ” 

Mr.  Snyder  was  formerly  Executive  Secretary 
of  the  Society  of  Industrial  Realtors  of  the  Na- 
tional Association  of  Real  Estate  Boards,  and 
had  an  important  part  in  organizing  its  work 
for  the  utilization  of  existing  plant  facilities  for 
war  purposes,  and  for  sound  reconversion  of  the 
nation’s  industrial  facilities  to  peace  purposes. 
He  was  previously  Secretary  of  the  Elmira,  New 
York,  Asrociation  of  Commerce,  specializing  in 
the  development  of  new  industries.  Earlier  he 
spent  15  years  in  newspaper  work  as  a reporter, 
advertising  manager  and  as  an  executive  in  the 
business  office;  he  has  a background  of  writing 
in  the  field  of  politics,  industry  and  aviation ; 
he  is  a nationally-known  crusader  against  bu- 
reautic  controls  by  the  Federal  Government. 

The  banquet  will  be  open  to  the  public;  how- 
ever, members  of  the  medical  and  real  estate 
professions  will  be  given  the  first  opportunity 
to  make  reservations  for  themselves,  their  fam- 
ilies and  guests,  due  to  the  nature  of  Mr.  Sny- 
der’s address. 

Tickets  will  be  available  at  the  headquarters 
of  the  Arizona  Association  of  Realtors,  125  W. 
Monroe  Street  (Room  112),  Phoenix,  after 
October  1.  Mr.  Heron,  President  of  the  Real- 
tors’ Association,  will  be  banquet  toastmaster. 
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when  an  Orthopedic 

MATTRESS  IS  INDICATED 

Restful,  healthful  body  adjustment  is 
supplied  by  the  Spring  Air  Back  Supporter 
Mattress,  with  its  high  density  construction 
of  lightly  compressed  coils  of  extra  large 
diameter.  Made  of  conventional,  time-proven 
materials,  to  a new  design  which 
provides  positive  back  support  without 
interfering  with  circulation.  See  it 
at  your  favorite  furniture  store  . . . 
recommend  it  with  confidence. 


Manufactured  in  Phoenix  by 
SOUTHWEST  MATTRESS  CO. 
1710  EAST  WASHINGTON  ST. 
PHOENIX,  ARIZONA 


ARIZONA  GOAT 
DAIRY 

"It's  A Good  Food" 

Carl  G.  Wilson,  M.  D.,  of  Palo  Alto,  Calif., 
states:  “I  am  irrevocably  convinced  that 
goat’s  milk  is  the  best  substitute  for  hu- 
man milk  for  infant  feeding,  not  only  be- 
cause of  its  close  similarity  chemically  and 
physically,  but  also  the  readiness  with 
which  the  infant’s  digestive  organs  receive 
and  digest  goat’s  milk.” 

Health  Department  License 
Grade  A Pasteurized 

1551  E.  Bethany  Home  Road 
Phoenix,  Arizona 

Phone  5-4988 


AMERICAN  LINEN 


Specialists  in 

PROFESSIONAL  LINEN  SERVICE 

Telephone  2-2230 


Vol.  7,  No.  9 


Arizona  Medicine 


73 


PHYSICIANS'  DIRECTORY 


NEUROLOGY  and  PSYCHIATRY 


NEUROLOGICAL  SURGERY 


JOHN  A.  EISENBEISS,  M.  D. 

JOHN  RAYMOND  GREEN,  M.  D. 

Certified  by  American  Board  of 
Neurological  Surgery 

Certified  by  the  American  Board 
of  Neurological  Surgery 

Lois  Grunow  Memorial  Clinic 

1010  Professional  Building 

926  E.  McDowell  Road 

Telephone  8-3756 

Phoenix,  Arizona 

PHOENIX,  ARIZONA 

UROLOGY 


MERRIWETHER  L.  DAY,  M.  D. 

F.  A.  C.  S. 

Diplomate  of  The  American 
Board  of  Urology 

LADDIE  L.  STOLFA,  M.  D. 

Lois  Grunow  Memorial  Clinic 
926  East  McDowell  Road 

Tel.  4-3674  Phoenix 

W.  G.  SHULTZ,  M.D.,  F.  A.  C.  S, 

Diplomate  of  The  American 
Board  of  Urology 

1010  N.  Country  Club  Road 
Telephone  5-2609  Tucson,  Arizona 

PAUL  L.  SINGER,  M.  D.,  F.  A.  C.  S. 

DONALD  B.  LEWIS,  M.  D. 

Certified  American  Board  of 

UROLOGY 

UROLOGY 

1313  N.  Second  Street  Phone  3-1739 

123  So.  Stone  Ave.  Phone  4500 

PHOENIX,  ARIZONA 

Tucson,  Arizona 
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PHYSICIANS’  DIRECTORY 


UROLOGY— (Cont'd.) 


james  h.  McDonald,  m.  d. 

ROBERT  H.  CUMMINGS,  M.  D. 

UROLOGY 

Diplomate  of  the 
American  Board  of  Urology 

711  Professional  Building  Telephone  8-0969 

808  Professional  Building 

Phoenix,  Arizona 

15  East  Monroe  Phone  4-3577 

Phoenix,  Arizona 

INTERNAL  MEDICINE 


ROBERT  S.  FLINN,  M.  D. 

DANIEL  H.  GOODMAN,  M.  D. 

INTERNAL  MEDICINE 

INTERNAL  MEDICINE  CARDIOLOGY 

CARDIOLOGY  and  ELECTROCARDIOGRAPHY 

ELECTRO  CARDIOGRAPHY 

1118  Professional  Building 

Phone  4-1078 

607  Heard  Bldg  Phone  4-7204 

Phoenix,  Arizona 

Phoenix,  Arizona 

KENT  H.  THAYER,  M.  D. 

F.  A.  C.  P. 

INTERNAL  MEDICINE 
Diplomate  of  the 

American  Board  of  Internal  Medicine 

ROBERT  H.  STEVENS,  M.  D. 

INTERNAL  MEDICINE  ALLERGY 

1313  N.  Second  St.  Phone  4-8841 

Phoenix,  Arizona 


JOSEPH  BANK,  M.  D. 

FRANK  J.  MILLOY,  M.  D. 

Diplomate  of 

F.  A.  C.  P. 

American  Board  of  Internal  Medicine 

INTERNAL  MEDICINE 

American  Board  of  Gastroenterology 

611  Professional  Building 

JOHN  W.  FINDLEY,  Jr.,  M.  D. 

GASTROENTEROLOGY,  GASTROSCOPY 

Phone  4-2171 
Phoenix,  Arizona 

800  North  First  Avenue  Phone:  4-7245 

PHOENIX,  ARIZONA 

ROBERT  E.  RIDER,  M.  D. 

W.  PAUL  HOLBROOK,  M.D.,  F.A.C.P. 

INTERNAL  MEDICINE 

DONALD  F.  HILL,  M.D.,  F.A.C.P. 

ELECTROCARDIOGRAPHY 

CHARLES  A.  L.  STEPHENS,  Jr.,  M.D. 

Del  Sol  Hotel  Bldg.  Phone  26 

Yuma,  Arizona 

Tucson,  Arizona  Phone  5-151  1 

JESSE  D.  HAMER,  M.  D. 

F.  A.  C.  P. 

INTERNAL  MEDICINE 
CARDIOLOGY 

Suite  910  Phoenix 

1 5 E.  Monroe  St.  Arizona 
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HOSPITAL 


THIS  SPACE  FOR  SALE 

WALTER  V.  EDWARDS,  Jr.,  M.  D. 

FOR  INFORMATION  AND  RATES 

Lawrence  Memorial  Hospital 

write  to 

ARIZONA  MEDICINE 

Cottonwood,  Arizona 

401  Heard  Bldg. 
PHOENIX,  ARIZONA 

PHYSICAL  MEDICINE 

ALLERGY 

M.  E.  FULK,  M.  D. 

GLENDALE  CLINIC  HOSPITAL 
Clinic  Open  Daily:  9 a.m.  to  6 p.m. 
Sundays  and  Holidays  by  Appointment 

245  East  A Avenue  Phone  240 

Glendale,  Arizona 

E.  A.  GATTERDAM  M.  D. 

ALLERGY 

15  E.  Monroe  St.,  Professional  Bldg. 
Office  Hours:  11  A.  M to  5 P.  M. 
Phoenix,  Arizona 

CHEST  DISEASES  AND  SURGERY 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

GEORGE  D.  BOONE,  M.D.,  F.A.C.S. 

DISEASES  AND  SURGERY  OF  THE  CHEST 

ARIZONA  MEDICINE 

601  East  Sixth  Street  Telephone  4-1561 

401  Heard  Bldg. 

PHOENIX,  ARIZONA 

TUCSON,  ARIZONA 

PROCTOLOGY  CLINIC 


WALLACE  M.  MEYER,  M.  D. 

PROCTOLOGY 

903  Professional  Bldg. 

Phone  2-2822  - 3-4189 
Phoenix,  Arizona 

MESA  MEDICAL  CENTER 

MARK  H.  WALL,  M.  D. 
FRANKLIN  B.  LANEBACK,  M.  D. 
J.  EDWIN  KEPPEL,  M.  D. 

206  East  Main  St. 

Mesa,  Arizona 

Office  Phone  4350 

BUTLER  CLINIC 

SUN  VALLEY  CLINIC 

D.  E.  NELSON,  M.  D. 

F.  W.  BUTLER,  M.  D. 

34  North  Macdonald 

501-505  Fifth  Avenue 

MESA,  ARIZONA 

SAFFORD,  ARIZONA 

76 


Arizona  Medicine 


September , 1950 


PHYSICIANS'  DIRECTORY 


ORTHOPEDIC  SURGERY 


GEORGE  L.  DIXON,  M.  D. 

GEO.  A.  WILLIAMSON,  M.D.,  F.A.C.S. 

ORTHOPAEDIC  SURGERY 

LEO  L.  TUVESON,  M.  D. 

Diplomate  of  the  American  Board 

of  Orthopaedic  Surgery 

ORTHOPAEDIC  SURGERY 

744  N.  Country  Club  Road  Telephone  5-1533 

800  North  First  Ave.  Telephone  2-2375 

TUCSON,  ARIZONA 

PHOENIX,  ARIZONA 

ROBERT  E.  HASTINGS,  M.D.,  F.A.C.S. 

JAMES  LYTTON-SMITH,  M.  D. 

ALFRED  0.  HELDOBLER,  M.  D. 

RONALD  S.  HAINES,  M.  D. 

Diplomates  American  Board  of  Orthopaedic 
Surgery 

JOHN  H.  RICKER,  M.  D. 

ORTHOPAEDIC  SURGERY 

STANFORD  F.  HARTMAN,  M.  D. 

1811  East  Speedway 

926  East  McDowell  Road 

TUCSON,  ARIZONA 

Phoenix,  Arizona 

PHYSICIANS  and  SURGEONS 


GEORGE  B.  IRVINE,  M.  D. 

W.  G.  PAYNE,  M.  D. 

PHYSICIANS  AND  SURGEONS 

8 West  Fifth  Street  Phone  526 

Tempe,  Arizona 


ANESTHESIOLOGY 


THIS  SPACE  FOR  SALE 

LOUISE  BEWERSDORF,  M.  D. 

FOR  INFORMATION  AND  RATES 

F.  A.  C.  A. 

write  to 

ANESTHESIOLOGY 

ARIZONA  MEDICINE 

208  West  Glenrosa 

401  Heard  Bldg. 
PHOENIX,  ARIZONA 

Phone  5-4471  - 8-2392 
Phoenix,  Arizona 

DERMATOLOGY 


KENNETH  C.  BAKER,  M.  D. 

DERMATOLOGY 

Telephone  3-0602  729  N.  Fourth  Ave. 

Tucson,  Arizona 


GEORGE  K.  ROGERS,  M.  D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 

Phone  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

401  Heard  Bldg. 
PHOENIX,  ARIZONA 
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OBSTETRICS  and  GYNECOLOGY 


HARRY  J. 

FELCH,  M.  D. 

Physician 

and  Surgeon 

Residence 

Office 

325  W.  Granada 

703  Professional  Bldg. 

Phoenix,  Arizona 

1 5 E.  Monroe  Street 

Residence  3-1  151 

Office  3-1151 

CLARENCE  B.  WARRENBURG,  M.  D. 

Diplomate  of  American  Board  of 
Obstetrics  and  Gynecology 

Grunow  Clinic 

926  E.  McDowell  Road  Phoenix,  Arizona 


PATHOLOGICAL  LABORATORIES 


G.  O.  HARTMAN,  M.  D. 

PATHOLOGICAL  LABORATORY 

20  E.  Ochoa  St.  Phone:  3-4861 


TUCSON,  ARIZONA 


PATHOLOGICAL 

LABORATORY 

507  Professional  Building 

Telephone  3-4105 

W.  WARNER  WATKINS  AND 

ASSOCIATES 

1313  North  Second  Street 

Telephone  8-3484 

Phoenix, 

Arizona 

EYE,  EAR,  NOSE  and  THROAT 


DUNCAN  G.  GRAHAM,  M.  D. 

JOHN  S.  MIKELL,  M.  D. 

EYE,  EAR,  NOSE  and  THROAT 

1811  East  Speedway 
Tucson,  Arizona 

Certified  by  American  Board  of  Otolaryngology 

EAR,  NOSE  AND  THROAT 

1 1 4 West  Pepper  Street 

BRONCHOSCOPY 

Mesa,  Arizona 

BERNARD  L.  MELTON,  M.  D. 
F.  A.  C.  S.,  F.  I.C.  S. 

PERRY  W.  BAILEY,  M.  D. 

EYE,  EAR,  NOSE  AND  THROAT 

EYE,  EAR,  NOSE  AND  THROAT 

Certified  by  American  Board  of  Ophthalmology 
Certified  by  American  Board  of  Otolaryngology 
Certified  by 

International  Coliege  of  Surgeo’ns 

Telephones:  Office  8-0661;  Residence  2-6233 
Office:  39  W.  Adams,  1 17  Winters  Bldg., 

605  Professional  Bldg.  Phone  3-8209 

PHOENIX,  ARIZONA 

PHOENIX,  ARIZONA 

D.  E.  BRINKERHOFF,  M.  D.,  F.  A.  C.  S. 

EAR,  NOSE  AND  THROAT 

Certified  by  American  Board  of  Otolaryngology 

ROBERT  D.  SMITH,  M.  D. 

EYE,  EAR,  NOSE  AND  THROAT 

Lois  Grunow  Memorial  Clinic 
926  E.  McDowell  Rd.  Phone  4-3807 

Phoenix,  Arizona 


H.  FIELDING  WILKINSON,  M.  D. 

Organic  Diseases  and  Psychogenic  Disorders  of 
Eye,  Ear,  Nose  and  Throat 

Refractions  (Fitting  of  Glasses) 

39  West  McDowell  Road  Phone  8-3167 

Phoenix,  Arizona 
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ARCHIE  E.  CRUTHIRDS,  M.  D., 

THIS  SPACE  FOR  SALE 

F.  A.  C.  S.,  F.  1.  C.  S. 

EYE,  EAR,  NOSE  AND  THROAT 

FOR  INFORMATION  AND  RATES 

Certified  by  American  Board  of  Otolaryngology 

write  to 

American  Academy  of  Ophthalmology  and 

ARIZONA  MEDICINE 

Otolaryngo'ogy 

401  Heard  Bldg. 

1011  Professional  Bldg.  Phone  3-5121 

PHOENIX,  ARIZONA 

Phoenix,  Arizona 

SURGERY 


L.  MANOIL,  M.  D. 

SURGERY  AND  GYNECOLOGY 


LOUIS  P.  LUTFY,  M.  D. 

SURGERY  and  GYNECOLOGY 


34  W.  Lynwood 


Phone  3-3092 


301  West  McDowell  Rd  Phone  3-4200 


Phoenix,  Arizona 


Phoenix,  Arizona 


ALFRED  D.  LEVICK,  M.  D. 

DELBERT  L.  SECRIST.  M.  D.f 

PROCTOLOGY 

F.  A.  C.  S. 

1 137  West  McDowell  Road 

1 23  South  Stone  Avenue 

Phones  8-2194  - 3-4189 

Tucson,  Arizona 

Phoenix,  Arizona 

Office  Phone  2-3371  Home  Phone  5-9433 

H.  D.  KETCHERSIDE,  M.  D. 

SURGERY  and  UROLOGY 

DONALD  A.  POLSON,  M.  D. 

GENERAL  SURGERY 

Certified  by  the  American  Board  of  Surgery 
800  North  First  Avenue 
Phone  4-7245 
Phoenix,  Arizona 

W.  R.  MANNING,  M.  D.,  F.  A.  C.  S. 

SURGERY 

Diplomate  American  Board  of  Surgery 

620  North  Country  Club  Road  Phone  5-2687 

Tucson,  Arizona 

THIS  SPACE  FOR  SALE 

THIS  SPACE  FOR  SALE 

FOR  INFORMATION  AND  RATES 

FOR  INFORMATION  AND  RATES 

write  to 

write  to 

ARIZONA  MEDICINE 

ARIZONA  MEDICINE 

401  Heard  Bldg. 

401  Heard  Bldg. 

PHOENIX,  ARIZONA 

PHOENIX,  ARIZONA 
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GENERAL  MEDICINE 

GENERAL  PRACTICE 

SAMUEL  R.  JOSEPH,  M.  D. 

RAYMOND  1.  McGILVRA,  M.  D. 

PHYSICIAN  AND  SURGEON 

GENERAL  PRACTICE 

Office  Phone  5-9645  Res.  Phone  5-2365 

307  E.  Indian  School  Road 

Directory  Phone  3-4189 

Office  Phone  5-0750 

711  West  Thomas  Road 

Office  Hours:  10-12  and  2-5  By  Appointment 

Phoenix,  Arizona 

Phoenix,  Arizona 

J.  REICHERT,  M.  D. 

General  Practice 

CARDIO  VASCULAR  DISEASES 
ELECTROCARDIOGRAPHY 

303  West  McDowell  Rd.  Office  Phone  4-7028 
Phoenix,  Arizona 


RADIOLOGY 


GOSS  - DUFFY  LABORATORY 

PATHOLOGICAL  LABORATORY 

507  Professional  Building  Telephone  3-4105 

X-RAY  AND  CLINICAL  DIAGNOSIS 

MEDICAL  CENTER  X-RAY 
LABORATORY 

316  West  McDowell  Road 

1313  North  Second  Street  Telephone  8-3484 

W.  Warner  Watkins,  M.D.  R.  Lee  Foster,  M.D. 

John  W.  Kennedy,  M.  D. 

Phoenix,  Arizona 

Diplomates  of  American  Board  of  Radiology  j 

Phoenix,  Arizona 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

401  Heard  Bldg. 
PHOENIX,  ARIZONA 


DRS.  HAYDEN,  PRESENT,  WELSH 
AND  HILEMAN 

MARCY  L.  SUSSMAN,  M.  D„ 

Diplomates  of 

F.  A.  C.  R. 

American  Board  of  Radiology 

Diplomate  of  American  Board  of  Radiology 

DIAGNOSTIC  ROENTGENOLOGY 

801  North  Second  Ave. 

23  East  Ochoa 

Telephone  8- 1 027 
Phoenix,  Arizona 

Tucson 

CHILDREN'S  DISEASES  SPEECH  PATHOLOGY 


WILLIAM  F.  SCHOFFMAN,  M.  D. 
CECILIA  H.  SHEMBAB,  M.  D. 
JAMES  L.  COFFEY,  M.  D. 


ROBERT  N.  PLUMMER,  Ph.  D. 

SPEECH  PATHOLOGY 
including 

Lip  Reading  and  Speech  for  the  Deaf 


DOCTORS  BUILDING 

316  West  McDowell  Road  Telephone  4-7287 
Phoenix,  Arizona 


Professional  Member 
American  Speech  and  Hearing  Association 

Medical  Arts  Bldg.  Phone  3-2051 

Phoenix,  Arizona 
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THE  ORTHOPEDIC  CLINIC 

For  the  Treatment  of  Fractures,  Diseases  and  Surgery  of 
the  Bones  and  Joints 

ORTHOPEDIC  SURGERY 

W.  A.  BISHOP,  Jr.,  M.  D.,  F.  A.  C.  S ALVIN  L.  SWENSON,  M.  D. 

Diplomates  of  the  American  Board  of  Orthopedic  Surgery 

ARTHRITIS 

DeWITT  W.  ENGLUND,  M.  D 

1313  North  Second  Street  Phone  8-1586 

Phoenix,  Arizona 


PATHOLOGY 


This  is  to  announce  that  tissues  for  diagnosis  are  accepted  by  the  follow- 
ing physicians  who  practice  in  Arizona,  are  not  exclusively  governmentally 
employed,  and  are  qualified  as  pathologic  anatomists: 


J.  D.  BARGER,  M.  D. 

Maricopa  County  Hospital 
3435  W.  Apache 
Phoenix,  Arizona 

RALPH  H.  FULLER,  M.  D. 

St.  Mary's  Hospital 
Tucson,  Arizona 

GEORGE  O.  HARTMAN,  M.  D. 

20  East  Ochoa  Street 
Tucson,  Arizona 


LOUIS  HIRSCH,  M.  D. 

Tucson  Medical  Center 
Tucson,  Arizona 

MAURICE  ROSENTHAL,  M.  D. 

St.  Monica's  Hospital 
Phoenix,  Arizona 

O.  O.  WILLIAMS,  M.  D. 

425  North  Fourth  Street 
Phoenix,  Arizona 


HAROLD  WOOD,  M.  D. 

1033  East  McDowell  Road 
Phoenix,  Arizona 


RADIOLOGY  ======= 

TUCSON  TUMOR  INSTITUTE 

LUDWIG  LINDBERG,  M.  D.  JAMES  H.  WEST,  M.  D.,  F.A.C.R. 
Diplomates  of  American  Board  of  Radiology 

RADIUM  AND  X-RAY  THERAPY 

721  North  4th  Ave.  TUCSON,  ARIZONA 
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— meaning  "at  once” — is  the  prescription  abbreviation  which  calls 
for  immediate  attention. 

Often  it  is  vitally  important  that  certain  medicinals  be  close  at  hand. 
Lilly  pharmaceuticals  are  almost  certain  to  be  found  in  every  pharmacy 
and  hospital.  Supplies  are  never  far  away,  for  many  near-by  Lilly 
wholesalers  stand  ready  to  serve  dispensing  outlets — at  once. 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 
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Unexpected  side  effects  sometimes  nullify  the  anticipated  benefits  < 
antibiotic  therapy.  With  CHLOROMYCETIN,  such  side  effects  rare 
interfere  with  its  well-known  efficacy  in  a wide  range  of  disorder 


Chloromycetin 

CHLOROMYCETIN  is  well  tolerated.  Reactions  are  infrequent,  an 
those  that  do  occur  are  slight.  Interruption  of  treatment  because  c 
severe  reactions  is  rarely  necessary. 


CHLOROMYCETIN  is  the  only  antibiotic  produced  on  a practical 
scale  by  chemical  synthesis.  It  is  a pure,  crystalline  compound  of 
accurately  determined  structure.  It  is  free  of  extraneous  material 
that  might  be  responsible  for  undesirable  side  effects.  Its  compo- 
sition does  not  vary.  These  features  contribute  to  the  dramatic  thera- 
peutic results  which  physicians  associate  with  CHLOROMYCETIN. 


PACKAGING:  CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  sup- 
plied in  Kapseals®  of  250  mg.,  and  in  capsules  of  50  mg. 


n — 


PARKE,  D AVIS  & COMPANY 
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REGARDLESS  OF  INDICATED  THERAPY 


hether  the  condition  under 
treatment  is  an  acute  infec- 
tion, a bowel  upset,  an  injury  or  a 
metabolic  derangement,  nutrition  is 
always  a primary  factor  in  therapy. 
Regardless  of  other  indicated  measures, 
nutritional  adequacy  is  essential  for 
prompt  recovery. 

When  dietary  supplementation  is  the 
indicated  means  of  increasing  the  nutri- 
ent intake,  the  food  drink,  Ovaltine  in 
milk,  can  prove  highly  beneficial.  Pro- 


viding significant  amounts  of  all  nutri- 
ents considered  essential,  it  virtually 
assures  dietary  adequacy  when  the  rec- 
ommended three  glassfuls  daily  are 
taken  in  conjunction  with  even  a fair 
diet. 

Temptingly  delicious  and  readily 
digested,  this  dietary  supplement  fits 
well  into  the  framework  of  most  indi- 
cated diets,  and  finds  ready  patient 
acceptance.  Its  generous  nutrient  con- 
tent is  detailed  in  the  table  below. 


THE  WANDER  COMPANY,  360  N.  MICHIGAN  AVE.,  CHICAGO  1,  ILL. 


OVALTINE 


CALCIUM 1.12  Gm.  NIACIN 6.8 

PHOSPHORUS 0.94  Gm  VITAMIN  C 30.0 

IRON 12  mg.  VITAMIN  D 417 

COPPER 0.5  mg.  CALORIES 676 

*Based  on  average  reported  values  for  milk. 

Two  kinds.  Plain  and  Chocolate  Flavored.  Serving  for 
serving,  they  are  virtually  identical  in  nutritional  content. 


Three  servings  of  Ovaltine,  each  made  of 
Vi  oz.  of  Ovaltine  and  8 o z.  of  whole  milk,*  provide: 


32  Gm. 

VITAMIN  A . . . . 

. . 3000  I.U. 

32  Gm. 

VITAMIN  Bi.  . . . 

. . . 1.16  mg. 

65  Gm. 

RIBOFLAVIN  . . . 

...  2.0  mg. 

1.12  Gm. 

NIACIN 

0.94  Gm 

VITAMIN  C . . . . 

. . . 30.0  mg. 

12  mg. 

VITAMIN  D . . . . 

...  417  I.U. 

CALORIES  .... 

. . . .676 
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ARIZONA  MEDICAL  ASSOCIATION 

Organized  1892 
642  SECURITY  BUILDING 
234  NORTH  CENTRAL  AVE.,  PHOENIX,  ARIZONA 


OFFICERS  AND  COUNCIL 


Robert  E.  Hastings  President 

1811  E.  Speedway,  Tucson 

Harry  T.  Southworth  President-Elect 

Prescott,  Arizona 

H.  D.  Ketcherside  Vice-President 

800  N.  First  Ave.,  Phoenix 

Frank  J.  Milloy  Secretary 

15  E.  Monroe,  Phoenix 

C.  E.  Yount,  Jr Treasurer 

Prescott,  Arizona 

Harry  E.  Thompson  Speaker  of  House 

435  N.  Tucson  Blvd.,  Tucson 

Jesse  D.  Hamer Delegate  to  A.  M.  A. 

15  E.  Monroe,  Phoenix 

Preston  T.  Brown  Alternate-Delegate 

1313  North  Second  St.,  Phoenix 


DISTRICT  COUNCILORS 


Thomas  H.  Bate  Central 

15  E.  Monroe,  Phoenix 

A.  I.  Podolsky  Central 

Yuma 

Walter  Brazie  Northern 

Kingman 

Herbert  B.  Potthoff  Northern 

Holbrook 

Hugh  C.  Thompson  Southern 

110  S.  Scott,  Tucson 

Donald  E.  Nelson  Southern 

Safford 


COUNCILORS  AT  LARGE 


District 

District 

District 

District 

District 

District 


Harold  W.  Kohl  Tucson 

Preston  T.  Brown  Phoenix 

Robert  S.  Flinn  Phoenix 


COMMITTEES  AND  BOARDS 
STANDING  COMMITTEES 

INDUSTRIAL  RELATIONS:  Dr.  Ronald  S.  Haines,  Phoenix;  Dr. 
J.  P.  McNally,  Prescott;  Dr.  John  R.  Schwartzmann,  Tucson; 
Dr.  Carl  H.  Gans,  Morenci;  Dr.  Charles  W.  Suit,  Jr.,  Phoenix. 

SCIENTIFIC  ASSEMBLY:  Dr.  Harry  T.  Southworth,  Prescott; 
Dr.  O.  W.  Thoeny,  Phoenix;  Dr.  Louis  G.  Jekel,  Phoenix;  Dr. 
Robert  S.  Flinn,  Phoenix. 

MEDICAL  ECONOMICS:  Dr.  George  G.  McKhann,  Phoenix;  Dr. 
H.  D.  Ketcherside,  Phoenix;  Dr.  Edward  M.  Hayden,  Tucson. 

MEDICAL  DEFENSE:  Dr.  Ernest  A.  Bom,  Prescott;  Dr.  Fred- 
erick W.  Knight,  Safford;  Dr.  O.  E.  Utzinger,  Ray. 

EDITING  AND  PUBLISHING:  Dr.  Walter  Brazie,  Kingman;  Dr. 
R.  Lee  Foster,  Phoenix;  Dr.  Donald  E.  Nelson,  Safford. 

LEGISLATION:  Dr.  Jesse  D.  Hamer,  Phoenix;  Dr.  Walter  Brazie, 
Kingman;  Dr.  H.  D.  Cogswell,  Tucson;  Dr.  H.  B.  Lehmberg. 
Casa  Grande;  Dr.  Charles  H.  Laugharn,  Clifton;  Dr.  C.  H. 
Peterson,  Winslow;  Dr.  F.  W.  Knight,  Safford;  Dr.  Charles 
B.  Huestis,  Hayden;  Dr.  M.  G.  Fronske,  Flagstaff;  Dr.  Reed 

D.  Shupe,  Phoenix. 

HISTORY  AND  OBITUARIES:  Dr.  Hal  W.  Rice,  Historian,  Bis- 
bee;  Dr.  Frank  J.  Milloy,  Phoenix;  Dr.  Harold  W.  Kohl,  Tuc- 
son, Dr.  W.  W.  Watkins,  Phoenix. 

PROFESSIONAL  BOARD 

Dr.  A.  J.  Present,  Tucson;  Dr.  Hugh  C.  Thompson,  Tucson;  Dr. 

E.  A.  Born,  Prescott;  Dr.  Boris  Zemsky,  Tucson;  Dr.  B.  L 
Snyder,  Phoenix;  Dr.  C.  E.  Van  Epps,  Phoenix;  Dr.  James 
Lytton-Smith,  Phoenix;  Dr.  J.  M.  Kinkade,  Tucson. 

BOARD  OF  PUBLIC  RELATIONS 

Dr.  M.  W.  Merrill,  Phoenix;  Dr.  Robert  M.  Matts,  Yuma;  Dr. 
William  B.  Steen,  Tucson;  Dr.  Broda  O.  Barnes,  Kingman;  Dr 
A.  H.  Dysterheft,  McNary  Dr.  H.  H.  Brainard,  Tucson;  Dr.  Paul 
W.  McCracken,  Phoenix. 


NATIONAL  OFFICERS  AND  CHAIRMEN  OF 
STANDING  COMMITTEES  FOR  1950-51 


President Mrs.  Arthur  A.  Herold 

731  Oneonta  St.,  Shreveport,  La. 

President-Elect Mrs.  Harold  F.  Wahlquist 

129  W.  48th  St.,  Minneapolis,  Minn. 
Vice-Presidents: 

First Mrs.  Leo  J.  Schaefer 

700  Highland,  Salina,  Kansas 

Second Mrs.  W.  E.  Hoffman 

4000  Noyes  Ave.,  S.  E.,  Charleston  4,  W.  Va. 

Third Mrs.  Mason  G.  Lawson 

200  Ridgway,  Little  Rock,  Ark. 

Fourth Mrs.  John  Z.  Brown 

116  University  St.,  Salt  Lake  City,  Utah 

Treasurer Mrs.  George  Turner 

3009  Silver  St.,  El  Paso,  Texas 

Constitutional  Secretary Mrs.  Charles  Shafei 

219  N.  Sprague  Ave.,  Kingston,  Pennsylvania 
Chairmen  of  Standing  Committees 

Finance Mrs.  Scott  C.  Applewhite 

240  Bushnell  St.,  San  Antonio  2,  Texas 

Legislation Mrs.  Edgar  E.  Quayle 

6926  Hampden  Lane,  Bethesda  14,  Maryland 

Organization Mrs.  Leo  J.  Schaefer 

700  Highland,  Salina,  Kansas 

Program Mrs.  Harry  F.  Pohlmann 

29  Railroad  Ave.,  Middleton,  N.  Y. 

Publications Mrs.  Jas.  P.  Simonds 

2033  W.  Morse  Ave.,  Chicago  45,  Illinois 

Public  Relations Mrs.  Theodore  E.  Heinz 

1913  15th  Ave.,  Greeley,  Colorado 

Revisions Mrs.  Eustace  A.  Allen 

18  Collier  Rd.,  N.  W.,  Atlanta,  Georgia 

Today’s  Health Mrs.  Joseph  W.  Kelso 

319  N.  W.  18th  St.,  Oklahoma  City  2,  Oklahoma 

Reference Mrs.  Rollo  K.  Packard 

14093  Davana  Terrace,  Sherman  Oaks,  California 

Historian Mrs.  Jesse  D.  Hamer 

1819  N.  11th  Ave.,  Phoenix,  Arizona 

Parliamentarian Mrs.  Luther  H.  Kice 

95  Brook  St.,  Garden  City,  Long  Island,  New  York 


Directors 

One  year Mrs.  David  B.  Allman 

104  St.  Charles  Place,  Atlantic  City,  N.  J. 

One  year Mrs.  Scott  C.  Applewhite 

240  Bushnell  St.,  San  Antonio  2,  Texas 

One  year Mrs.  Ralph  Eusden 

4360  Myrtle  Ave.,  Long  Beach  7,  California 

One  year Mrs.  William  W.  Potter 

120  Kenesaw  Terrace,  Knoxville,  Tennessee 

Two  years Mrs.  Robert  Flanders 

320  N.  River  Road,  Manchester,  N.  H. 

Two  years Mrs.  Frank  Gastineau 

5344  N.  Penn  St.,  Indianapolis,  Indiana 

Two  years Mrs.  John  S.  Bouslog 

6210  E.  17th  Ave.,  Denver  7,  Colorado 


OFFICERS  OF  THE  AUXILIARY  TO  THE 
ARIZONA  MEDICAL  ASSOCIATION 
1950  - 1951 


President Mrs.  Benjamin  Herzberg 

1131  W.  Palm  Lane,  Phoenix 

President  Elect Mrs.  Royal  W.  Rudolph 

El  Encanto  Estates,  Tucson 

1st  Vice  President Mrs.  Delbert  L.  Secrist 

2527  E.  Third  Street,  Tucson 

2nd  Vice  President Mrs.  George  S.  Enfield 

335  W.  Cambridge  Ave.,  Phoenix 

Treasurer Mrs.  Brick  P.  Stort: 

El  Encanto  Estates,  Tucson 

Recording  Secretary Mrs.  Alvin  Kirmse 

Whipple 

Corresponding  Secretary Mrs.  Archie  Cruthirds 

1809  N.  13th  Ave.,  Phoenix 

Directors— Mrs.  Charles  Stams,  2934  Croydon  Drive,  Tucson 
Mrs.  Thomas  Bate,  305  W.  Cypress,  Phoenix 
Mrs.  Phillip  Corliss,  Yuma,  Arizona 
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COMMITTEE  CHAIRMEN 


•ulletin 

inance 

[ealth  

oaay’s  Health 


Mrs.  Joseph  C.  Ehrlich 

3i0  W.  Granada  Road,  Phoenix 

Mrs.  R.  Lee  Foster 

2215  N.  11th  Ave.,  Phoenix 

Mrs.  Donald  Carlson 

■316  W.  Wilshire  Dr.,  Phoenix 

Mrs.  Hollis  Brainard 

330  North  Vine  Street,  Tucson 


egislation.  . . . 
Irganization . . . 
arliamentarian 

rogram 

ublicity 


Mrs.  Louis  Hirsch 

4745  Camino  Real,  Tucson 

Mrs.  Delbert  L.  Secrist 

2527  E.  Third  Street,  Tucson 

Mrs.  Jesse  D.  Hamer 

1819  N.  Eleventh  Avenue,  Phoenix 

Mrs.  George  S.  Enfield 

335  W.  Cambridge  Ave.,  Phoenix 

Mrs.  Matthew  Cohen 

934  W.  Palm  Lane,  Phoenix 


ublic  Relations Mrs.  L.  L.  Tuveson 

3318  N.  17th  Place  W.,  Phoenix 

tate  Student  Nurses’  Loan  Fund Mrs.  Carlos  Craig 

727  Encanto  Drive,  S.  E.,  Phoenix 


levisions 


Mrs.  Thomas  Bate 

305  W.  Cypress,  Phoenix 


COUNTY  AUXILIARY  OFFICERS  FOR 
1949-1950 

GILA  COUNTY 

’resident Mrs.  A.  J.  Bosse 

135  N.  6th  Street,  Globe 

/Ice-President Mrs.  T.  C.  Harper 

175  S.  3rd  Street,  Globe 

Secretary-Treasurer Mrs.  William  E.  Bishop 

605  S.  Third  Street,  Globe 


MARICOPA  COUNTY 


Doctors 

see 

Roy  Brooks 

about  your 
Plumbing 
and 

Heating 

PHONE  4-2215 

913  North  Seventh  St.  Phoenix,  Arizona 


President Mrs.  Karl  S.  Harri; 

16  East  Catalina  Avenue,  Phoenix 

President-Elect Mrs.  Thomas  W.  Woodman 

3203  W.  Manor  Drive,  Phoenix 

1st  Vice-President Mrs.  Archie  Cruthirds 

1809  N.  13th  Avenue,  Phoenix 

2nd  Vice-President Mrs.  Robert  H.  Cummings 

2914  N.  17th  Avenue,  Phoenix 

Recording  Secretary Mrs.  John  R.  Green 

2221  N.  40th  Street,  Phoenix 

Corresponding  Secretary Mrs.  Zeph  B.  Campbell 

1626  Palmcroft  Drive,  Phoenix 

Treasurer Mrs.  L.  L.  Tuveson 

3318  N.  17th  Place  West,  Phoenix 


PIMA  COUNTY 
OFFICERS 


President Mrs.  Roy  Hewitt 

130  Camino  Miramonte 

President-Elect Mrs.  Brick  P.  Storts 

El  Encanto  Estates 

1st  Vice-President Mrs.  Leo  J.  Kent 

No.  4 La  Creciente 

2nd  Vice-President Mrs.  Richard  Hausmann 

2639  E.  8th 

Treasurer Mrs.  Kenneth  Baker 

5325  Camino  Real 


Recording  Secretary Mrs.  Darwin  Neubauer 

3017  E.  Lorretta  Dr. 

Corresponding  Secretary Mrs.  David  Engle 

322  N.  Olson  Ave. 


YAVAPAI  COUNTY 


President Mrs.  J.  H.  Allen 

829  Country  Club  Drive,  Prescott 

Vice-President Mrs.  Harry  Southworth 

Country  Club,  Prescott 

Treasurer Mrs.  Melvin  Phillipr 

829  Flora  Avenue,  Prescott 

Secretary Mrs.  A.  G.  Wagner 

Whipple 


ACCIDENT  - HOSPITAL  - SICKNESS 

INSURANCE 

For  Physicians,  Surgeons,  Dentists  Exclusively 


AIL 


PREMIUMS 
COME  FROM 


/ PHYSICIANS  \ 
SURGEONS 
\ DENTISTS  J 


ALL 

CLAIMS  7 


GO  TO 


$5,000.00  accidental  death  $8.00 

$25.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$10,000.00  accidental  death  $16.00 

$50.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$15,000.00  accidental  death  $24.00 

$75.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$20,000.00  accidental  death  $32.00 

$100.00  weekly  indemnity,  accident  and  sickness  Quarterly- 
Cost  has  never  exceeded  amounts  shown. 

ALSO  HOSPITAL  POLICIES  FOR  MEMBERS,  MHV.ES 
AND  CHILDREN  AT  SMALL  ADDITIONAL  COST 


85c  out  of  each  $1.00  gross  income 
used  for  members’  benefit 

$3,700,000.00  $16,000,000.00 

INVESTED  ASSETS  PAID  FOR  CLAIMS 

$200,000  deposited  with  State  of  Nebraska 
for  protection  of  our  members. 

Disability  need  not  be  incurred  in  line  of  duty  — benefits 
from  the  beginning  day  of  disability. 

PHYSICIANS  CASUALTY  ASSOCIATION 
PHYSICIANS  HEALTH  ASSOCIATION 

48  years  under  the  same  management 
90  First  National  Bank  Building  Omaha  2,  Nebraska 
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Take  for  instance  the  fire  that  put  the  x-ray  department  of  a Long  Island  hospital 
out  of  commission  . . . damaging  beyond  repair  their  diagnostic  x-ray  panel.  Prepared 
for  any  contingency,  the  hospital  pressed  a mobile  unit  into  action  and  called 
GE  X-Ray  service. 

It  took  all  night  and  two  crews  of  servicemen  to  do  it,  but  by  dawn  — the 
hospital’s  x-ray  department  was  back  in  full  operation. 

This  story  is  typical  of  the  hundreds  of  documented  GE  service  reports  in  our  files. 
A service  which  proudly  lends  a new,  broader  conception  to  the  guarantee  that  stands 
back  of  every  GE  installation. 

GENERAL  ^ ELECTRIC 
X-RAY  CORPORATION 


Direct  Factory  Branch:  333  North  Sixth  Avenue,  PHOENIX 


a 

long 

and 

distinguished 
career 

in 

urographg 


NEO 


IOPAX 

(brand  of  sodium  iodomethamate) 


An  18  year  history  of  dependable  roentgenograms  obtained  without  harm  to  the 
patient  distinguishes  the  career  of  Neo-Iopax  as  a diagnostic  urographic  agent. 
Since  1932,  hundreds  of  thousands  of  doses  of  Neo-Iopax  have  been  injected  with 
virtual  freedom  from  serious  untoward  reactions.  No  other  urographic  contrast 
medium  has  equalled  the  safety  record  of  Neo-Iopax.  No  agent,  experience  with 
which  is  limited  to  a relatively  small  number  of  patients,  can  be  deemed  to  be  as  safe. 
Because  the  patient’s  life  and  welfare  take  precedence  over  all  other  considerations  in 
diagnostic  investigation  of  the  urinary  tract,  urologists  and  roentgenologists  will 
continue  to  rely— as  always— on  Neo-Iopax. 

Available  as  a stable,  crystal-clear  solution  of  disodium  N-methyl-3,  5-diiodo-chelidamate  in  10, 
20  and  30  cc.  ampuls  of  50%  concentration.  Neo-Iopax  75%  concentration  in  10  cc.  ampuls,  box 
of  5 ampuls ; 20  cc.  boxes  of  1,  5 and  20  ampuls. 


CORPORATION* BLOOMFIELD,  NEW  JERSEY 
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measured  in  minutes 


Upfohn 


Rapid  anticoagulant  effects  are 
available  with  Heparin  Sodium 
preparations,  developed  by  Upjohn 
research  workers.  In  a matter  of 
minutes,  coagulation  time  can  be 
lengthened  to  offset  danger  from 
thrombosis  and  embolism.  With 
Depo#-Heparin  Sodium,  prolonged 
effects  lasting  20  to  24  hours  may  be 
obtained  with  a single  injection. 
Therapy  with  these  Upjohn  anti- 
coagulants is  distinguished  by 
promptness  of  action,  simplicity  of 
supervision,  and  ready  controlla- 
bility. 

*Trademark,  Reg.  U.  S.  Pat.  Off. 


Medicine  ...  Produced  with  care...  Designed  for  health 
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. . . but  you  aren't  half-starved  all  the  time  like  me, . . 
since  you  put  me  on  this  reducing  diet.  ” 


“Oh  sure ... 
it’s 
easy 
for  you 
to 
say 


The  doctor  who  has  to  listen  to  such  complaints  certainly  needs  a "tin  ear". 
Especially  if  he  hasn't  prescribed  Efroxine  Hydrochloride. 

With  Efroxine  the  patient  won't  complain  of  difficulty  with  the  weight- 
reducing  diet  because  Efroxine  depresses  the  appetite  so  effectively. 

Efroxine  has  a number  of  advantages  over  other  sympathomimetic  amines. 
, . . It  has  a more  rapid  and  longer-lasting  effect  with  smaller  dosage. 

. . . It  has  little  pressor  effect  in  the  recommended  dosage  range.  This  advan- 
tage is  particularly  valuable  in  the  treatment  of  obesity. 

...  It  increases  the  urge  to  activity  with  relative  freedom  from  irritability  and 
nervous  tension. 


Efroxine  Hydrochloride 

Maltbie  Brand  of  Methamphetamine  Hydrochloride 


Tablets  and  Elixir 


MALTBIE 


/b/  ! i 


Laboratories,  Inc.,  Newark  1,  New  Jersey 
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AMPHOJEL'S  ANTACID  GEL 


raises  gastric  pH  to 
noncorrosive  levels 


AMPHOJEL'S 
DEMULCENT  GEL 

coats  gastric 
mucosa  with 


protective  film 


double 

protection 


For  the  Peptic  Ulcer  Patient 

"Double  gel"  action 

AMPHOJEL' 

ALUMINUM  HYDROXIDE  GEL  WYETH 

Provides  prompt  relief no  alkalosis 

or  acid  rebound.  For  sustained 
benefit,  prescribe  AMPHOJEL  LIQUID 
for  home  and  office  therapy, 
supplemented  with  AMPHOJEL  TABLETS 
for  handy  “between  times"  therapy. 

LIQUID:  Bottles  of  12  fl.  oz.  TABLETS:  10  gr., 
boxes  of  60;  5 gr.,  boxes  of  30,  bottles  of  100 


Incorporated  • Philadelphia 
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AUREOMYCIN  ™.„N6 

in  Tularemia 

Tularemia,  which  is  a serious  problem  in  many  parts  of 
this  country,  can  be  successfully  treated  with  aureomycin. 

All  types  of  tularemic  infection,  with  or  without  complications , 
respond  promptly  to  the  administration  of  this  antibiotic. 


A ureomycin  has  also  been  found  effective  for  the  control  of  the  following 
il  infections:  acute  amebiasis,  bacterial  and  virus-like  infections  of  the  eye, 
bacteroides  septicemia,  boutonneuse  fever,  acute  brucellosis,  common  infec- 
tions of  the  uterus  and  adnexa,  resistant  gonorrhea,  Gram-positive  infections 
(including  those  caused  by  streptococci,  staphylococci,  and  pneumococci), 
Gram-negative  infections  (including  those  caused  by  the  coli-aerogenes 
group),  granuloma  inguinale,  H.  influenzae  infections,  lymphogranuloma  ve- 
nereum, primary  atypical  pneumonia,  psittacosis  (parrot  fever),  Q fever, 
rickettsialpox,  Rocky  Mountain  spotted  fever,  subacute  bacterial  endocarditis 
resistant  to  penicillin,  surgical  infections,  tick-bite  fever  (African),  and  typhus. 

Capsules*.  Bottles  of  25,  50  mg.  each  capsule.  Bottles  of  16,  250  mg.  each  capsule. 

Ophthalmic:  Vials  of  25  mg.  with  dropper;  solution  prepared  by  adding  5 cc.  of  distilled  water. 

LEDERLE  LABORATORIES  DIVISION  American  Cfanamid company  30  Rockefeller  Plaza,  New  York  20,  N.Y. 
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the 

quieting 

hand 


NEW , 

EASILY  OPENED 
SERRATED  AMPUL 


— Luminal  Sodium  Powder  is 
available  in  a new,  constricted - 
neck  ampul  — serrated  for 
easy  opening.  Only  moderate 
pressure  is  required  to 
< make  the  file  cut.  > 


Sedative  . . . Hypnotic  . . . Antispasmodic 


In  conditions  of  excitement  of  the  nervous  system, 
as  well  as  in  certain  spasmodic  affections,  Luminal 
Sodium  acts  as  a soothing,  quieting  agent  to  tran- 
quilize  hyperexcitability  or  to  curb  convulsive 
paroxysms.  Small  doses  have  a pronounced 
sedative  and  antispasmodic  action.  Large  doses 
are  markedly  hypnotic. 

For  oral  use  . . . tablets  of  16  mg.  (!4  grain),  32  mg. 

[Vi  grain)  and  0.1  Gm.  (1  Vi  grains). 

For  parenteral  use  . . . solution  in  propylene  glycol 
0.32  Gm.  (5  grains)  in  2 cc.  ampuls; 

powder  0.1  3 and  0.32  Gm.  (2  and  5 grains)  in  ampuls. 


— in  preoperative  apprehension 
postoperative  restlessness... 
insomnia . . . 
epilepsy . . . 
dysmenorrhea . . . 
vomiting  of  pregnancy . 
eclampsia . . . 
hypertension... 
pyloric  spasm . . . 


neuroses ... 


Luminal,  trademark  reg.  U.  S.  & Canada 
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tittle  fiatceufo 

turn  a 


50,000 

units 


100,000 

units 


by  prescribing  Dulcet  Penicillin  Tablets.  These  small,  easy-to-take  cubes 
taste  like  a confection,  yet  pack  a potent  antibiotic  wallop — 50,000  or 
100,000  units  penicillin  G potassium  per  tablet.  Each  Dulcet  Tablet  is 
buffered  with  0.25  Gm.  calcium  carbonate  to  minimize  loss  of  therapeutic 
value  through  destruction  in  the  stomach.  From  first  to  last  in  every 
bottle,  the  tablets  are  carefully  standardized  for  accurate  dosage,  stable 
indefinitely  at  room  temperature.  • Dulcet  Penicillin  Tablets  are  in 
pharmacies  everywhere,  in  bottles  of  12  and  100.  ^ _ 

Prescribe  them  the  next  time  penicillin  is  indicated.  UdJlJDlt 


See  that 
the 

Rx  reads 


DDLCET>««^ 

Potassium  Tablets  (Buffered)  •medicated  SUGAR  TABLETS,  ABBOTT 
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Concise 


Vitamin 


Facts 


From  Merck  & Co.,  Inc. 
— where  many  of  the 
individual  vitamins 
were  first  synthesized. 


These  six  Merck  Vitamin  Reviews  are  yours  for 
the  asking  while  the  editions  last.  These  concise 
reviews  contain  up-to-date,  authoritative  facts 
and  can  be  most  useful  for  quick  reference.  Please 
address  requests  for  copies  to  Merck  & Co.,  Inc., 
Rahway,  N.  J. 

Partial  Index  of  Contents 


MERCK 

■ kb 


Factors  that  produce  avitaminosis. 
Signs  and  symptoms  of  deficiency. 
Daily  requirements  and  dosages. 
Distribution  in  foods. 

Methods  of  administration. 

Clinical  use  in  specific  conditions. 


MERCK  & CO.,  INC. 
Manufacturing  Chemists 
RAHWAY,  N.  J. 


MERCK  VITAMINS  are  available  under  the  labels 


of  leading  Pharmaceutical  Manufacturers  in 
appropriate  pharmaceutical  forms 
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F0R  flLL  BASIC 

SCIENTIFIC  SUPPORT  NEEDS 

Prenatal  • Postoperative  • Postnatal 
Pendulous  Abdomen  • Breast  Conditions 
Hernia  • Orthopedic  • Lumbosacral  • Sacro-iliac 
Oorsolumbar  • Visceroptosis  • Nephroptosis 

• Developed  and  improved  over  four  decades  of  close 
cooperation  with  the  profession,  basic  CAMP  designs 
for  all  basic  scientific  support  needs  have  long  earned 
the  confidence  of  physicians  and  surgeons  here  and 
abroad.  All  incorporate  the  unique  CAMP  system  of 
adjustment.  Regular  technical  and  ethical  training  of 
CAMP  fitters  insures  precise  and  conscientious  attention 
to  your  recommendations  at  moderate  prices. 

If  you  do  not  have  a copy  of  the  latest  CAMP  "REF- 
ERENCE BOOK  FOR  PHYSICIANS  AND  SURGEONS," 
it  will  be  sent  on  request. 

S.  H.  CAMP  and  COMPANY,  Jackson,  Michigan 

World's  Largest  Manufacturers  of  Scientific  Supports 
New  York  • Chicago  • Windsor,  Ontario  • London,  England 

YOU  MAY  RELY  on  the  merchants  in  your  community  who 
display  this  emblem.  Camp  Scientific  Supports  are  never 
sold  by  door-to-door  canvassers.  Prices  are  always  based 
on  intrinsic  value. 


OCTOBER  16-21 

Communities  throughout  the  nation  are  preparing  to  mark 
this  important  event  in  popular  health  education.  A series 
of  full  color  posters  are  nationally  distributed  in  schools, 
colleges,  factories,  Y’s,  clinics,  health  centers  and  other  in- 
stitutions. These  two  heavily  illustrated  booklets  have  been 
widely  accepted  by  physicians  everywhere  for  distribution  to 
their  patients.  Their  titles  are:  "Blue  Prints  for  Body  Balance” 
and  "The  Human  Back  ...  its  relationship  to  Posture  and 
Health.”  Ask  for  samples  or  the  quantity  you  need  on  your 
letterhead.  Write  to  SAMUEL  HIGBY  CAMP  INSTITUTE  FOR 
BETTER  POSTURE,  Empire  State  Building,  New  York  1,  N.  Y. 
Founded  by  S.  H.  Camp  and  Company,  Jackson,  Mich. 
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* * .Uara.TV' 


thcraP*’1 


„rq 

eaT . A \ 

;',bi»“cs 

pOl'se’ 


Therapy' 


Cn'STAL] 


n™»OCHtOBl0, 


acc*Pted  broaf/ 

, l~SPec'n 
1 tolerated 

L Terramycin  m av  , 

;™  •*« 

e^a«CliZy.he'' 


O’ttib, 


ecfive 


Crated 

are  not  2 


tcd  /or:  acute  P^^^^^el^ptococcal  infec- 
SUg" lobar  pneumonia,  bacterJ^ias'eptic  sore  throat,  tonsillitis; 

S-iksES  Tu^Wocc^u^ 

other  Terramycin-sensitiie  °r>£”  hilus  infections;  acute 

(abortus,  melitensis,  smf  ’ hogranuloma  venereum  , _ 
gonococcal  infections  , atypicai  pneumonia, 

granuloma  ™Sul™%J™sc mb);  rickettsialpox. 

in  divided  doses 

Dosage;  2 to  3 Gm.  dai  Y Y Sections. 

6 hos  suggested  for  acu  {i6andi0(); 

; 250mg.capsu]es’,  }eso(25. 

100  mg-::rsuu£  botdes  of  25. 


I.  King.  E.  Q.;  Lewis, C.N.;  Welch,  H.; 
Clark,  E.  A.,  Jr.;  Johnson,  J.  B.; 

Lyons,  J.  B;  Scott,  R.B.,  and  Comely, 

P.  B.:  J.  A.  M.  A.  143:1  (May  61  1950. 

Z.  Herrell.W.  E.;  Heilman,  F.  E.; 
Wellman,  W.  E„  and  Bartholomew,  L.  A,: 
Proc.  Staff  Meet.  Mayo  Clin. 

25:183  (Apr.  121  1950 


q 

Supplied 


\zer  Antibiotic  Division 

CHAS.  PFIZER  IP  CO..  INC.,  Brooklyn  6.  X.  Y. 
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“In  addition  to  the  relief  of  hot 
flashes  and  other  undesirable 
symptoms  (of  the  climacteric), 
a feeling  of  well-being  or  tonic  ef- 
fect was  frequently  noted”  after 
administration  of  “Premarin!’ 


All  patients  (53)  described  a 
sense  of  well-being”  following 
“Premarin”  therapy  for  meno- 
pausal symptoms. 

Neustaedter,  T.:  Am.  J.  Obst.  & 
Gynec.  46:530  (Oct.)  1943. 


‘It  (‘Premarin’)  gives  to  the  pa- 
tient a feeling  of  well-being! 

Glass,  S.  J.,  and  Rosenblum,  G.: 
J.  Clin.  Endocrinol.  3 :95  (Feb.)  1943 


the  clinicians’  evidence 


“General  tonic  effects  were  note- 
worthy and  the  greatest  percent- 
age of  patients  who  expressed 
clear-cut  preferences  for  any 
drug  designated  ‘Premarin!  ‘ 

Perloff,  W.  H.:  Am.  J.  Obst.  & 
Gynec.  58:684  (Oct.)  1949. 


pour  potencies  of  “Premarin'’ 
permit  flexibility  of  dosage:  2.5 
mg.,  1.25  mg.,  0.625  mg.,  and 
0.3  mg.  tablets;  also  in  liquid 
form,  0.625  mg.  in  each  4 cc.  (1 
teaspoonful). 


of  the  "plus”  in 


While  sodium  estrone  sulfate  is  the 
principal  estrogen  in  “Premarin” 
other  equine  estrogens... estradiol, 
equilin,  equilenin,  hippulin...are 
probably  also  present  in  varying 
amounts  as  water-soluble  conju- 
gates. 


Estrogenic  Substances  ( water-soluble ) 

also  known  as  Conjugated  Estrogens  ( equine ) 


5014 


Ayerst,  McKenna  & Harrison  Limited 
22  East  40th  Street,  New  York  16,  N.  Y. 
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An  Observation  on  the  Accuracy  of  Digitalis  Doses 


Withering  made  this  penetrating  observation  in 
his  classic  monograph  on  digitalis:  "The  more  I 
saw  of  the  great  powers  of  this  plant,  the  more  it 
seemed  necessary  to  bring  the  doses  of  it  to  the 
greatest  possible  accuracy.”1 

To  achieve  the  greatest  accuracy  in  dosage  and  at 
the  same  time  to  preserve  the  full  activity  of  the 
leaf,  the  total  cardioactive  principles  must  be  iso- 
lated from  the  plant  in  pure  crystalline  form  so 
that  doses  can  be  based  on  the  actual  weight  of  the 
active  constituents.  This  is,  in  fact,  the  method  by 
which  Digilanid®  is  made. 


Clinical  investigation  has  proved  that  Digilanid  is 
"an  effective  cardioactive  preparation,  which  has 
the  advantages  of  purity,  stability  and  accuracy  as 
to  dosage  and  therapeutic  effect.”2 

Average  dose  for  initiating  treatment:  2 to  4 tab- 
lets of  Digilanid  daily  until  the  desired  therapeutic 
level  is  reached. 

Average  maintenance  dose:  1 tablet  daily. 

Also  available:  Drops,  Ampuls  and  Suppositories. 

1.  Withering,  W.:  An  account  of  the  Foxglove,  London,  1785. 

2.  Rimmerman,  A.  B.:  Digilanid  and  the  Therapy  of  Congestive 
Heart  Disease,  Am.  J.  M.  Sc.  209:  33-41  (Jan.)  1945. 

Literature  giving  further  details  about  Digilanid  and  Physician's  Trial 
Supply  are  available  on  request. 


Digilanid  contains  all  the  initial  glycosides  from 
Digitalis  lanata  in  crystalline  form,  ft  thus  truly 
represents  "the  great  powers  of  the  plant”  and 
brings  "the  doses  of  it  to  the  greatest  possible 
accuracy”. 


Sandoz 

J^harmaceuticals 


DIVISION  OF  SANDOZ  CHEMICAL  WORKS,  INC. 

68  CHARLTON  STREET,  NEW  YORK  14,  NEW  YORK 


LIVERMORE  SANITARIUM 


• The  Hydropathic  Department 
devoted  to  the  treatment  of  gen- 
eral diseases,  excluding  surgical 
and  acute  infectious  cases.  Special 
attention  given  functional  and  or- 
ganic nervous  diseases.  A well 
equipped  clinical  laboratory  and 
modern  X-ray  Department  are  in 
use  for  diagnosis. 


• The  Cottage  Department  (for 
mental  patients)  has  its  own  fa- 
cilities for  hydropathic  and  other 
treatments.  It  consists  of  small 
cottages  with  homelike  surround- 
ings, permitting  the  segregation  of 
patients  in  accordance  with  the 
type  of  psychosis.  Also  bungalows 
for  individual  patients,  offering 
the  highest  class  of  accommoda- 
tions with  privacy  and  comfort. 


GENERAL  FEATURES 

1.  Climatic  advantages  not  excelled  in  United  States.  Beautiful  grounds  and  attractive  surrounding  country. 

2.  Indoor  and  outdoor  gymnastics  under  the  charge  of  an  athletic  director.  An  excellent  Occupational  Department. 

3.  A resident  medical  staff.  A large  and  well-trained  nursing  staff  so  that  each  patient  is  given  careful  individual  attention. 

Information  and  circulars  upon  request.  CITY  OFFICES' 

Address:  O.  B.  JENSEN,  M.D. 

Superintendent  and  Medical  Director  SAN  FRANCISCO  OAKLAND 

Livermore,  California  450  Sutter  Street  1624  Franklin  Street 

Telephone  313  GArfield  1-5040  GLencourt  1-5988 
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fU^.Jor  the  treatment 
of  ventricular  arrhythmias 


BEFORE 


AFTER 


Lead  II.  Ventricular  tachycardia  persist- 
ing after  six  days  of  oral  quinidine  therapy 
(8  Gm.  per  day). 


Lead  II.  Normal  sinus  rhythm  after  oral 
Pronestyl  therapy. 


Effective  in  some  patients  with  ventricular 
tachycardia  who  failed  to  respond  to  quinidine 


PRONESTYL  Hydrochloride 

Squibb  Procaine  Amide  Hydrochloride 

Squibb 


'MONCBTYL"  IB  A TOADKMAKI  OP  I.  I.  tOUIBB  A BOWS 
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RT-2.00 


Philips  Deep  Therapy 

Apparatus  meets  all  practical  requirements  with  in- 
dispensable ease  of  operation.  Unit  rating  is  20  MA— 90  to  200  KV  continuous  con- 
stant potential  with  stepless  KV,  MA  and  Mains  regulation. 


ADDED  FEATURES 
High  dose  output- 75  r/m  at  50  cms.,— 0.5  Cu  and  1.0  A1  filter. 

Effortless,  unencumbered  operation  _ tube  and  supporting  structure  delicately 
counterbalanced  with  "big-wheel”  vernier  adjustment. 

Quick-switch  high  tension- maximum  potential  reached  in  1.5  seconds. 

Small,  high  capacity  X-ray  tube_is  cleverly  suspended  for  effortless  vertical,  hori- 
zontal, lateral  and  rotational  movements.  Only  26  inches  in  length  with  enclosed 
small  cables. 

• These  and  many  other  features  you  will  want  to  see  are  described 
in  the  Bulletin  RT-200.  Send  for  your  copy  today!  See  the  RT-200 
installation  in  operation  and  in  use  by  a prominent  local  radiologist. 


WAITT-RANDOLPH  EQUIPMENT  COMPANY 

Distributors  for  North  American  Philips  Company,  Inc. 

539  E.  McDowell  Road  Medical  Arts  Building  Phoenix,  Arizona 
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PRACTICAL  RECOGNITION  AND  TREATMENT  OF  CARDIAC  ARRYTHMIAS 

STEPHEN  R.  ELEK,  M.D.* 

Los  Angeles,  California 


TOURING  the  oral  presentation  of  this  paper, 
slides  of  electrocardiograms  illustrating  the 
various  cardiac  arrhythmias  were  shown.  Since 
this  is  not  feasible  in  a written  paper,  the  section 
on  diagnosis  is  somewhat  abbreviated  and  more 
space  is  given  to  treatment.  I am  eschewing  any 
textbook  version  of  this  subject;  instead,  I am 
relying  on  practical  experience,  teaching  and  re- 
search in  this  field,  particularly  in  the  past 
decade.  I might  say  that  the  subject  of  cardiac 
arrhythmias  has  been  a hobby  of  mine  and  I am 
both  honored  and  delighted  to  discuss  it  with 
you.  I am  aiming  at  a practical  exposition  of  this 
problem  bearing  in  mind  what  one  can  do  in 
the  office  or  in  the  home. 

The  arrhythmias  to  be  discussed  are  as  follows: 

1.  Sinus  tachycardia 

2.  Sinus  bradycardia 

3.  Sinus  arrhythmia 

4.  Premature  systoles 

a.  Auricular 

b.  Nodal 

c.  Ventricular 

5.  Supraventricular  tachycardia,  which  in- 
cludes: 

a.  Auricular  tachycardia 

b.  Nodal  tachycardia 

6.  Auricular  fibrillation 

7.  Auricular  flutter 

8.  Heart  block 

9.  Ventricular  tachycardia 

10.  Ventricular  flutter  and  fibrillation 

It  is  worth  recalling  that  the  generating  im- 
pulse which  initiates  and  maintains  cardiac  con- 
traction arises  in  the  sino-auricular  (s-a)  node, 
which  is  located  in  the  right  auricle  near  the 

°From  the  Department  of  Cardiology,  University  of  Southern 
California  School  of  Medicine,  Veterans’  Administration  Hospital, 
Long  Beach,  and  Cedars  of  Lebanon  Hospital,  Los  Angeles, 
California. 

Guest  oration  delivered  at  the  59th  Annual  Meeting  of  the 
Arizona  Medical  Association  (Arizona  Chapter  American  Academy 
of  General  Practice),  May  1,  1950,  Phoenix,  Arizona. 


opening  of  the  coronary  sinus.  It  then  spreads 
to  the  auricular  muscle  and  reaches  the  auriculo- 
ventricular  (a-v)  node,  from  which  it  spreads 
to  the  common  bundle  of  His  located  in  the  up- 
per one-third  of  the  interventricular  septum.  The 
impulse  then  divides  into  the  right  and  left 
bundle  in  the  right  and  left  ventricles  beneath 
the  endocardium  and  finally  terminates  in  the 
myocardium  as  a fine  arborization  termed  the 
Purkinje  fibers.  These  specialized  areas,  such  as 
the  s-a  and  the  a-v  node  consist  of  specialized 
muscle  tissue,  not  nerve  tissue.  They  have  the 
unique  property  of  maintained  or  constantly 
functioning  irritability  and  rhythmicity.  All  por- 
tions of  the  heart  muscles  have  irritability  and 
rhythmicity  but  to  a lesser  degree  than  that  de- 
scribed for  the  above  specialized  areas. 

1.  Sinus  tachycardia: 

This  is  diagnosed  when  the  impulse  originates 
from  the  s-a  node  at  a rate  of  100-180.  Heart 
rates  above  180  are  usually  considered  to  be 
outside  the  s-a  node  because  the  rhythmicity  of 
the  latter  usually  does  not  exceed  180  beats  per 
minute.  When  in  doubt,  of  course,  an  electro- 
cardiogram (EKG)  should  be  taken;  the  pre- 
sence of  a P wave  of  normal  contour  signifies 
that  the  rhythm  is  originating  from  the  s-a  node. 
The  best  treatment  is  to  find  the  cause,  and  to 
eliminate  that,  for  there  is  no  drug  which  spe- 
cifically and  solely  slows  down  the  s-a  node. 
Digitalis,  mecholyl,  and  the  veratrum  alkaloids 
( 1 ) will  stimulate  the  vagus  or  cardioinhibitory 
nerve  but  these  drugs  are  not  used  solely  for 
sinus  tachycardia. 

2.  Sinus  bradycardia: 

This  is  diagnosed  when  the  impulse  originates 
from  the  s-a  node  at  a rate  below  60  but  usually 
not  below  30  beats  per  minute.  This  is  most 
often  a perfectly  normal  finding  and  requires  no 
treatment  at  all.  A regular  pulse  around  30  beats 
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per  minute  should  arouse  the  suspicion  of  heart 
block;  an  EKG  will  elucidate  this. 

3.  Sinus  arrhythmia: 

This  consists  of  two  types:  phasic  (varying 
with  respiration)  and  non-phasic  (not  varying 
with  respiration).  It  is  commonly  found  in  chil- 
dren and  young  adults  and  when  marked  it  may 
be  clinically  confused  with  abnormal  and  ectopic 
(that  is,  located  outside  the  normal  pacemakers) 
rhythms,  such  as  auricular  fibrillation;  indeed,  at 
times  I have  not  been  able  to  differentiate  phasic 
sinus  arrhythmia  from  auricular  fibrillation  except 
by  the  EKG.  Usually,  however,  the  presence  of 
phasic  sinus  arrhythmia  may  be  ascertained  by 
having  the  patient  hold  the  breath;  then  the  ir- 
regularity of  the  heart  beat  or  pulse  disappears 
and  resumes  again  after  breathing.  This  is  im- 
portant because,  aside  from  presenting  clinical 
confusion,  it  is  a perfectly  normal  rhythm  and 
requires  no  treatment.  It  is  caused  by  variations 
in  the  physiological  tone  or  activity  of  the  vagus 
nerve  and  commonly  disappears  in  adult  life. 
One  other  important  point  must  be  mentioned: 
an  electrocardiogram  of  phasic  sinus  arrhythmia 
may  not  infrequently  show  variations  in  the 
height  of  the  P wave  (termed  wandering  pace- 
maker within  the  s-a  node)  and  this  may  lead 
the  unwary  interpreter  to  diagnose  an  abnormal 
rhythm,  which  it  definitely  is  not. 

4.  Premature  systoles: 

Except  for  normal  sinus  rhythm,  premature 
beats  are  the  most  common  type  of  arrhythmia. 
The  patient  complains  of  a sudden  awareness  of 
the  heart  beat  or  cardiac  consciousness,  a sudden 
jumping  or  flopping  of  the  heart  and  a pause 
which  excites  a dread  as  to  when  the  next  beat 
will  start  again.  It  is  usually  not  possible  clin- 
ically to  determine  whether  the  beat  arises  in 
the  auricle,  a-v  node  or  ventricle.  In  the  electro- 
cardiogram these  have  specific  characteristics. 
The  auricular  premature  beat  is  always  preceded 
by  a P wave,  the  P-R  interval  is  greater  than  0.12 
seconds  and  the  QRS  complex  is  not  wider  than 
0.11  seconds;  in  addition,  the  premature  QRS 
complex  resembles  the  normal  QRS  complex.  The 
nodal  premature  beat  is  usually  not  preceded  by 
a P wave  although  it  may  be  followed  by  one 
(a  retrograde  P wave),  the  QRS  is  of  normal 
width  and  resembles  the  normal  or  sinus  QRS 
complexes.  Nodal  premature  beats  are  uncom- 
mon The  ventricular  extrasystole  is  never  preced- 
ed by  a P wave,  the  QRS  is  wider  than  0.11  sec- 
onds and  is  bizarre  in  appearance,  that  is,  looks 
quite  different  from  the  normal  or  sinus  QRS 


complexes.  This  is  important  to  know  for  runs  of 
premature  auricular  or  ventricular  systols  can, 
under  certain  conditions  of  myocardial  anoxemia, 
give  rise  to  auricular  tachycardia  and  fibrillation 
and  ventricular  tachycardia  and  fibrillation  re- 
spectively. 

When  premature  beats  do  not  cause  symptoms 
and  myocardial  infarction  is  not  present,  no  treat- 
ment is  required.  When  symptoms  described 
above  are  present  and  the  patient  is  disturbed 
I have  found  the  following  therapeutic  program 
most  helpful: 

( 1 ) Reassurance:  This  should  be  forceful,  con- 
vincing and  based  on  a thorough  examination. 
Patients  will  want  to  know  that  they  do  not 
cause  heart  disease  or  sudden  death  and  that  the 
heart  always  beats  again.  Extra  systoles  may 
occur  with  heart  disease  but  also  with  peptic 
ulcer  and  cholecystitis  or  other  diseases. 

(2)  Correct  any  underlying  condition,  notably 
anemia,  excessive  coffee,  tobacco  or  alcohol, 
fatigue  and  apprehension. 

(3)  Sedation  to  diminish  cardiac  conscious- 
ness and  apprehension:  Phenobarbital  and  bro- 
mides are  quite  adequate.  It  is  best  to  prescribe 
them  just  before  the  patient  has  his  symptoms 
such  as  late  in  the  afternoon,  rather  than  rou- 
tinely. 

(4)  Treatment  which  the  patient  can  perform: 
pressing  firmly  on  the  eyeballs  until  they  hurt, 
pulling  out  the  tongue  to  the  point  of  gagging, 
holding  the  head  between  the  knees,  or  an  ice 
bag  on  the  chest.  In  the  main,  I have  not  had 
too  much  success  with  these  maneuvers  but  they 
are  worth  passing  on  to  the  patient. 

(5)  Specific  treatment: 

(a)  quinidine 

(b)  papaverine 

(c)  procaine  amide  or  oral  pronestyl 
(Squibb)  (best  in  ventricular 
premature  beats) 

(d)  potassium  salts 

(e)  digitalis 

Digitalis  is  placed  last  because  in  most  pa- 
tients the  other  drugs  produce  the  desired  thera- 
peutic effect.  Any  of  them  may  be  combined 
with  phenobarbital  or  bromides.  The  matter  of 
dosage  is  considered  at  the  end  of  this  presenta- 
tion in  order  to  avoid  repetition. 

5.  Supraventricular  tachycardia: 

A run  of  three  or  more  premature  beats,  orig- 
inating from  the  auricle  or  the  a-v  node  con- 
stitutes technically  a paroxysmal  tachycardia.  If 
the  P wave  is  seen  preceding  the  QRS  complex 
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then  a definite  diagnosis  of  paroxysmal  auricular 
tachycardia  may  be  made.  However,  when  the 
rate  is  fast,  e.g.,  over  180  beats  per  minute  ap- 
proximately, the  P and  T waves  often  cannot  be 
identified.  Hence,  auricular  and  nodal  tachycar- 
dias are  grouped  under  the  heading  of  supra- 
ventricular. On  auscultation,  the  rate  is  fast, 
that  is,  180  beats  per  minute  or  more,  precisely 
regular,  its  rate  does  not  vary  with  respiration; 
if  the  rate  is  slowed  by  carotid  sinus  pressure, 
it  returns  rapidly  and  regularly  to  its  pre-carotid 
sinus  pressure  rate.  Its  clinical  distinction  from 
ventricular  tachycardia  is  listed  under  the  latter. 
I have  found  this  clinical  dictum  helpful:  a rapid 
regular  rate  is  more  common  in  the  normal  heart, 
or  the  diseased  heart  without  myocardial  infarc- 
tion, and  in  that  case  the  arrhythmia  is  presump- 
tively supraventricular. 

The  treatment  may  be  divided  in  to  therapy 
during  the  attack  and  therapy  between  the  at- 
tacks. 

Treatment  during  the  attack: 

(1)  Bed  rest:  this  is  not  obligatory  but  the 
patient  will  often  take  to  bed  anyway. 

(2)  Over  the  telephone  one  may  advise  eye- 
ball pressure,  pulling  out  the  tongue  as 
discussed  above.  An  ice  bag  on  the  chest 
is  useful  for  cold  usually  diminishes  irrit- 
ability and  rhythmicity  in  the  myocar- 
dium. Also  worth  trying  is  the  Valsalva 
maneuver,  namely,  taking  a deep  inspira- 
tion, holding  the  breath  and  exhaling 
forcefully. 

(3)  Sedation:  giving  barbiturates  or  morphine 
sulphate  is  useful  for  two  reasons: 

(a)  Apprehension  and  cardiac  conscious- 
ness are  decreased. 

(b)  Both  these  agents  sensitize  the  vagus 
nerve,  permitting  subsequent  carotid 
sinus  pressure  to  be  more  effective. 
This  is  a common  experience  and  of 
great  importance. 

(4)  Carotid  sinus  pressure:  This  area  can 
best  be  located  by  following  the  carotid 
artery  craniad  until  its  bifurcation  is 
reached.  One  not  infrequently  hears  the 
resident  physician  say  that  this  maneuver 
is  unsuccessful  when  actually  he  was  not 
pressing  on  the  carotid  sinus.  I have  found 
carotid  sinus  pressure  much  superior  to 
massage  near  the  carotid  sinus.  Since 
hemiplegia  has  been  reported  (2)  from 
bilateral  carotid  sinus  pressure,  unilateral 
pressure,  trying  one  side  at  a time,  is  re- 


commended. However,  I have  at  times, 
especially  in  the  younger  age  groups, 
stopped  the  tachycardia  with  bilateral 
pressure  after  unilateral  pressure  proved 
ineffective.  In  youngsters,  the  carotid 
sinus  is  much  less  sensitive  than  in  adults, 
so  that  premedication  or  sensitization  of 
the  vagus  nerve  with  the  medication  men- 
tioned above,  or,  in  addition  using  pro- 
stigmine,  is  essential. 

(5)  Digitalis:  For  speed  and  effectiveness  of 
action,  digitalis  is  often  unsurpassed,  par- 
ticularly the  newer  purified  glycosides 
like  digoxin  and  Lanatocide  C (Cedilan- 
id).  The  same  result  is  achieved  orally  or 
intravenously,  the  only  difference  being,  of 
course,  speed  of  action.  Since  the  patient 
with  supraventricular  tachycardia  is  grate- 
ful for  a quick  termination,  probably  in- 
travenous digitalization  is  desirable.  A 
full  digitalizing  dose  need  not  be  used;  I 
usually  give  half  a full  digitalizing  dose 
and  then  wait  fifteen  to  thirty  minutes  or 
else  apply  carotid  sinus  pressure  again, 
since  digitalis  also  produces  vagal  sen- 
sitization. With  the  older  digitalis  leaf 
preparations,  extra  digitalis  was  not  given 
until  two  weeks  had  elapsed  since  its  dis- 
continuance, allowing  that  period  of  time 
for  excretion.  However,  the  purified  gly- 
cosides are  excreted  in  from  one  to  four 
day  and  then  additional  digitalis  (puri- 
fied) may  then  be  given. 

(6)  Quinidine:  This  may  be  given  in  doses 
which  are  spread  out  or  concentrated,  de- 
pending on  the  speed  of  action  desired. 
They  may  be  spread  out  in  doses  of  3-6 
grains  every  four  hours  day  and  night  un- 
til toxic  symptoms  occur;  or,  in  doses  of 
six  grains  every  two  hours  for  five  doses, 
every  day,  the  physician  always  watching 
for  toxicity. 

Many  cardiologists  prefer  to  administer 
digitalis  before  quinidine,  since  the  for- 
mer will  slow  the  rate  even  if  it  does  not 
stop  the  tachycardia.  Stubborn  supraven- 
tricular tachycardias,  which  have  lasted 
for  days  or  weeks,  are  more  often  ter- 
minated by  digitalis  than  by  quinidine 
(3).  It  is  entirely  feasible  to  give  quini- 
dine after  the  patient  has  received  digi- 
talis. 

(7)  Neosynephrine:  Youmans  (4)  has  re- 
cently described  excellent  and  rapid  re- 
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suits  from  the  use  of  0.3-0. 1 cc.  of  1%  Neo- 
synephrine  solution  given  intravenously. 
The  average  dose  is  from  0.3-0.5  cc.  The 
aim  of  therapy  is  to  raise  the  blood  pres- 
sure, provoke  cardioinhibitory  reflexes  via 
the  aortic  arch  and  carotid  sinus  and 
thereby  slow  or  terminate  the  tachycardia. 
Cessation  of  the  arrhythmia  has  occurred ' 
within  forty-five  seconds  of  injection.  I 
can  confirm  his  results  in  a smaller  num- 
ber of  cases.  Probably  the  only  contrain- 
dication is  initial  severe  hypertension. 
With  average  doses,  no  toxic  effects  have 
occurred. 

(8)  Mecholyl:  This  is  a rapidly  acting  drug 
with  powerful  side  effects.  I never  give 
this  drug  without  having  available  at  least 
grains  1/100  of  atropine  in  a syringe,  with 
a patent  needle  and  a tourniquet  on  the 
arm,  with  a distended  vein  available  for 
immediate  injection  of  atropine  should 
the  blood  pressure  and  pulse  drop  ex- 
cessively. As  an  added  precaution,  prob- 
ably the  electrocardiogram  machine 
should  be  attached  to  the  patient.  Atro- 
pine will  quickly  counteract  the  side  ef- 
fects of  mecholyl  but  it  must  be  available. 
Recently  (5)  the  intranasal  administra- 
tion of  mecholyl  has  been  described;  the 
drug  is  freshly  dissolved,  a cotton  ap- 
plicator is  dipped  therein  and  the  applica- 
tor placed  in  one  nostril  for  several  sec- 
onds. The  side  effects  are  less  powerful 
and  the  results  are  promising. 

(9)  Magnesium  sulphate:  This  is  given  slowly 
by  vein.  It  is  not  often  used  but  Scherf 
(6)  has  described  good  results.  During 
administration,  it  is  wise  to  listen  at  the 
apex  or  check  the  attached  direct  writing 
electrocardiograph  machine  for  toxic  ar- 
rhythmias, such  as  frequent  ventricular 
premature  systoles,  have  been  described. 

(10)  Syrup  of  Ipecac:  An  old  remedy  particu- 
larly valuable  in  children,  although  the 
vomiting  induced  may  not  be  appreciated 
by  the  patient.  It  has  a wide  margin  of 
safety. 

All  the  above  drugs  and  maneuvers  act  by 
stimulating  the  vagus  nerve  or  depressing  irrit- 
ability in  the  auricular  myocardium  or  both. 

Treatment  between  the  attacks: 

( 1 ) If  rare,  no  treatment  is  needed. 

(2)  If  frequent,  one  may  use  either  quinidine 
or  digitalis  often  combined  with  daily 


sedation  (barbiturates  or  bromides).  De- 
spite these  drugs,  episodes  of  supraven- 
tricular tachycardia  may  still  recur. 

6.  Auricular  Fibrillation: 

A completely  irregular  rhythm  is  most  likely 
auricular  fibrillation;  the  rate  usually  varies  from 
100-200  beats  per  minute.  At  the  onset  or  before 
treatment,  the  ventricular  rate  is  often  faster 
than  the  pulse  rate  constituting  a pulse  deficit. 
The  irregularity  of  this  arrhythmia  is  simulated 
only  by  frequent  premature  systoles  from  differ- 
ent myocardial  foci  or  by  marked  sinus  arrhyth- 
mia and  the  distinction  is  then  made  by  the 
electrocardiogram. 

Since  only  two  drugs  are  used  in  its  treatment 
(including  both  the  paroxysmal  and  chronic 
types)  it  seems  to  be  advantageous  to  discuss 
choice  of  therapy,  that  is,  when  digitalis  or  quini- 
dine should  be  used: 

A.  Digitalis  should  be  used: 

a When  congestive  heart  failure  is  caused  by 
the  rapid  ventricular  rate. 

b When  slowing  of  a rapid  ventricular  rate 
is  desired  rather  than  abolition  of  the  ar- 
rhythmia. 

c When  quinidine  has  been  tried  and  found 
ineffective. 

B.  Quinidine  should  be  used: 

a When  abolition  of  the  arrythmia  is  desired, 
especially  after  digitalis  has  slowed  the 
rate  without  terminating  the  auricular  fib- 
rillation. 

b In  a recent  paroxysm  of  short  duration, 
particularly  when  the  heart  is  normal. 

c When  it  complicates  myocardial  infarction, 
following  anaesthesia,  after  thyroid  sur- 
gery or  febrile  disease,  and  especially  when 
in  these  circumstances  the  paroxysmal  au- 
ricular fibrillation  does  not  stop  spontane- 
ously in  a few  days. 

Patients  who  have  mitral  stenosis  and  auricular 
fibrillation  for  some  years  should  not  be  convert- 
ed to  normal  sinus  rhythm  with  quinidine  (al- 
though there  is  contrary  opinion  (7),  because 
they  usually  revert  to  auricular  fibrillation.  On 
the  other  hand,  patients  with  mitral  stenosis— 
and  they  are  most  apt  to  develop  that  arrhythmia 
—who  have  auricular  fibrillation  for  the  first  time 
should  be  digitalized  to  slow  the  rate  and  then 
given  quinidine.  If  the  patient  does  not  fibrillate 
again,  he  is  spared  taking  digitalis  for  years  to 
come.  If  he  continues  to  have  auricular  fibrilla- 
tion, then  he  will  have  to  take  digitalis. 

Whenever  congestive  heart  failure  is  present 
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due  to  the  auricular  fibrillation,  or  any  other 
cause,  then  digitalis  is  given  first  for  two  reasons: 
decompensation  alone  will  accelerate  the  heart 
rate  ( probably  because  of  the  Bainbridge  re- 
flex) and  quinidine  is  more  effective  when  the 
ventricular  rate  is  slow,  that  is,  less  than  100 
beats  per  minute. 

7.  Auricular  Flutter: 

This  is  probably  the  most  missed  arrhythmia. 
It  can  masquerade  as  sinus  tachycardia  or  supra- 
ventricular tachycardia  if  every  auricular  beat  is 
conducted  to  the  ventricle  (1:1  conduction ) or 
even  if  only  every  second  beat  is  conducted  to 
the  ventricle  (2:1  conduction).  It  can  mimic 
auricular  fibrillation  if  the  auricular  beats  are 
conducted  to  ventricle  at  irregular  rates,  that  is 
1:1,  3:1,  7:1,  and  so  on.  Even  in  the  electrocar- 
diogram, the  flutter  waves  may  not  be  detected 
unless  one  is  suspicious.  A good  clinical  rule  is 
that  any  arrhythmia,  which  does  not  respond  to 
its  customarily  appropriate  therapy  should  be 
suspected  of  being  auricular  flutter.  One  can  ob- 
tain much  diagnostic  help  by  taking  a precordial 
lead  electrocardiogram  both  before  and  after 
carotid  sinus  pressure.  The  bradycardia  or  car- 
diac stoppage  temporarily  produced  by  carotid 
pressure  will  make  the  flutter  waves  clear  in 
the  EKG. 

The  treatment  of  auricular  flutter  may  be 
outlined  thus: 

A.  Digitalize  first.  Roughly  50-70%  of  flutter 
patients  will  be  converted  to  auricular  fibrilla- 
tion. When  the  latter  occurs,  stop  digitalis 
promptly  and  about  50%  of  such  patients  will 
spontaneously  change  back  to  normal  sinus 
rhythm.  This  necessitates  slowly  increasing 
doses  of  digitalis  and  frequent  observation 
each  day  in  order  not  to  miss  the  time  when 
flutter  is  changed  to  fibrillation.  Should  more 
digitalis  than  is  needed  to  effect  this  change 
be  given,  then  the  patient  may  remain  per- 
manently in  auricular  fibrillation. 

B.  Give  quinidine  to  those  patients  who  do  not 
change  from  flutter  to  fibrillation  with  digi- 
talis, or  do  not  revert  from  fibrillation  to  nor- 
mal sinus  rhythm  spontaneously.  15-25%  ap- 
proximately of  this  group  will  change  back  to 
normal  rhythm. 

The  change  from  auricular  fibrillation  to 
normal  rhythm  without  medication  usually 
occurs  in  from  a few  hours  to  a few  days. 

The  following  case  illustrates  some  of  the 
points  mentioned  in  the  therapy  of  auricular 
flutter  and  fibrillation: 


A fifty  year  old  white  female  with  rheumatic 
heart  disease  and  mitral  stenosis,  whom  I have 
been  following  for  several  years,  developed  for 
the  first  time  on  April  1,  1950,  a rapid  and  ir- 
regular heart  rate  of  140  beats  per  minute,  dysp- 
nea, mild  orthpnea,  and  basal  pulmonary  rales. 
The  EKG  seemed  to  show  auricular  fibrillation 
but  carotid  sinus  pressure  caused  a temporary 
slowing  of  the  rate  to  disclose  (well  seen  in 
Lead  V2)  auricular  flutter.  This  was  her  first 
episode  of  congestive  heart  failure,  very  likely 
precipitated  by  the  arrhythmia.  She  immediately 
received  four  tablets  or  1.0  mgs.  of  digoxin  or- 
ally on  April  1,  1950  and  two  tablets  or  0.50  mgs. 
on  April  2,  1950.  Cardiac  compensation  was  re- 
stored and  the  flutter  converted  to  auricular 
fibrillation  on  April  3,  1950  at  a rate  of  from 
98-108  beats  per  minute.  On  April  5,  1950,  nor- 
mal sinus  rhythm  was  restored.  However,  the 
patient  still  had  fatigue  and  mild  dyspnea  and 
hence  one  tablet  of  digoxin  was  given  daily.  On 
April  10,  1950,  auricular  flutter  reappeared.  Since 
the  patient  had  already  been  digitalized,  she  re- 
ceived quinidine  grains  three  (0.1  Grams)  every 
four  hours  day  and  night.  This  was  increased  to 
grains  six  (0.2  Grams)  on  April  12,  1950  and  the 
auricular  flutter  stopped  on  April  13,  1950. 

Two  or  three  similar  episodes  of  auricular  flut- 
ter took  place  in  the  ensuing  month  lasting  about 
one  day.  Since  May  1950  she  has  been  taking 
one  tablet  of  digoxin  and  one  tablet  ( grains  3 ) of 
quinidine  four  times  a day  without  any  recur- 
rence. 

The  auricular  arrhythmias  discussed  above 
have  special  aspects  when  they  complicate  myo- 
cardial infarction  as  was  pointed  out  in  a pre- 
vious paper  given  before  the  Arizona  Medical 
Association  (8). 

8.  Heart  Block: 

This  is  a less  common  type  of  arrhythmia.  In 
the  past  five  years  I have  seen  only  two  cases  of 
complete  heart  block.  First  degree  heart  block, 
which  is  common,  consists  of  a prolongation 
of  the  P-R  interval  beyond  the  normal  of 
0.21  seconds  and  may  be  caused  by  infec- 
tions like  rheumatic  fever  and  by  drugs. 
Second  degree  heart  block  also  has  a prolonged 
P-R  interval  but  some  beats  are  not  conducted 
from  the  s-a  node  to  the  a-v  node  and  are  “drop- 
ped.” Third  degree  heart  block  consists  of  a 
complete  disassociation  between  the  auricle  and 
ventricle,  due  to  disease  in  the  a-v  node  or  high 
up  in  the  interventricular  septum,  so  that  the  P 
waves  and  QRS  complexes  have  no  causal  rela- 
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tionship.  In  third  degree  heart  block  the  ven- 
tricular rate  is  usually  about  thirty  beats  a min- 
ute. This  alone  is  not  proof  of  complete  heart 
block,  for  blocked  out,  frequent  auricular  pre- 
mature beats  may  simulate  this;  hence  the  diag- 
nosis should  be  checked  by  the  electrocardio- 
gram. 

No  specific  treatment  is  needed  for  first  and 
second  degree  heart  block  except  to  remove  the 
underlying  cause  whenever  possible.  Third  de- 
gree heart  block  requires  treatment  during  the 
stage  of  asystole  ( Stokes-Adams  syndrome ) or 
when  ventricular  arrhythmias  arise.  During  that 
time  the  patient  may  have  fainting,  dizziness  or 
syncope.  Treatment  during  the  attack  consists 
of  either  subcutaneous  adrenalin  or  paredrine 
hydrobromide  (9).  Oral  ephedrine  may  also  be 
given.  Patients  who  have  frequent  attacks  of 
syncope  should  receive  either  oral  ephedrine,  or 
better,  oral  paredrine  daily.  The  main  purpose  of 
treatment  is  to  increase  the  irritability  of  the 
ventricular  myocardium  so  that  ventricular  ejec- 
tion of  blood  to  the  brain  may  occur. 

9.  Ventricular  Tachycardia: 

This  arrhythmia  is  rare  in  the  normal  heart 
and  is  found  almost  entirely  in  the  diseased 
heart  or  as  a complication  of  myocardial  infarc- 
tion. However,  once  the  diagnosis  is  properly 
made,  institution  of  adequate  treatment  may  be 
life  saving.  Ventricular  tachycardia  is  most  often 
confused  with  supraventricular  tachycardia.  Ven- 
tricular tachycardia  differs  from  supraventricular 
tachycardia  chiefly  in  these  respects:  the  rate  is 
not  precisely  regular  and  may  vary  some  espe- 
cially during  respiration.  It  is  not  slowed  by 
carotid  sinus  pressure.  In  the  electrocardiogram, 
two  notable  distinguishing  features  are  present: 
the  width  of  the  QRS  complex  is  greater  than 
normal  (0.12  seconds  or  more)  and  the  time  in- 
terval between  two  beats  can  vary  by  as  much 
as  0.03  seconds,  whereas  in  supraventricular 
tachycardia  the  variation  is  rarely  more  than  0.01 
seconds.  This  accounts  for  the  slight  irregularity 
heard  during  auscultation  in  ventricular  tachy- 
cardia. If  the  patient  has  bundle  branch  block 
prior  to  the  onset  of  this  arrhythmia,  the  width 
of  the  QRS  complex  is  not  a useful  distinguish- 
ing feature.  Certain  clinical  symptoms  have  been 
described  such  as:  symptoms  of  palpitation  and 
dyspnea,  substernal  dull  ache  or  heavy  feeling, 
signs  of  peripheral  circulatory  failure  or  even 
congestive  heart  failure,  dizziness  and  fainting, 
but  I have  also  seen  these  symptoms  with  the 
onset  of  supraventricular  tachycardia. 


Treatment  consists  of: 

( 1 ) Pronestyl  ( Squibb  procaine  amide ) ( 10 ) : 
given  intravenously  at  a rate  no  faster 
than  1 cc.  (100  mgs.)  per  minute.  Fre- 
quent blood  pressure  recordings  should 
be  made  for  this  drug  does  induce  hypo- 
tension. It  is  probably  also  wise  to  run 
electrocardiographic  tracings  during  its 
administration  so  that  the  injection  may 
be  ceased  when  the  tachycardia  stops. 
During  anaesthesia,  this  hypotensive  side 
effect  is  less  apt  to  occur,  and  hence  pro- 
nestyl may  be  administered  faster.  The 
drug  may  also  be  given  orally.  This  is  a 
new  drug  and  has  great  promise. 

(2)  Quinidine:  Until  the  advent  of  procaine 
amide,  this  was  the  most  effective  drug 
available  when  given  in  full  doses.  Unlike 
pronestyl,  it  is  attended  by  considerable 
danger  when  given  intravenously  and  un- 
til recently  the  intramuscular  preparations 
available  were  not  too  satisfactory.  It  is 
less  expensive  than  procaine  amide. 

(3)  Morphine:  A brief  report  by  Sabathie 
(11)  claims  success  in  stopping  this  ar- 
rhythmia. I have  not  had  an  opportunity 
to  use  it. 

(4)  Papaverine:  Experimentally  (12)  this  has 
been  found  effective  but  clinically  there 
are  too  few  reports  regarding  its  use.  The 
same  may  be  said  for  atropine. 

(5)  Potassium  acetate:  This  is  worth  remem- 
bering but  probably  more  work  should 
be  done  with  it. 

(6)  Digitalis  is  usually  contraindicated:  This 
is  of  the  utmost  importance.  As  men- 
tioned before,  digitalis  works  successfully 
in  the  management  of  supraventricular 
tachycardia  and  hence  every  effort  should 
be  made  to  properly  distinguish  the  two 
arrythmias. 

10.  Ventricular  Flutter  and  Fibrillation: 

Even  though  these  are  usually  fatal  arrhyth- 
mias. reference  has  been  made  to  the  use  of  intra- 
arterial blood  transfusion  and  manual  massage  of 
the  heart  as  offering  some  hope  in  a previous 
paper  before  the  Arizona  Medical  Association 
(13). 

I should  like  to  add  a final  word  regarding 
quinidine,  which  should  have  been  mentioned 
before,  namely  the  threat  of  embolization.  Like 
others  I have  reviewed  the  literature  in  an  ex- 
tensive series  of  cases  and  have  found  that  the 
danger  of  emboli  being  loosened  as  a result  of 
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quinidine  usage  in  auricular  flutter  or  auricular 
fibrillation  has  been  over-emphasized.  Emboli 
may  occur  in  these  arrhythmias  with  or  without 
quinidine.  Furthermore,  the  problem  is  some- 
what academic  today  since  heparin  or  dicumarol 
may  readily  be  given. 

It  is  to  be  noted  that  a completed  discussion 
of  this  subject  has  not  been  presented.  Some  as- 
pects have  been  passed  over  solely  in  the  inter- 
ests of  simplicity. 


SUGGESTED  OUTLINE  OF  DOSAGES 


The  following  table  is  drawn  up  for  the  sake 
of  succintness  and  represents  what  has  been 
found  by  experience  to  be  useful  and  successful. 
The  apothecary  system  can  easily  be  translated 
into  the  metric  system  on  the  basis  of  1 grain  = 
0.065  Grams. 


1. 


2. 


Quinidine: 

a.  3 grains  every  3 hours  for  24  hours  or 
longer. 

b.  6 grains  every  2 hours  for  5 doses  for 
2-4  days. 

c.  3-6  grains  every  3 or  4 hours  day  and 
night. 

Method  b constitutes  rapid  quinidine  ad- 
ministration. The  schedule  chosen  by  the 
clinican  will  depend,  in  part,  on  the  speed 
of  action  desired  for  intramuscular  use, 
quinidine  lactate  or  gluconate  may  be  used. 
Watch  for  toxic  effects: 

a.  gastro-intestinal : nausea,  vomiting,  diar- 
rhea. 

b.  aural:  tinnitus  or  deafness. 

c.  myocardial:  ectopic  beats,  in tra- ventricu- 
lar block,  ventricular  tachycardia. 

Digitalis: 

a.  Cedilanid  ( Sandoz,  Lanatocide  C ) : 8 cc 
(1.  mg)  by  vein  is  a full  digitalizing 
dose  or  12  tablets  ( 1 tablet=0.5  mgs ) in 
48  hours.  The  daily  maintenance  dose  is 
1-3  tablets. 

b.  Digitoxin  (Digitaline  Nativelle):  1.0- 
1.25  mgs  is  a full  digitalizing  dose  by  vein 
or  5-6  tablets  (1  tablet=0.2  mgs)  in  24 
hours  by  mouth.  The  daily  maintenance 
dose  is  0. 1-0.2  mgs.  (1-2  tablets)  by 
mouth. 

c.  Digoxin  (Burroughs  and  Wellcome): 
0.75-1.0  mgs  is  a full  digitalizing  dose  or 
4-5  tablets  (1  tablet=0.25  mgs)  in  24 
hours  by  mouth.  The  daily  maintenance 
dose  is  1-2  tablets. 


Watch  for  toxic  effects: 

a.  gastro-intestinal:  nausea  and/or  vomit- 
ing. 

b.  myocardial:  premature  beats,  first  degree 
a-v  block. 

c.  eyes:  colored  or  colorless  spots  or  vision. 

3.  Papaverine: 

a.  oral:  U/2-3  grains  3 or  4 times  a day  after 
meals. 

b.  intravenous:  1-3  grains  slowly. 

4.  Procaine  amide  ( Pronestyl,  Squibb ) : 

a.  oral:  0.25-0.5  Gm  (1-2  capsules)  every 
four  to  six  hours. 

b.  intravenous:  200-1000  mgs.  slowly,  not 
faster  than  100  mgs  per  minute  ( 1 cc= 
100  mgs.). 

5.  Mecholyl: 

10-25  mgs.  given  subcutaneously.  Have  atro- 
pine ready. 

6.  Magnesium  sulphate: 

10-15  cc  of  a 25%  solution  given  slowly  by 
vein. 

7.  Syrup  of  ipecac: 

Start  with  8 cc.  If  no  effect  in  30  minutes, 
repeat  same  dose.  If  no  effect  in  45  minutes, 
give  16  cc. 

8.  In  heart  block  ( complete ) : 

a.  adrenalin  (1:1000  solution):  0.5-1. 0 cc 
subcutaneously. 

b.  ephedrine:  grains  % orally  3 times  a day. 

c.  paredrine  hydrobromide:  50  mgs  orally 
three  times  a day  or  20  mgs.  intramus- 
cularly. 

9.  Potassium  acetate  or  chloride:  2 Grams  three 
times  a day. 
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(Anesthesia),  University  of  Southern  California 
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1.  Importance  of  the  preoperative  visit  and 
evaluation  of  the  patient  physically  and 
psychologically. 

T^VERY  rational  patient  going  to  surgery  has 
considerable  concern  regarding  the  event. 
He  is  interested  in  those  who  are  going  to  per- 
form surgery  and  anesthesia.  He  of  course  usu- 
ally knows  the  surgeon,  but  he  rarely  knows  who 
will  give  him  anesthesia.  Not  infrequently  he  is 
far  more  concerned  about  the  anesthesia  than 
the  surgery.  He  wants  to  know  what  is  going  to 
be  done;  how  it  is  going  to  be  done,  is  he  going 
to  be  asleep;  how  much  is  it  going  to  hurt  or  dis- 
tress him;  how  is  he  going  to  feel  afterward.  Or- 
dinarily the  patient  will  not  ask  to  see  the  an- 
esthesiologist if  he  does  not  appear,  because  the 
patient  does  not  want  to  seem  concerned  or  ap- 
prehensive. But  all  of  us  have,  I am  sure,  ex- 
perienced and  appreciated  the  patient’s  parting 
remark  at  the  termination  of  the  preoperative 
visit:  “I  am  certainly  glad  you  came  in;  my  mind 
is  relieved  and  now  I can  get  a night’s  sleep  and 
not  worry.”  The  visit  has  in  fact  been  the  be- 
ginning of  the  premedication  since  it  tends  to 
lessen  apprehension  on  the  part  of  the  patient. 
Therefore  two  important  things  have  been  ac-; 
complished:  physician-patient  relation  has  been 
established,  and  the  confidence  of  the  patient  in 
the  physician  has  been  secured. 

Equally  important,  however,  is  the  factual 
knowledge  the  anesthesiologist  secures  which  en- 
ables him  to  formulate  a basis  for  a deliberate, 
objective  evaluation  of  the  best  anesthetic  or 
combination  of  anesthetics  to  be  employed.  What 
are  some  of  those  facts  that  are  so  useful. 

(a)  History  of  previous  surgery— how  the  pa- 
tient reacted  to  his  surgery  and  anesthesia  and 
medication. 

(b)  Any  specific  fears  or  interdictions  regard- 
ing any  particular  anesthesia. 
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( c ) Any  known  or  suspected  allergic  reactions 
to  previously  administered  drugs. 

(d)  History  of  any  respiratory  or  circulatory 
abnormalities  or  peculiarities.  How  often  does 
the  patient  say:  “I  forgot  to  tell  doctor  so-and-so, 
and  probably  it  isn't  important,  but  as  a child  I 
had  very  severe  asthma  or  shortness  of  breath,”— 
or  some  other  danger  sign  to  be  considered.  You 
know  as  well  as  I that  it  happens  all  too  often. 

The  history  is  of  course  always  reviewed  be- 
fore the  visit,  because  a few  well-chosen  com- 
ments indicating  prior  knowledge  of  the  patient 
goes  a long  way  in  assuring  the  patient  that  you 
are  truly  interested  in  him.  After  the  visit  notes 
are  made  on  the  patient’s  chart  indicating  any 
additional  history  and  pertinent  facts. 

(e)  A physical  examination  is  performed,  par- 
ticularly of  the  respiratory  and  circulatory  sys- 
tems, and  variations  from  those  on  the  ward,  if 
any,  noted.  It  may  have  been  a week  or  more 
since  the  surgeon  last  saw  the  patient,  and  oc- 
casionally things  happen  in  a week. 

( f ) Of  particular  importance  is  pre-knowledge 
of  the  patient’s  quantity  of  hemoglobin,  since  a 
transfusion  order  is  much  better  accomplished 
the  night  before  than  as  an  emergency  in  sur- 
gery. The  presence  of  abnormal  urine  findings 
may  modify  the  choice  of  anesthesia  and  may  in 
certain  cases  require  investigation. 

From  the  above  considerations  it  becomes  ap- 
parent that  we  may  now  begin  to  consider  the 
problems  of  satisfactory  premedication  and 
evaluate  the  desirability  of  a variety  of  suitable 
anesthetic  agents  and  methods. 

2.  Choice  of  premedication. 

Premedication  rationally  prescribed  is  based 
on  two  factors:  (a)  the  patient’s  history  and 
physical  examination,  and  (b)  anesthetic  to  be 
employed.  One  must  therefore  formulate  the 
anesthesia  before  writing  premedication  orders. 
If  the  case  is  an  emergency  to  be  done  immedi- 
ately, the  employment  of  intravenous  premedica- 
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tion  should  be  seriously  considered,  and  in  my 
opinion  is  ordinarily  most  satisfactory,  particu- 
larly if  any  element  of  shock  is  present  or  anti- 
cipated. 

Premedication  has  four  desirable  ends:  (1)  to 
allay  apprehension,  (2)  decrease  pain,  (3)  sup- 
press undesirable  reflexes,  suppress  the  produc- 
tion of  secretions  and  reduce  oxygen  demands, 
and  (4)  counteract  undesirable  side  effects  of 
anesthetic  agents.  Ordinarily  these  are  accom- 
plished by  appropriate  dosages  of:  (a)  a bar- 
biturate to  allay  apprehension  and  decrease 
metabolism,  (b)  a narcotic  to  reduce  pain  and 
allay  apprehension  and  further  reduce  metabolic 
oxygen  requirements,  and  (c)  a belladonna 
derivative  to  depress  reflexes,  and  if  scopolamine 
is  used,  to  further  allay  apprehension  and  also  to 
provide  amnesia. 

Which  and  how  much  of  these  drugs  is  to  be 
used  depends  upon  the  age,  metabolic  rate 
known  or  estimated,  physical  state  and  allergic 
history  of  the  patient,  and  as  I have  already 
noted,  the  anesthetic  to  be  given.  Regarding  the 
anesthetic  the  following  is  generally  true:  if  a 
general  anesthetic  is  to  be  given  one  usually 
goes  light  on  those  drugs  that  depress  respira- 
tion and  heavy  on  those  that  depress  reflexes. 
If  spinal  or  regional  are  used,  then  cortical  de- 
pression is  desirable  and  reflex  depression  not 
so  necessary.  It  should  always  be  remembered 
that  more  of  any  of  the  premedicating  drugs  can 
be  added  intravenously  if  necessary  to  take  care 
of  emergency  changes  in  plans  or  procedures 
but  that  an  overdose  can  not  be  readily  com- 
batted. Particular  care  is  necessary  in  the  case 
of  the  very  young  or  very  old  and  in  case  of 
metabolic  abnormality. 

The  child  up  to  the  age  of  about  one  year  does 
not  require  heavy  premedication.  All  that  is  de- 
sirable is  a reduction  of  secretions  and  reflexes. 
This  can  be  accomplished  with  atropine  in  doses 
of  1/800  gr.  to  1/600  gr.  Many  anesthetists  do 
not  consider  premedication  of  any  sort  required 
in  this  age  group. 

After  one  year  psychic  awareness  becomes 
more  acute  and  reactions  of  an  indeterminable 
nature  are  more  prone  to  occur  due  to  changes 
in  environment  and  because  of  unfamiliar  per- 
sonnel. Small  doses  of  a rapid  acting  barbitur- 
ate given  rectally  tend  to  lessen  apprehension 
and  fright.  Gr.  Vz  to  1 Seconal  in  the  form  of  a 
suppository  may  be  used  P/2  hours  before  sur- 
gery. Atropine  grs.  1/600  to  1/300  is  given  ap- 


proximately 45  minutes  before  surgery.  This 
type  of  premedication  may  be  employed  up  to 
approximately  the  age  of  five  or  six. 

In  very  agitated  children,  or  where  basal  nar- 
cosis is  required,  pentothal  in  a 10  per  cent  solu- 
tion administered  in  quantities  of  not  more  than 
0.2  cc.  per  pound  of  body  weight  ( 4 cc.  kg. ) by 
rectum  is  very  satisfactory.  This  is  satisfactory 
in  children  up  to  50  pounds  ( 23  kg. ) since  not 
more  than  1 Gm.  of  drug  should  be  employed. 

Avertin  ( tribromethanol  in  amylene  hydrate) 
solution  may  be  employed  in  the  very  young 
with  considerable  success.  In  these  instances 
perhaps  as  much  as  120  mg./kg.  may  be  needed. 
This  preparation  may  be  given  to  patients  of  any 
weight  or  age.  It  is  essential  that  the  basal 
metabolic  rate  of  the  patient  be  known  or  esti- 
mated. Today  this  drug  is  used  very  little  except 
for  children,  and  since  the  B.M.R.  of  a child  can 
only  be  estimated  it  is  best  that  the  Avertin 
solution  be  given  fractionally,  say  one-half  the 
calculated  dose,  then  after  ten  minutes  more  is 
added,  if  required,  so  that  no  more  is  given  than 
is  necessary  for  the  desired  result. 

Both  rectal  pentothal  and  Avertin  are  useful 
for  doing  many  studies  on  children  not  involving 
surgery  as  such,  X-ray  studies,  cardiac  catheter- 
ization, encephalograms,  pneumoencephalo- 
grams, etc.  An  enema  should  always  precede  the 
drugs  and  atropine  in  approximate  dosages  also 
employed. 

In  children  over  five  years  of  age  I employ 
demerol  in  doses  of  25  to  50  mg.,  depending  on 
age  and  condition,  instead  of  a rectal  barbitur- 
ate. In  addition,  scopolamine  grs.  1/300  to  1/200 
is  given  instead  of  atropine.  This  combination  of 
demerol  and  scopolamine  is  very  satisfactory  in 
providing  a quiet  and  cooperative  child.  Just 
when  a child  becomes  an  adult  from  a premed- 
ication point  of  view  is  difficult  to  determine. 
From  about  10  to  15  years  of  age  the  metabolic 
rate  is  high  and  a great  deal  more  premedication 
may  be  required  than  might  be  desirable  from 
an  age  consideration  alone.  Seconal  or  pento- 
barbital may  be  employed  orally  in  doses  of  gr. 
% to  gr.  P/2  in  older  children  and  should  be  given 
1 to  IV2  hours  before  surgery. 

From  about  15  years  of  age  to  approximately 
65— always  remembering  metabolic  rate  and 
physical  condition  the  triad  of  a barbiturate— a 
narcotic  and  a belladonna  derivative  are  used 
in  appropriate  doses.  Seconal  grs.  P/2  to  3 or 
pentobarbital  in  the  same  quantities  IV2  hours 
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before  surgery  with  demerol  100  to  150  mg.  or 
morphine  gr.  1/6-1/4  and  scopolamine  gr. 
1/100  to  1/150  one  hour  before  surgery  are  most 
commonly  used.  There  is  one  notable  exception, 
and  that  is  in  the  care  of  a patient  undergoing 
a Cesarean  section.  These  patients  are  unpre- 
medicated  except  for  a belladonna  derivative  if 
inhalation  anesthesia  is  to  be  employed.  Such 
patients  are  given  any  indicated  sedation  intra- 
venously after  the  baby  is  delivered.  It  is  amaz- 
ing how  many  women  will  undergo  the  complete 
surgery  of  a Cesarean  under  spinal  anesthesia 
totally  unpremedicated  and  unsedated  with  the 
proper  encouragement  and  assurances  of  the 
anesthetist. 

When  a patient  reaches  the  age  of  approxi- 
mately 65,  the  dosage  of  premedicating  drugs 
should  be  reduced.  The  metabolic  rates  of  these 
patients  are  low,  their  vascular  respiratory  re- 
serve is  reduced  as  a general  rule,  and  frequently 
even  small  doses  of  sedatives  and  narcotics  pro- 
duce au  undesirable  depression.  In  these  patients 
barbiturate  dosage  should  be  reduced  to  seconal 
gr.  3A  (or  equivalent  dosage  of  other  prepara- 
tions). Demerol  is  less  depressing  than  is  mor- 
phine and  is  substituted  for  morphine  for  all 
patients  in  this  age  group  who  are  not  suffering 
from  acute  traumatic  pain. 

Atropine  is  the  belladonna  derivative  used  for 
these  patients  since  in  this  age  group,  as  with 
the  very  young,  scopolamine  causes  excessive 
restlessness  in  many  instances.  Demerol  is  25  to 
75  mg.  doses  and  atropine  gr.  1/200  are  most 
often  employed. 

In  emergency  cases  premedication  can  be  giv- 
en intravenously;  in  fact,  because  of  the  cer- 
tainty of  the  absorption  of  the  dose  and  the  pre- 
dictability of  the  time  of  the  effects,  many  an- 
esthesiologists prefer  to  give  all  premedication 
by  this  route.  Morphine  and  demerol  have  their 
maximal  depressing  effects  in  less  than  ten  min- 
utes after  intravenous  administration.  Analgesia 
is  about  maximal  in  fifteen  minutes.  Pentobar- 
bital may  also  be  given  intravenously  to  the  de- 
sired degree  of  narcosis  very  satisfactorily.  The 
amounts  of  drugs  given  by  this  route  are  reduced 
over  that  given  intramuscularly  except  for  the 
belladonna  fraction  whose  dosage  remains  the 
same. 

The  practice  of  “stealing  thyroids”  with  basal 
narcosis  with  Avertin  has  almost  disappeared  and 
in  fact  the  use  of  Avertin  for  any  purpose  for 
adults  is  very  rare.  The  reason  for  this  is  the  un- 


predictability of  the  degree  of  both  respiratory 
and  circulatory  depression  and  duration  of  nar- 
cosis with  Avertin.  The  more  satisfactory  intra- 
venous sedation  with  pentothal  or  surital  (thio- 
analog  of  seconal)  has  almost  entirely  replaced 
Avertin  for  basal  narcosis  in  the  adult  when  such 
is  requ  ired. 

There  are  other  drugs  that  may  be  used  for 
premedication  or  basal  sedation  in  special  in- 
stances. • 

Intravenous  alcohol  in  5 or  10  per  cent  con- 
centration in  glucose  may  be  used  to  stabilize 
alcoholics.  Paralydehyde  or  choral  hydrate  may 
be  used  in  cases  of  acute  mania  or  other  allergic 
reaction  to  the  usual  premedicatiou  drug. 

The  premedication  of  brain  surgery  cases  pre- 
sents no  serious  problem  today.  Demerol,  ap- 
parently, does  not  tend  to  cause  an  increase  of 
intracranial  pressure  in  therapeutically  effective 
doses  as  morphine  is  said  to  do. 

Severe  toxic  thyroid  cases  must  be  heavily  pre- 
medicated frequently  but  can  be  brought  to  sur- 
gery with  pentothal  intravenously. 

In  cases  where  shock  is  present  it  is  almost 
mandatory  to  give  premedication  intravenously 
to  assure  effect,  since  there  may  be  a depot  of 
drug  in  the  tissues  due  to  failing  circulation. 
Later  a severe  depression  may  result  as  the  cir- 
culation improves  and  the  depot  of  drug  is  re- 
leased into  the  circulation. 

3 Choice  of  anesthesia. 

The  most  commonly  employed  anesthesia  for 
infants  and  children  is  open  drop  ether,  or  ether 
insufflation  with  air  as  the  vehicle.  Ether  as  an 
agent  is  well  tolerated  but  the  method  of  admin- 
istration can  be  improved  by  supplementing  the 
ether-air  mixture  with  oxygen  in  the  case  of  the 
open  drop  technique  or  by  substituting  oxygen 
for  air  in  the  insufflation  techniques.  An  ether-air 
anesthetic  always  produces  a reduction  in  the 
inspired  oxygen  and  consequently  in  a reduction 
of  the  alveolar  oxygen  tension  by  a fraction  pro- 
portioned to  the  concentration  of  ether  vapor 
according  to  Dalton’s  law.  While  it  is  true  ether 
causes  stimulation  of  respiration,  it  is  also  very 
probable  that  part  of  the  stimulation  in  the  case 
of  ether-air  anesthesia  is  the  result  of  hypoxia. 

Ether  anesthesia  for  children  is  usually  in- 
duced with  Divinyl  ether  or  ethyl  chloride  be- 
cause of  their  rapid  action.  Oxygen  should  also 
be  used  with  these  drugs  because  there  is  no 
doubt  that  the  convulsions  occasionally  seen 
with  Divinyl  ether  and  the  cardiac  arrests  re- 
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ported  from  ethyl  chloride  are  hypoxic  in  origin. 

Rectal  pentothal  plus  nitrous  oxide-oxygen— 
the  oxygen  percentage  kept  above  20  volume  per 
cent— can  be  employed  for  infants  and  children 
with  considerable  satisfaction  in  many  instances, 
particularly  in  orthopedic  surgery,  neurosurgery, 
and  plastic  surgery.  Rectal  pentothal  plus  topical 
anesthesia  can  be  used  for  eye  surgery  with 
success. 

Cyclopropane  is  mandatory  for  the  induction 
of  cases  with  Tetrology  of  Fallot  for  the  Blalock 
operation  since  it  allows  a very  rapid  induction 
with  high  oxygen  concentration  of  the  inspired 
gases. 

When  properly  premedicated,  the  use  of  spinal 
and  regional  anesthesia  for  surgery  on  children 
is  entirely  practical.  Great  care  must  be  exercised 
not  to  use  toxic  quantities  of  drug  or  excessive 
concentrations.  One-half  per  cent  procaine  solu- 
tions for  regional  is  adequate.  One  mg.  of  pro- 
caine for  every  1 kg.  of  body  weight  is  adequate 
for  spinal,  and  the  spinal  drug  should  be  diluted 
to  not  more  than  a 2 per  cent  solution  with  spinal 
fluid  before  injection. 

Because  of  the  relatively  high  metabolic  rate 
of  children  no  hypoxia  should  be  permitted.  En- 
dotracheal anesthesia  may  be  safely  employed 
to  insure  the  airway  provided  care  is  taken  to 
prevent  laryngeal  edema  from  too  large  a tube 
or  from  trauma  as  a result  of  rough  technique. 
If  a circle  anesthetic  gas  machine  is  employed  it 
is  desirable  to  assist  inspiration  slightly  by  gentle 
rhythmic  compression  of  the  breathing  bag  to 
reduce  respiratory  effort  of  the  small  patient  to 
a minimum,  since  labored  respiration  for  any 
period  of  time  may  well  result  in  collapse  of 
respiration  and  circulation. 

During  prolonged  anesthesia  careful  watch 
should  be  kept  on  the  rectal  temperature  altera- 
tions in  either  direction  from  normal  and  be  cor- 
rected. 

The  choice  of  anesthesia  for  adults  depends 
upon  many  factors  controlled  by  the  patient,  sur- 
geon, or  anesthetist.  The  patient  is,  of  course, 
the  most  important  control.  Generally  most  pa- 
tients will  accept  whatever  anesthetic  their  sur- 
geon and  anesthetist  feel  is  best.  Under  no  cir- 
cumstances should  a patient  be  given  an  anesthe- 
tic he  does  not  want,  particularly  a spinal  an- 
esthetic, unless  it  is  absolutely  necessary. 

The  majority  of  patients  are  perfectly  able  to 
take  any  of  a variety  of  anesthetics,  but  as  has 
been  pointed  out,  it  is  essential  that  a physiolog- 


ical and  physical  assay  be  made  before  any  pa- 
tient is  anesthetized  by  any  agent  and  method. 

The  majority  of  surgeons  will  accept  the  an- 
esthetic chosen  by  the  anesthetist.  The  anesthe- 
tist should,  however,  always  try  to  choose  the 
type  of  anesthesia  most  suited  to  the  surgeon  if 
there  is  no  reason  why  such  can  not  be  employed. 
In  other  words,  the  choice  should  be  a coopera- 
tive effort.  If  for  any  reason  there  is  a difference 
of  opinion  this  can  almost  always  be  resolved 
by  a review  of  the  patient  and  his  record  by  the 
surgeon  and  anesthetist  together. 

It  is  the  opinion  of  most  anesthesiologists  that 
spinal  anesthesia  should  not  be  used  for  the 
shocked  patient  or  one  who  may  go  into  shock. 
Spinal  anesthesia  is  also  best  avoided  in  patients 
with  concealed  hemorrhage  such  as  ruptured 
ectopic  pregnancies. 

Regional  anesthesia  is  ideal  for  the  patient  in 
shock,  if  he  must  receive  surgery.  Cyclopro- 
pane is  the  anesthetic  of  second  choice.  Intra- 
venous morphine  or  demerol  and  nitrous  oxide- 
oxygen  may  be  employed,  using  a minimum  of 
pentothal.  Deep  ether  anesthesia  is  to  be  avoided. 

A word  of  caution  regarding  general  anes- 
thesia in  the  emergency  case  is  in  order.  Try  to 
ascertain  how  long  before  injury  or  the  onset  of 
the  acute  process  the  patient  has  had  food.  In- 
variably gastric  function  stops  after  injury  or 
with  severe  acute  pain.  It  is  very  important  that 
the  stomach  be  emptied  if  undigested  food  is 
reasonably  suspected  to  be  present.  More  trag- 
edies have  occurred  from  the  vomiting  of  food 
by  emergency  patients  during  some  phase  of  an 
inhalation  anesthesic  with  aspiration  into  the 
lungs  of  an  undetermined  quantity  of  the  ma- 
terial than  from  any  other  factor  due  to  anes- 
thesia. It  may  be  unkind  to  subject  the  injured 
or  acutely  ill  patient  with  a full  stomach  to 
gastric  lavage  or  emesis,  but  in  actual  fact  he 
will  invariably  vomit  sooner  or  later  and  it  is 
better  that  it  be  done  under  controlled  conditions. 

Theoretically,  the  anesthetist  should  be  expert 
with  all  techniques.  This  is  not  always  the  case 
for  a variety  of  reasons.  The  inexperienced  an- 
esthetist should  not  attempt  new  or  unfamiliar 
methods  without  experienced  guidance.  This  he 
owes  to  the  patient. 

The  aged  patient,  as  the  very  young  patient, 
requires  special  consideration.  The  aged  patient 
has  lost  a very  large  part  of  the  respiratory  and 
vascular  adaptability  that  is  possessed  by  the 
patient  of  less  years.  It  is  therefore  extremely 
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important  that  respiratory  and  vascular  depres- 
sion be  avoided.  In  this  age  group  utilization  of 
multiple  agents,  avoiding  the  undesirable  char- 
acteristics and  taking  advantage  of  the  desirable 
ones,  is  best  employed.  Regional  anesthesia  with 
light  sedation  can  be  used  for  many  procedures. 
Nitrous  oxide-oxygen  and  very  small  doses  of 
demerol  intravenously  provide  excellent  anes- 
thesia for  many  patients.  Spinal  anesthesia,  if  a 
unilateral  type  can  be  used,  is  very  satisfactory, 
particularly  for  fractured  hips.  Deep  anesthesia 
should  be  avoided  where  possible.  Small  doses 
of  curare  can  be  employed  to  secure  adequate 
relaxation  with  a minimum  of  undesirable  de- 
pression, with  very  light  general  anesthesia. 

Certain  principles,  then,  should  be  observed 
in  the  choice  of  anesthesia,  namely: 

(a)  There  is  no  such  thing  as  choosing  an- 
esthesia for  a particular  type  of  surgery— an- 
esthesia is  chosen  for  the  patient  only.  It  is  true 
that  most  patients  can  take  any  number  of  a 
variety  of  anesthetics  without  any  noticeable 
difference,  and  in  these  the  most  convenient  an- 
esthetic for  the  surgeon  should  be  employed,  but 
in  certain  cases  no  compromise  should  be  made. 

(b)  No  patient  should  be  given  an  anesthetic 
he  does  not  want  or  is  afraid  of.  This  is  par- 
ticularly true  of  spinal  anesthesia.  Most  patients 
want  to  be  asleep  during  surgery  and  frequently 
a spinal  will  be  accepted  if  the  patient  is  assured 
he  will  be  asleep. 

(c)  If  a patient  states  in  all  seriousness  he  will 
never  wake  up  if  he  is  given  a general  anesthetic 


and  that  he  is  going  to  die  on  the  table,  cancel 
the  surgery  or  at  least  decline  the  responsibility 
of  giving  the  anesthetic,  because  the  patient  is 
right  in  about  95  per  cent  of  the  cases. 

(d)  The  facts  must  be  faced  that  all  anes- 
thetics are  potent  protoplasmic  poisons.  They 
constitute  some  of  the  most  potent  drugs  in  the 
pharmacopia  and  it  is  indeed  unwise  to  take 
lightly  the  responsibility  for  their  administration. 

Conclusion. 

It  is  not  good  anesthesia  merely  to  have  a 
patient  survive  an  anesthetic;  fortunately  most 
patients  will  survive  no  matter  how  poorly  chos- 
en or  administered  is  the  anesthesia.  Failure  to 
properly  evaluate  the  importance  of  anesthesia  in 
the  past  is  why  we  are  now  struggling  to  revive 
this  branch  of  medicine  from  the  status  of  a 
technical  maneuver  to  which  it  had  degenerated. 
The  function  of  an  anesthesiologist  is  to  so  choose 
and  administer  an  anesthetic  that  the  patient  is 
no  worse  off  for  having  received  it  and,  if  pos- 
sible, as  is  often  the  case,  by  fulfilling  his  corol- 
lary duties  of  providing  adequate  hydration, 
electrolytes,  and  blood  replacement,  that  the 
patient  is  actually  improved  after  surgery  over 
his  preoperative  condition. 

An  anesthetic  well  given  therefore  starts  with 
an  adequate  preoperative  evaluation  of  the  pa- 
tient derived  from  personal  contact  with  him, 
with  a review  of  his  history  and  a physical  exam- 
ination, is  continued  by  intelligent  preoperative 
medication,  and  terminated  by  finally  admin- 
istering the  actual  surgical  anesthesia. 
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THE  SELECTION  OF  ANESTHESIA  FOR  THE  CARDIAC  PATIENT* 

AUDREY  GLENN  URRY,  M.D. 

Phoenix,  Arizona 


The  selection  of  anesthesia  for  patients  with 
cardiac  disease  has  always  presented  a problem. 
Many  of  these  patients  are  geriatric  subjects  to 
whom  a major  operative  procedure  plus  the 
trauma  of  anesthesia  may  lead  to  an  unfavorable 
outcome1.  We  do  not  delude  ourselves  that  an- 
esthesia is  not  trauma. 

In  the  modern  concept  of  anesthesia  it  is  not 
considered  enough  merely  to  keep  the  patient 
alive  on  the  operating  table  and  to  get  him  back 
to  his  room.  The  anesthetic  should  be  so  chosen 
and  conducted  as  to  give  the  patient  the  best 
possible  chance  of  recovery.  The  anesthetic 
agent  and  technique  should  be  the  one  most 
physiologically  sound  for  the  individual  patient. 
This  choice  is  arrived  at  by  taking  into  con- 
sideration the  pharmacology  of  the  agents  used 
and  the  physiological  state  of  the  patient  at  the 
time  of  operation.  Deaths  which  occur  in  the 
first  post-operative  days  may  be  due  to  the  way 
in  which  the  anesthesia  was  conducted.  The  pa- 
tient may  be  so  weakened  by  the  bad  effects  of 
the  anesthesia  that  his  downhill  course  is  accen- 
tuated and  ends  in  his  death1. 

In  minor  surgery  where  little  or  no  relaxation 
is  required  the  choice  of  anesthesia  is  local  in- 
filtration or  a regional  block.  This  produces  the 
least  metabolic  effect  upon  the  patient.  When 
this  is  not  practical,  he  may  be  given  small  doses 
of  pentothal  as  a basal  anesthesia  supplemented 
with  nitrous  oxide,  and  oxygen  in  large  concen- 
tration to  provide  analgesia.  He  may  receive  a 
regional  block  for  analgesia  and  pentothal  in 
small  doses  to  increase  his  comfort.  Oxygen 
should  always  be  given.  This  type  of  anesthesia 
is  hardly  sufficient  for  some  types  of  intra-ab- 
dominal surgery.  There  remains  for  these  cases 
inhalation  or  spinal  anesthesia. 

The  types  of  heart  diseases  most  commonly 
encountered  are  coronary  artery  insufficiency, 
cardiac  decompensation  and  hypertension. 

CORONARY  INSUFFICIENCY 

The  patient  with  coronary  artery  disease  is 
usually  apprehensive  about  his  heart,  since  he 
has  had  painful  attacks.  These  people  must  re- 
ceive adequate  premedication  to  allay  their  fears 
but  they  must  not  be  over  sedated.  The  doses  of 

0Read  before  the  Staff  of  the  Good  Samaritan  Hospital, 
March,  1950. 


medicine  must  be  individualized  after  separate 
evaluation  of  each  case.  Routine  orders  should 
never  be  given  for  these  patients.  If  the  patient 
is  excessively  nervous  he  may  be  put  to  sleep 
with  some  pentothal  before  he  enters  the  oper- 
ating room. 

Four  chief  dangers  are  to  be  avoided  in  pa- 
tients with  real  or  potential  coronary  insuffici- 
ency 

( 1 ) Anoxia  of  the  cardiac  muscle  must  be 
prevented  during  a fall  of  the  diastolic  blood 
pressure  since  the  diastolic  pressure  level  deter- 
mines the  coronary  artery  blood  flow. 

( 2 ) A high  oxygen  concentration  must  be 
maintained. 

(3)  The  muscular  exertion  of  the  excitement 
stage  must  be  avoided  because  of  the  possibility 
of  coronary  spasm  with  occlusion  and  myocardial 
infarction.  This  may  be  overcome  by  the  use  of 
rapid  acting  agents  such  as  pentothal  for  induc- 
tion. 

( 4 ) Avoid  an  overload  to  the  circulation  due  to 
the  administration  of  large  amounts  of  fluids1. 

Spinal  anesthesia  is  contraindicated  in  most 
cardiac  cases  because  of  the  tendency  to  pro- 
duce a drop  in  pressure.  Vasopressor  drugs  and 
oxygen  may  bring  the  pressure  back  but  a severe 
drop  of  the  blood  pressure  may  produce  dis- 
astrous results  before  it  is  remedied. 

For  intra-abdominal  surgery  there  are  several 
method  of  obtaining  relaxation  while  fulling  the 
four  conditions  just  mentioned. 

( 1 ) One  excellent  method  of  doing  this  is 
with  an  intercostal  block  done  while  the  patient 
is  asleep  with  pentothal  oxygen,  or  pentothal— 
nitrous-oxide-oxygen.  If  the  surgery  is  in  the 
lower  abdomen  a field  block  may  be  done  or  the 
muscle  infiltrated  with  one  percent  procain.  This 
may  completely  eliminate  the  necessity  for  the 
use  of  curare  or  ether. 

(2)  The  blocks  or  infiltrations  may  also  be 
used  with  pentothal  induction  and  cyclopropane. 
This  produces  relaxation  and  eliminates  the  need 
for  deeper  anesthesia. 

(3)  Ether  in  small  quantities  added  to  cyclo- 
propane after  pentothal  induction  is  very  useful. 
It  provides  high  oxygen  concentration,  a pleasant 
quick  induction,  and  the  ether  stabilizes  the 
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heart  rhythm  and  provides  relaxation.  The  pa- 
tient will  be  unaware  that  he  has  had  any  ether 
because  the  quantities  used  are  small. 

For  any  of  these  combinations  a small  amount 
of  curare  may  be  used.  I should  like  to  add  here 
a word  of  caution  about  the  use  of  curare.  When 
adequate  relaxation  can  be  obtained  by  other 
means  such  as  infiltration,  block,  or  the  addition 
of  small  amounts  of  ether,  the  use  of  curare 
should  be  very  limited.  It  is  important  to  main- 
tain ihe  mechanics  of  the  respiration  to  produce 
the  proper  filling  of  the  right  heart.  The  proper 
filling  of  the  heart  is  necessary  to  maintain  the 
cardiac  output,  coronary  circulation  and  blood 
pressure.  During  inspiration,  by  the  elevation  of 
the  ribs  and  descent  of  the  diaphragm  a negative 
pressure  is  created  inside  the  chest,  which  is 
transmitted  to  the  right  heart.  This  negative 
pressure  plays  a very  important  part  in  cardiac 
filling,  therefore  on  the  cardiac  output  and  the 
maintenance  of  blood  pressure.  Except  when 
dealing  with  a very  flabby  individual,  enough 
curare  to  produce  abdominal  relaxation  will  par- 
alyze the  intercostal  muscles.  At  least  half  of  the 
negative  pressure  produced  by  the  inspiratory 
movements  will  be  lost.  The  chest  may  be  in- 
flated by  pressure  on  the  breathing  bag  of  the 
gas  machine  to  provide  adequate  ventilation  but 
the  positive  pressure  required  to  inflate  the  chest 
is  also  transmitted  to  the  right  heart  and  pre- 
vents the  adequate  filling,  to  some  degree.  This 
degree  is  insignificant  in  the  normal  or  near  nor- 
mal individual  but  may  have  a definite  weaken- 
ing effect  upon  the  patient  with  coronary  artery 
insufficiency  or  hypertension. 

CARDIAC  DECOMPENSATION 

In  dealing  with  cardiac  decompensation  we  are 
concerned  chiefly  with  pulmonary  edema.  The 
etiology  is  controversial.  The  problem  of  the 
anesthesiologist  is  to  alleviate  the  symptoms  of 
pulmonary  edema  or  avoid  aggravation  of  those 
already  present1.  In  this  group  are  the  younger 
patients  of  the  rheumatic  heart  disease  group. 
These  patients  have  a history  of  cardiac  decom- 
pensation or  signs  and  symptoms  of  its  presence. 
Those  who  show  findings  which  suggest  that  an 
overload  to  the  circulatory  system  might  pre- 
cipitate decompensation  must  be  included  in 
this  category.  Dyspnea  on  exertion,  ankle  edema 
and  orthopnea  are  the  most  prominent  symptoms 
and  basal  rales  may  be  found  on  ausculation1. 

The  choice  of  anesthesia  in  this  group  of  pa- 
tients is  spinal.  This  conclusion  is  based  upon 


the  work  of  Sarnoff  and  Farr2  in  using  spinal 
anesthesia  for  the  treatment  of  pulmonary  edema 
in  cardiac  decompensation. 

These  investigators  chose  patients  admitted  to 
the  hospital  in  severe  cardiac  failure  with  pul- 
monary edema  as  the  predominant  symptom 
causing  distress.  Spinal  anesthesia  was  given  to 
cause  peripheral  dilatation  of  blood  vessels  and 
muscular  relaxation  in  the  caudad  portion  of  the 
body.  Some  of  the  blood  is  trapped  there,  reduc- 
ing the  circulating  blood  volume  and  load  on  the 
heart.  The  anesthesia  acts  as  a bloodless  phle- 
botomy in  the  same  manner  as  applying  tourni- 
quets to  the  extremities.  There  is  a reduction  in 
the  venous  return  to  the  heart  which  aids  in 
correction  of  the  imbalance  between  the  right 
and  left  heart.  This  facilitates  return  of  fluid  in 
the  lungs  to  the  general  circulation  and  relieves 
the  pulmonary  congestion.  Other  accepted 
medical  treatment  was  carried  out  at  the  same 
time1-2. 

When  surgery  is  to  be  done  below  the  dia- 
phragm spinal  anesthesia  is  a good  choice.  If 
the  operation  is  to  be  a prolonged  one  the  frac- 
tional technique  may  be  carried  out. 

In  the  patient  who  presents  pulmonary  edema, 
general  anesthesia  of  sufficient  depth  to  provide 
relaxation  may  precipitate  severe  cardiac  failure 
with  marked  increase  in  the  pulmonary  edema. 
In  some  cases  though  the  patient  may  go  through 
surgery  and  the  operative  day  with  no  increase 
in  symptoms  or  physical  findings,  the  heart  fail- 
ure may  begin  to  manifest  itself  and  progress 
during  the  first  and  second  post  operative  days. 
Anesthesia  can  still  be  considered  a contributing 
factor  here1. 

If  the  operation  is  elective  and  the  patient  pre- 
sents some  signs  of  heart  failure  he  should  be 
digitalized  before  surgery  is  attempted.  In  the 
opinion  of  some  internists,  strictly  elective  sur- 
gery should  not  be  carried  out  on  patients  who 
have  a history  of  cardiac  failure.  The  hazard  is 
great  and  should  be  done  only  as  an  emergency 
arises  or  to  prevent  an  emergency. 

As  soon  as  a spinal  anesthesia  has  been  given 
oxygen  should  be  administered  in  high  concen- 
tration preferably  thru  the  gas  machine  where 
respiratory  movements  may  be  closely  observed 
in  the  breathing  bag.  Oxygen  should  be  con- 
tinued through  the  post  operative  period  as  long 
as  heart  failure  or  its  imminence  is  present. 

It  is  essential  to  use,  routinely,  a vasopressor 
drug  to  maintain  the  blood  pressure.  Since  neo- 
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synephrin  produces  a bradycardia,  does  not 
cause  arrhythmia,  and  increases  the  stroke  vol- 
ume it  is  a good  choice  for  this  purpose.  Ephe- 
drine  is  also  acceptable.  Pitressin  and  pituitrin 
are  especially  to  be  avoided  since  they  are  pow- 
erful coronary  vasoconstrictors.  Coronary  vaso- 
constriction leads  quickly  to  myocardial  anoxia, 
cardiac  dilation,  fall  in  blood  pressure  and  even 
sudden  death3-4. 

An  intravenous  solution  of  dextrose  and  water 
should  be  started  before  the  operative  procedure 
but  it  should  drip  very  slowly.  This  is  mainly 
to  assure  a readily  accessible  vein  for  the  admin- 
istration of  intravenous  medication  or  blood 
should  the  occasion  arise. 

HYPERTENSION 

Patients  with  hypertension  are  treated  much 
the  same  as  those  with  coronary  artery  insuffici- 
ency. The  main  difference  in  the  treatment  of 
the  hypertensives  is  consideration  of  the  eleva- 
tion of  the  diastolic  blood  pressure.  As  pre- 
viously stated  it  is  upon  the  maintenance  of  the 
diastolic  pressure  that  the  coronary  arteries  de- 
pend for  their  blood  supply.  A severe  and  abrupt 
fall  in  diastolic  blood  pressure  may  so  embarrass 
the  heart  through  anoxia  that  it  will  dilate  and 
cease  to  function. 

Spinal  anesthesia  is  definitely  contraindicated 
for  any  intraabdominal  procedure  in  the  group 
with  the  high  diastolic  pressure.  Where  the  an- 
esthesia may  be  limited  to  the  saddle  areas  it 
may  safely  be  used,  since  this  will  produce  a 
negligible  drop  in  the  blood  pressure.  If  a saddle 
block  is  used  it  is  wise  to  use  100%  oxygen  dur- 
ing the  procedure1  and  it  is  also  wise  to  con- 
sider a general  anesthetic  of  some  type. 

Where  relaxation  is  required  for  major  pro- 
cedures cycloprepane-oxygen  with  small  amounts 
of  ether  will  produce  less  systemic  change  than 
any  of  the  other  inhalation  agents.  If  the  patient 
has  an  arrhythmia  or  a history  of  an  arrhythmia 
then  another  choice  should  be  made.  An  induc- 
tion with  pentothal  to  prevent  the  excitement 
stage,  followed  by  the  careful  addition  of  ether 
and  oxygen  through  the  gas  machine  is  an  ex- 
cellent choice.  By  this  combination,  carbon  di- 
oxide absorption  may  be  carried  out  and  a much 
higher  percentage  of  oxygen  may  be  used  than 
in  the  nitrous-pentothal-curare  sequence.  In  my 
opinion  ether-oxygen  with  pentoihal  induction  is 
the  anesthesia  of  choice  for  the  patient  with  hy- 


pertension who  has  an  arrhythmia  where  relaxa- 
tion is  very  important.  Ether  must  be  very  care- 
fully added  after  a pentothal  induction  to  pre- 
vent a laryngospasm.  The  patient  must  be  light- 
ly premedicated.  This  means  no  preoperative 
barbiturate,  and  if  the  patient  is  over  60  years 
of  age  no  more  than  Vs  grain  of  morphine  and  an 
appropriate  dose  of  atropine  or  scopalamine. 
This  combination  should  be  given  at  least  one 
hour  before  the  induction  of  the  anesthesia  so 
that  it  may  reach  it  maximal  depressing  effect 
upon  the  respiratory  center  before  induction  of 
the  anesthesia.  Many  times  the  elderly  patient 
will  need  no  more  than  1/12  grain  of  morphine 
or  its  equivalent  in  Demeral  of  50  milligrams.  If 
the  patient’s  age  is  in  the  70’s  or  80’s  codein  may 
be  substituted  for  morphine.  These  patients 
should  be  awake  and  moving  as  soon  as  possible 
after  the  surgery  and  if  they  have  had  barbitur- 
ates. and  a dose  of  morphine  which  is  large  con- 
sidering their  metabolic  state,  they  are  far  too 
depressed. 

It  is  possible  to  use  pentothal,  nitrous-oxide- 
oxygen-curare  but  caution  must  be  taken  not  to 
depress  the  respirations  with  the  curare.  It  is 
better  to  use  a block  or  infiltration  with  procain 
and  then  a very  little  curare  if  more  relaxation  is 
needed. 

The  only  time  open  drop  ether  is  indicated  is 
in  an  emergency  when  a trained  anesthetist  is 
not  available.  If  ether  must  be  given  by  an  in- 
experienced person  under  the  direction  of  the 
surgeon,  oxygen  should  also  be  given  by  nasal 
catheter  or  by  direct  flow  under  the  ether  mask 
and  it  should  be  started  with  the  induction. 

In  summary— we  must  remember  that  cardiac 
cases  during  anesthesia  ( 1 ) do  not  tolerate  blood 
pressure  drops  and  everything  must  be  done  to 
maintain  the  blood  pressure.  (2)  A high  oxygen 
concentration  must  be  continued.  ( 3 ) They  must 
not  be  given  drugs  which  will  render  the  myo- 
cardium anoxic.  (4)  In  so  far  as  is  possible  the 
normal  mechanics  of  respiration  must  be  main- 
tained. 
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THE  DIFFERENTIAL  DIAGNOSIS  OF  HEMORRHAGE  FROM 
THE  UPPER  GASTRO-INTESTINAL  TRACT 

HOWARD  N.  DOUDS,  M.D. 

Tucson,  Arizona 


One  of  the  most  common  sites  of  symptomatic 
bleeding  is  the  gastrointestinal  tract.  Hemor- 
rhage from  this  source  is  manifest  by  hema- 
temesis,  the  vomiting  or  regurgitation  of  blood, 
or  by  melena,  which  is  the  discharge  of  black 
modified  blood  from  the  bowel. 

The  exact  frequency  of  hemorrhage  from  the 
gastrointestinal  tract  can,  of  course,  only  be  sur- 
mised. Many  persons  will  pass  black  stools  and 
some  few  will  actually  vomit  appreciable 
amounts  of  blood  without  seeking  medical  opin- 
ion Some  worthwhile  statistics  on  the  frequency 
and  etiology  of  gastrointestinal  hemorrhage  have 
been  reported,  however,  from  larger  teaching 
hospitals  where  such  cases  are  more  likely  to  be 
concentrated. 

Thompson,  et  al., 12  recently  reported  on  557 
patients  admitted  to  the  Los  Angeles  General 
Hospital  in  one  calendar  year  for  bleeding  from 
the  gastrointestinal  tract.  The  number  of  cases 
is  not  sufficiently  large  that  each  possible  cause 
of  hemorrhage  is  represented,  but  it  does  give 
some  idea  of  the  magnitude  of  the  problem.  This 
study  was  reported  in  two  separate  papers,  one 
on  hematemesis,  and  the  other  on  melena. 

Wilbur  and  Rivers3  reviewed  the  records  of 
668  patients  admitted  to  the  Mayo  Clinic  with 
a history  of  vomiting  blood.  It  was  found  that  in 
56.6  per  cent  of  the  cases  the  hematemesis  was 
caused  by  duodenal  ulcer.  Welch4  recently  re- 
ported on  the  source  of  bleeding  in  363  cases  of 
massive  acute  hemorrhage  from  the  upper  part 
of  the  gastrointestinal  tract  observed  at  Massa- 
chusetts General  Hospital  from  1938  to  1947. 

Any  attempt  to  classify  gastrointestinal  bleed- 
ing on  the  basis  of  the  site  of  the  lesion  must  be 
founded  on  a knowledge  of  anatomic  and  path- 
ologic abnormalities  encountered  at  various 
levels  of  the  alimentary  canal.  This  can  be  di- 
vided roughly  into  three  segments:  from  the 
pharynx  to  the  ligament  of  Treitz,  from  the  liga- 
ment of  Treitz  to  the  ileocecal  valve,  and  from 
the  ileocecal  valve  to  the  anus.5  In  this  discus- 
sion we  are  interested  only  in  bleeding  from  the 
first  two  divisions. 

Presented  at  Staff  Meeting  of  the  Tucson  Medical  Center, 
February  7,  1950. 


The  lesion  producing  hematemesis  generally 
is  situated  proximal  to  the  ligament  of  Treitz, 
while  the  lesion  producing  melena  probably  is 
located  above  the  midpoint  of  the  small  intes- 
tine. Bleeding  below  this  point  is  usually  evi- 
denced by  red  blood  in  the  stools. 

There  are  exceptions  to  these  rules,  however: 

1.  Even  with  esophageal  bleeding  the  blood 
may  not  be  vomited  and  hemorrhage  may  be 
suspected  only  because  of  tarry  stools. 

2.  Although  melena  is  the  rule  in  upper  gastro- 
intestinal tract  bleeding,  it  must  not  be  forgotten 
that  feces  containing  currant  jelly-like,  deep  red- 
dish material  may  be  encountered  if  the  hem- 
orrhage is  brisk  and  the  peristaltic  rate  rapid. 

3.  Bleeding  distal  to  the  ligament  of  Treitz, 
although  usually  manifest  by  melena,  may,  in 
the  presence  of  intestinal  obstruction  with  re- 
versal of  the  intestinal  peristaltic  gradient,  pro- 
duce hematemesis. 

The  typical  tarry  stool  is  viscid,  shiny,  and 
black.  Clinically  it  must  be  differentiated  from 
the  black  discoloration  of  feces  which  follows 
the  oral  administration  of  iron,  bismuth,  or  char- 
coal, or  from  the  dull  red  stool  which  sometimes 
appears  after  the  ingestion  of  highly  colored 
foods.  Chemical  tests  are  of  assistance  in  making 
the  distinction.  Daniel  and  Egan0  have  demon- 
strated experimentally  that  as  little  as  50cc.  of 
blood  placed  in  the  stomach  may  cause  a tarry 
stool. 

Consider  now  the  causes  of  upper  gastroin- 
testinal hemorrhage.  Esophageal  bleeding  is  due 
either  to  varices  or  to  cancer  in  most  cases.  In 
the  Los  Angeles  County  Hospital  study  varices 
accounted  for  32.2  per  cent  of  the  cases  of  hema- 
temesis and  9.2  per  cent  of  the  cases  of  melena. 
The  presence  of  esophageal  varices  secondary  to 
portal  hypertension  may  be  suspected  from  the 
observation  of  jaundice,  spider  angiomata,  as- 
cites, or  the  finding  of  a palpable  liver  or  spleen. 
A history  of  chronic  alcoholism  in  some  of  these 
patients  may  be  significant.  Carcinoma,  the  com- 
monest malignant  tumor  of  the  esophagus,  usu- 
ally manifests  itself  by  dysphagia,  epigastric 
pain,  anorexia,  weight  loss,  and  inanition.  If 
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ulceration  is  present,  however,  hemorrhage  may 
occur. 

Peptic  ulcer  is  the  commonest  cause  of  mas- 
sive hemorrhage  from  the  upper  gastrointestinal 
tract.  According  to  Bockus7  approximately  75 
per  cent  of  all  massive  hemorrhage  into  the 
alimentary  tract  is  caused  by  peptic  ulcer.  The 
great  majority  are  located  in  the  first  portion  of 
the  duodenum. 

The  history  of  active  ulcer  symptoms  preced- 
ing the  hemorrhage  with  the  sudden  cessation  of 
all  pain  after  the  onset  of  bleeding  justifies  the 
tentative  diagnosis  of  peptic  ulcer.8  A previous 
diagnosis  of  peptic  ulcer  or  the  history  of  chronic 
intermittent  ulcer  distress  over  a period  of  years 
with  recurrence  of  discomfort  shortly  before  the 
onset  of  hemorrhage  indicates  a peptic  ulcer  as 
the  probable  source  of  hemorrhage. 

Objective  evidence  of  peptic  ulcer  obtained  by 
previous  roentgenologic  examination  is  valuable, 
not  only  in  establishing  the  diagnosis,  but  in 
localizing  the  lesion  to  the  exact  site  in  the 
stomach  or  duodenum. 

Approximately  25  per  cent  of  patients,  how- 
ever, deny  the  existence  of  ulcer  symptoms  prior 
to  the  hemorrhage.  This  is  particularly  true  in 
the  older  age  group.  Not  uncommonly  the  pa- 
tient presents  no  history  or  roentgenologic  evid- 
ence of  a previous  peptic  ulcer,  and  studies  per- 
formed in  one-fourth  of  the  cases  of  massive 
hemorrhage  within  three  weeks  of  the  onset  of 
the  hemorrhage  fail  to  establish  the  cause  and 
site  of  the  bleeding. 

Cancer  of  the  stomach  is  not  a common  cause 
of  massive  gastric  hemorrhage  and  usually  oc- 
curs in  the  late  stages  of  an  ulcerating  carcinoma. 
Evidence  of  weight  loss  and  the  finding  of  an 
abdominal  mass  suggest  the  diagnosis.  Polyps 
of  the  stomach  and  other  benign  tumors  may 
cause  massive  hemorrhage  without  warning.  The 
diagnosis  may  be  established  by  roentgenologic 
or  gastroscopic  examination. 

Severe  hemorrhage  from  the  stomach  may 
originate  from  a hypertrophic  gastritis,  an  ero- 
sive hemorrhagic  gastritis,  or  superficial  gastric 
ulcerations.  Fairlie  has  written  a recent  article 
in  which  he  reviews  four  cases  of  gross  hem- 
orrhage due  to  chronic  gastritis.  These  were  of 
the  hypertrophic  and  superficial  types.  Gross 
hemorrhage  as  a result  of  atrophic  gastritis  is 
described  but  is  certainly  far  less  common  than 
that  from  the  hypertrophic  and  superficial  types. 

Hematemesis  or  melena  in  an  elderly  stout 


woman  suggests  a hiatus  hernia,  particularly  in 
the  absence  of  typical  ulcer  symptoms.  The 
hemorrhage  is  initiated  in  these  instances  by 
gastritic  erosions,  ulcerations,  or  severe  hyper- 
trophic gastritis  within  the  herniated  pouch. 

Hodes  and  Edeiken9  recently  published  a 
comprehensive  study  on  roentgen  manifestations 
of  small  intestinal  bleeding.  Of  the  161  patients 
in  this  study  there  were  seven  patients  with  non- 
Meckelinian  diverticulae.  These  are  found  most 
often  in  the  second  portion  of  the  duodenum,  less 
commonly  in  the  jejunum,  and  least  commonly  in 
the  ileum.  Usually  found  penetrating  the  mus- 
cular layers  of  the  small  intestine  at  points  where 
blood  vessels  enter,  it  often  contains  ectopic  pan- 
creatic tissue.  It  is  host  to  all  the  complications 
found  in  Meckel’s  diverticulum  and  bleeds  with 
equal  severity.  Benign  and  malignant  tumors, 
tuberculous  and  non-tuberculous  enteritis,  and 
jejunal  and  ileal  ulcers  are  less  common  causes 
of  intestinal  bleeding. 

Of  the  latter  small  bowel  lesions  let  me  em- 
phasize only  three:  regional  enteritis,  nonscleros- 
ing ileitis,  and,  of  the  malignant  tumors,  lympho- 
sarcoma. 

As  Hodes  and  Edeiken  pointed  out  regional 
enteritis  is  characterized  by  a non-specific  scleros- 
ing inflammatory  process  that  involves  the  ter- 
minal ileum,  ileocecal  region,  or  any  portion  of 
the  small  intestine.  It  often  is  associated  with  a 
narrow  lumen,  hypertrophy  of  the  muscularis 
propria,  mucosal  erosions  or  ulcerations,  and 
fistulae.  The  radiological  findings  are  character- 
istic. 

The  nonsclerosing  affection,  or  ileitis,  occurs 
more  commonly  in  girls  early  in  life.  Pain  in 
the  lower  right  portion  of  the  abdomen,  often 
mistaken  for  appendicitis,  is  the  outstanding 
symptom.  Radiological  findings  are  right  lower 
quadrant  tenderness  and  an  irregularity  of  the 
mucosa  of  the  terminal  ileum  sometimes  referred 
to  as  a cobblestone  ileum. 

The  location  of  preference  for  lymphosarcoma 
is  the  terminal  ileum  possibly  because  of  its 
abundant  lymphoid  structure.  Yet  these  lesions 
are  not  uncommon  higher  in  the  small  bowel 
involving  the  duodenum  and  proximal  jejunum. 
The  result  of  the  disease  on  the  bowel  is  perit- 
onitis, adhesions,  obstructions,  necrosis,  and  hem- 
orrhage. 

Meckel’s  diverticulum  is  responsible  for  many 
serious  and  unrecognized  abdominal  complica- 
tions. As  a rule  it  is  located  on  the  antimesenteric 
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border  of  the  ileum  30  to  90  cm.  above  the  ileo- 
cecal valve.  It  is  twice  as  common  in  males  as  in 
females  and  occurs  in  about  2 per  cent  of  the 
population.  Hemorrhage  is  one  of  the  most  com- 
mon symptoms  of  diverticulum.  It  occurs  more 
often  in  persons  under  15  years  of  age  and  es- 
pecially in  infants  under  2 years.  The  bleeding 
is  attributable  to  the  ulcer,  erosion,  and  inflam- 
mation that  develops  in  the  heterotopic  tissue 
within  the  diverticulum.  Usually  the  ulcer  may 
be  found  at  the  junction  of  the  heterotopic 
mucosa  and  the  normal  mucosa. 

Blood  dyscrasias  should  be  suspected  when- 
ever multiple  sources  of  hemorrhage  are  ob- 
served or  splenomegaly  of  undetermined  origin 
is  found.  Thrombocytopenic  and  non-thrombo- 
cytopenic  purpura,  splenic  anemia,  and  hemo- 
philia are  possibilities. 

Among  the  intrinsic  causes  of  bleeding  from 
the  small  bowel  are  vascular  diseases,  such  as 
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PRESENT  STATUS  IN  THE 
TREATMENT  OF  TUBERCULOSIS 
OF  BONES  AND  JOINTS 

W.  A.  BISHOP,  JR.,  M.D. 

Phoenix,  Arizona 

Tuberculosis  of  the  bones  and  joints  is  one  of 
the  oldest  phenomena  of  which  there  is  record 


thrombosis  of  mesenteric  arteries  and  veins,  rup- 
ture of  arteriosclerotic  blood  vessels,  or  peptic 
erosions  secondary  to  endarteritis. 

Finally  foreign  bodies,  allergies,  and  drug  idio- 
syncrasies may  be  causes  for  a rare  and  obscure 
case  of  upper  gastrointestinal  hemorrhage. 
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in  the  medical  archives.  Through  the  ages,  there 
has  been  a slow  evolution  in  the  treatment  of 
this  condition.  Originally,  the  major  medical 
centers  over  the  world  considered  that  tuber- 
culosis of  bones  and  joints  should  be  treated  con- 
servatively. Immobilization  over  a long  period 
of  time  with  eventual  ankylosis  of  the  joint  or 
healing  during  the  wearing  of  a brace  was  ac- 
cepted as  the  treatment  of  choice  until  the  era 
of  asepsis. 

Soon  after  it  became  possible  to  operate  upon 
bones  and  joints— particularly  diseased  bones  and 
joints— without  great  danger  of  infection,  there 
were  enthusiasts  for  early  operation  to  secure 
an  arthrodesis  in  all  cases  of  tuberculosis. 

During  the  past  twenty-five  or  thirty  years, 
there  has  been  a tendency  for  the  pendulum  to 
swing  to  the  more  conservative  and  then  to  the 
more  radical  form  of  treatment.  It  has  been  the 
consensus  of  most  orthopedic  surgeons  during 
the  past  ten  or  fifteen  years,  that  the  judicious 
use  of  conservative  treatment  until  the  condition 
was  quiescent,  prior  to  surgical  intervention, 
would  give  the  best  results  in  the  greatest  num- 
ber of  patients. 

These  patients  were  treated  much  as  any  pa- 
tient with  tuberculosis,  by  rest  and  immobiliza- 
tion of  the  part  until  the  patient’s  general  con- 
dition improved  and  until  the  reaction  in  the 
joint  was  quiescent.  A surgical  arthrodesis  was 
then  attempted  with  the  ultimate  goal  of  a bony 
ankylosis  of  the  joint  to  eliminate  motion  and 
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consequently  to  permit  relatively  normal  activity 
without  the  great  danger  of  repeated  flare-ups. 

More  recently,  Streptomycin  has  been  used 
over  a period  of  time  and  produces  dramatic 
results  as  compared  with  the  older  conservative 
methods,  particularly  when  applied  to  conditions 
with  draining  sinuses  and  secondary  infection. 
By  a combination  of  Streptomycin  and  whatever 
other  antibiotic  that  would  be  indicated  for  the 
contaminating  organism  present,  most  of  these 
conditions  clear  relatively  rapidly,  and  permit 
surgical  intervention  at  a much  earlier  stage  than 
has  been  possible  heretofor. 

It  is  too  early  in  the  history  of  Streptomycin, 
and  some  of  the  other  drugs  of  promise,  to  be 
able  to  say  if  the  condition  of  tuberculosis  of 
bones  and  joints  will  lend  itself  to  chemotherapy 
without  other  measures.  At  this  writing,  it  would 
appear  that  chemotherapy  is  merely  an  adjunct 
in  the  treatment  of  the  disease. 

Through  evolution  in  the  treatment  of  chest 
conditions,  there  has  gradually  evolved  a method 
by  which  patients  with  localized,  far  advanced 
disease  are  subjected  to  surgery  in  the  form  of 
lobectomy  or  other  measures  for  eradication  and 
elimination  of  the  disease  process.  All  too  fre- 
quently, we  see  patients  with  chronic  draining 
sinuses  of  many  years  duration  following  unsuc- 
cessful treatment  of  tuberculous  infections  of  the 


bones  and  joints.  One  should  not  lose  sight  of 
the  fact  that  eradication  of  the  focus  is  often 
indicated  in  these  conditions,  both  as  a measure 
of  permitting  physical  rehabilitation,  but  also  as 
a means  of  preventing  amyloidosis.  An  amputa- 
tion should  always  be  considered  in  chronic 
tuberculous  bone  and  joint  conditions  which  have 
not  responded  to  a reasonable  period  of  less 
radical  treatment. 

In  conclusion,  it  may  be  stated  that  the  treat- 
ment of  tuberculosis  of  the  bones  and  joints  has 
made  gradual  progress  through  the  decades  with 
swinging  from  ultra  conservative  prior  to  the 
period  of  asepsis  in  surgery,  to  marked  enthusi- 
asm for  early  surgical  treatment.  This  was  fol- 
lowed by  a swinging  back  to  a more  conservative 
approach,  with  surgical  intervention  only  after 
the  patient’s  general  condition,  and  the  local  in- 
fection had  shown  improvement.  Since  Strepto- 
mycin and  the  other  promising  drugs  have  been 
available,  many  patients  with  draining  sinuses 
have  been  cleared  up,  and  surgical  intervention 
has  been  possible  in  patients  in  which  all  pre- 
viously known  therapeutic  measures  had  failed. 

Extirpation  of  the  lesion  by  amputation  is 
necessary  in  a certain  number  of  patients  to 
eradicate  the  disease  process  from  the  patient 
when  that  procedure  alone  offers  hopes  for  re- 
habilitation of  the  more  chronic  conditions. 


ARIZONA  MEDICAL  PROBLEMS 

Consultation  and  Case-Analysis 

gical  case  with  orthopoedic  and  thoracic  aspects. 

The  consultant  is  Dr.  Hobart  A.  Reimann,  Pro- 
fessor of  Medicine  at  The  Jefferson  Medical  Col- 
lege of  Philadelphia. 

Dr.  Reimann  is  ideally  qualified  to  handle  this 
case-analysis.  His  interests  are  very  diverse,  and 
he  has  published  interesting  papers  on  widely 
separated  subjects. 

As  a possible  connection  to  the  case  at  hand, 
he  is  the  author  of  a book  on  pneumonia,  of  sev- 
eral sections  in  Cecil’s  ‘ Textbook  of  Medicine,’ 
including  Circulatory  Disturbances  of  the  Lung, 
Pulmonary  Edema,  Pulmonary  Hemorrhages, 
Pulmonary  Concussion,  Pulmonary  Infarction, 
The  current  case  represents  a common  accid-  Atelectasis,  Abscess,  etc.,  and  author  of  a fom- 
ent in  Arizona.  It  is  a probable  medical  and  sur-  volume  set  on  treatment  in  internal  medicine. 


ARIZONA  MEDICINE  again  presents  an  un- 
solved and  difficult  case  from  the  practice  of  Ari- 
zona physicians,  with  the  Case-Analysis  and  com- 
ments of  a specially-chosen  and  nationally-known 
Consultant. 

Any  physician  who  has  an  undiagnosed  case 
which  has  defied  other  methods  of  solution  may 
send  it  for  consideration.  The  case  should  be 
completely  worked  up,  but  an  editor  will  help 
compose  the  report.  Whenever  the  need  for  an 
answer  is  urgent,  the  Consultant’s  reply  will  be 
sent  direct  to  the  submitting  physician,  before  pub- 
lication. 

Please  send  communications  and  data  to  Dr. 
W.  H.  Oatway,  Jr.,  123  S.  Stone  Avenue,  Tucson, 
Arizona,  or  care  of  The  Editor,  Arizona  Medicine. 
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CASE  NUMBER  XXV 

( The  following  history  is  restricted  because  of 
language  difficidties,  the  short  duration  of  the 
illness,  and  the  patient’s  serious  condition. ) 

The  patient  was  a white  male  Spanish-Amer- 
ican  who  appeared  younger  than  his  72  years 
of  age.  He  was  a ranch-foreman,  and  led  a very 
active  life.  He  was  said  to  have  been  well  until 
his  recent  accident. 

The  patient  was  thrown  by  a horse,  and  rolled- 
on.  He  was  carried  to  his  home  on  the  edge  of 
town,  put  to  bed,  and  a surgeon  was  called. 

Examination  showed  a crushing  of  the  right 
side  of  the  chest,  abrasions  of  the  skin,  but  no 
other  gross  injuries.  Because  of  shock  and  pain 
he  was  kept  in  bed  at  home  with  his  chest  widely 
strapped  with  adhesive-tape.  He  refused  hos- 
pitalization. 

X-rays  of  the  chest  were  made  at  the  bedside 
after  4 days,  and  they  showed  that  six  of  the 
ribs  on  the  right  (3rd  to  9th)  had  one  or  more 
fractures  laterally.  Other  details  were  not  clear. 

On  the  sixth  day  after  the  injury  the  patient’s 
cough  and  pain  were  increased,  and  he  began 
to  have  blood-streaked  sputum,  a more  severe 
dyspnea,  grunting  respirations,  and  a pain  in  the 
left  lateral  chest  area. 

The  following  evening  (at  the  end  of  a week) 
the  pain  on  the  left  side  became  more  severe, 
and  he  was  seen  in  consultation.  He  was  quite 
cyanotic,  in  considerable  respiratory  distress,  but 
the  streaking  of  the  sputum  had  ceased.  His 
temperature  was  100.2  deg.  (oral),  his  pulse  was 
120/min.  with  occasional  skipped  beats,  and  the 
respiratory  rate  was  30/min.  Rhonchi  could  be 
heard  (thru  the  adhesive-tape)  in  each  lung; 
there  were  possible  signs  of  a pneumothorax  on 
the  right,  with  distant  breath  sounds;  and  the 
mediastinum  seemed  shifted  to  the  left.  His 
blood  pressure  was  100/70.  The  heart  sounds 
could  be  heard  only  indistinctly.  The  abdomen 
and  legs  were  normal. 

He  was  given  morphine.  It  was  suggested  that 
the  tape  be  removed.  A family  council  was  to  be 
held  to  urge  hospitalization. 

Early  the  following  morning  he  had  a sudden 
sweat,  had  the  appearance  of  shock,  and  became 
stuporous.  He  was  then  taken  to  the  hospital. 

At  the  hospital  he  continued  to  be  stuporous; 
his  breathing  was  noisy,  labored,  and  of  a 
Cheyne-Stokes  type;  he  occasionally  coughed, 
choked,  and  raised  profuse  bright  red  sputum; 
and  he  perspired  profusely,  with  a cold  face  and 


warm  extremities.  The  pulse  was  120-134,  re- 
spirations 18-20,  and  temperature  dropped  from 
100.8  to  99  deg.  during  the  first  day. 

There  was  a subcutaneous  emphysema  of  the 
right  lateral  chest,  and  the  area  was  grossly  dis- 
colored and  swollen.  There  were  moist  coarse 
and  medium  rales  throughout  both  lung  fields, 
though  they  were  distant  on  the  right. 

An  X-ray  at  the  bedside  showed  nothing  un- 
usual about  the  heart  or  mediastinum.  There 
was  emphysema  of  the  right  chest  wall,  but  no 
pneumothorax.  The  multiple,  complete,  ununited 
fractures  were  as  previously  noted.  There  was  a 
generalized  soft  patchy  accentuation  of  the 
trunks  in  both  lung  fields  which  suggested  a ‘pul- 
monary edema  or  hypostatic  pneumonia’  to  the 
radiologist.  There  was  also  a slightly  greater 
density  at  the  left  base,  suggesting  pleural  effu- 
sion. 

A blood  count  included  12  grams  of  hemoglo- 
bin, 3,680,000  R.B.C.,  15,400  W.B.C.,  90% 
P.M.N.,  and  10%  lymphocytes.  The  urine  was 
noted  to  be  very  concentrated,  with  1.034  sp.gr., 
a trace  of  albumen,  a few  W.B.C.  and  R.B.C.  per 

H. P.F. 

Therapy  consisted  of  oxygen  by  nasal  catheter, 
eoramine  I.  M.,  cedilanid  I.  V.,  and  intravenous 
hypertonic  glucose.  Penicillin  was  not  started  un- 
til the  temperature  began  to  rise. 

The  patient  roused  somewhat  during  the  next 
12  hours,  but  he  remained  weak  and  restless.  His 
pulse  was  thready  and  slightly  irregular  at  120 
to  130/min.  Expectoration  of  clotted  blood  and 
purulent  sputum  continued,  and  the  respirations 
became  regular  but  shallow.  The  temperature 
began  a regular  progressive  rise  which  eventu- 
ally reached  107  deg.  The  blood  pressure  drop- 
ped from  104/66  to  90/70  to  60/40.  In  spite  of 
the  continued  regulated  use  of  eoramine,  cedil- 
anid, and  finally  adrenalin,  he  expired  quietly  36 
hours  after  entering  the  hospital.  A necropsy 
was  not  allowed. 

The  diagnosis  was  not  clear,  and  an  analysis 
has  been  requested.  It  would  seem  that  he  either 
had  a condition  which  would  not  respond,  or  else 
that  the  right  things  were  not  done. 
QUESTIONS: 

I.  ( a ) What  is  the  probable  cause  of  the  lung  changes? 

(b)  What  is  the  cause  of  the  cardiac  failure? 

2.  What  complications  are  liable  to  follow  such  an 

injury? 

3.  What  could  have  been  done  in  a diagnostic  way? 

For  therapy? 


M.  D.,  Tucson 
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CONSULTATION  AND  ANALYSIS 
BY  DR.  RE  I MANN— 

A man,  aged  72,  received  severe  trauma  to 
his  chest.  Examinations  showed  “crushing  of  the 
right  side,”  but  to  what  extent?  Was  the  thorax 
actually  deformed  with  depression  of  the  frac- 
tured ribs,  or  was  there  only  superficial  contu- 
sion? If  ribs  were  broken  and  depressed  one 
might  have  suspected  immediate  laceration  of 
the  pleura  and/or  lung  with  hemothorax  and/or 
pneumothorax,  and/or  hermorrhage  of  the  par- 
enchyma of  the  lung.  Since  roentgenography 
revealed  fractures  only,  and  for  6 days  no  blood 
was  expectorated,  it  must  be  assumed  that  the 
conditions  mentioned  did  not  occur.  If  the  man 
were  “thrown  by  a horse”  and  fell  heavily  to  the 
ground  striking  the  right  side  of  his  chest,  con- 
cussion of  this  right  lung  with  diffuse  interstitial 
or  alveolar  hemorrhage  is  a more  probable  pos- 
sibility. Rupture  of  this  lung  occurred,  at  any 
rate,  to  account  for  emphysema  of  the  skin  and 
muscles  noted  clinically  and  roentgenographic- 
ally.  That  some  bleeding  occurred  is  suggested 
by  the  slight  degree  of  secondary  anemia  later. 

Contusion  pneumonia  of  the  right  lung  must 
be  considered,  but  usually  several  hours  and  days 
elapse  before  characteristics  of  pneumonia  de- 
velop. However,  because  of  the  patient’s  age 
and  injury,  pneumonia,  if  present,  may  have 
been  indolent.  Cough,  dyspnea,  slight  fever  and 
the  rales  which  were  mentioned  are  compatible 
with  any  of  the  conditions  mentioned.  Roentgen- 
ography did  not  give  evidence  of  pneumothorax, 
pleural  effusion  or  involvment  of  the  right  lung 
up  to  this  time. 

On  the  sixth  day  cough  and  dyspnea  increased 
and  bloody  sputum  was  raised.  In  addition,  pain 
developed  in  the  left  side  of  the  chest.  Next  day 
the  symptoms  were  intensified;  no  blood  was 
raised  but  fever  then  was  reported.  There  were 
rhonchi  in  both  lungs  and  a possible  shift  of  the 
mediastinum  to  the  left.  The  following  possibili- 
ties may  be  mentioned  to  account  for  the  in- 
creased degree  of  illness : 

The  left  lung  may  have  been  involved  from 

(a)  pneumonia  by  contrecoup  with  pleuritis ; 

(b)  aspiration  of  blood  and  secretion  from  the 
right  lung,  causing  aspiration  pneumonia;  (c) 
hypostatic  pneumonia  from  injury  and  confine- 
ment of  an  old  person  in  bed;  (d)  atelectasis 
from  immobilization  in  bed  or  from  tight  strap- 
ping; (e)  infarction  from  immobilization  or  from 


emboli  shed  elsewhere;  and  (f)  congestion  and 
hypostatic  pneumonia  from  circulatory  failure  or 
heart  failure. 

Fever,  cough,  dyspnea,  cyanosis,  bloody  spu- 
tum, and  leukocytosis  are  common  to  any  of  the 
6 possible  conditions  listed.  While  pneumonia 
most  likely  was  present,  it  probably  was  sec- 
ondary to  the  other  circumstances.  Atelectasis, 
suggested  by  clinical  evidence  of  shift  of  the 
mediastinum  to  the  left  (in  the  absence  of  right 
sided  pneumothorax)  also  could  have  been  sec- 
ondary to  any  of  the  factors  mentioned  in  the 
preceding  paragraph. 

The  most  likely  cause  of  the  condition,  how- 
ever, seems  to  have  been  either  circulatory  fail- 
ure or  heart  failure.  With  the  evidence  at  hand 
it  is  not  possible  to  distinguish  between  the  two, 
except  that  the  absence  of  peripheral  edema 
suggest  primary  circulation  failure.  This  cir- 
cumstance is  not  uncommon  after  severe  injury 
in  old  persons.  In  this  case  failure  may  have 
been  the  result  either  of  senescence  or  cor  pul- 
monale from  increased  resistance  in  the  pulmon- 
ary circulation.  A combination  of  circumstances 
most  probably  was  responsible.  Evidence  of 
failure  began  in  the  sixth  day  with  tachycardia, 
irregular  pulse,  indistinct  heart  sounds,  rhonchi 
in  both  lungs,  low  blood  pressure  (assuming  it 
was  higher  before  the  accident)  and  concentrat- 
ed urine. 

The  sudden  collapse  and  shock-like  state 
which  took  place  in  the  eighth  day  might  have 
resulted  from  several  causes,  as  follows:  (a)  em- 
bolism of  the  lung,  (b)  sudden  atelectasis,  or, 
most  likely,  (c)  final  collapse  of  a failing  circula- 
tory system.  The  large  amount  of  bright  red 
sputum  could  have  been  caused  either  by  in- 
farction or  circulatory  failure.  Coughing,  sweat- 
ing, tachycardia,  fall  of  temperature  and  blood 
pressure,  and  a normal  respiration  are  charac- 
teristics of  circulatory  failure.  A roentgenologist 
reported  possible  edema  of  lungs  or  hypostatic 
pneumonia  because  of  accentuation  of  the  trunks 
in  both  lung  fields,  but  these  shadows  also  are 
suggestive  of  venous  overfilling  from  circulatory 
failure.  Density  reported  as  possible  effusion  in 
the  left  base  could  have  been  due  to  atelactasis 
or  hypostatic  pneumonia. 

The  reported  leukocytosis  was  compatible  with 
any  of  the  conditions  mentioned  but  probably 
indicates  secondary  invasion  of  the  congested, 
injured  lungs. 
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QUESTION  2:  What  could  have  been  done  in 
a diagnotic  way P 

ANSWER:  More  clinical  information  about  the 
first  6 days  would  have  been  helpful.  If  fluid 
was  suspected  in  the  left  pleura]  cavity,  aspira- 
tion might  have  been  revealing.  Hydrothorax 
from  circulatory  failure,  hemothorax  from  an  in- 
farct, or  empyema  secondary  to  pneumonia  might 
have  caused  it.  Bacteriologic  examination  of  the 
sputum  would  have  been  an  aid  to  diagnose 
pneumonia  if  a predominance  of  pneumococci  or 
other  pyogenic  bacteria  had  been  present.  Meas- 
urement of  the  venous  pressure,  of  the  corpuscu- 
lar volume,  and  an  electrocardiagram  may  have 
revealed  the  status  of  the  circulatory  system. 
QUESTION  3:  What  could  have  been  done 
therapeutically? 

ANSWER:  The  questions  of  immobilization  in 
bed,  and  of  tight  “strapping”  of  the  chest  is  a 
problem  in  old  patients.  Both  are  conducive  to 
thrombosis  and  debilitation.  Yet  after  severe 
trauma  there  is  often  no  choice.  Tight  strapping 
of  the  thorax  leads  to  hypoventilation,  anoxemia, 
cyanosis,  embarrassment  of  the  circulation,  con- 
gestion of  the  lungs,  atelectasis  and  local  infarc- 


tion; especially  in  debilitated  patients.  Yet, 
again,  in  the  present  case,  severe  pain  may  have 
necessitated  a degree  of  immobilization.  Mor- 
phine, often  necessary  to  control  pain,  may  be 
contraindicated  in  old  people.  Penicillin  was  in- 
dicated empirically  because  of  the  suspicion  of 
pneumonia. 

Treatment  of  circulatory  collapse  is  indicated 
in  this  case;  generally  is  unsatisfactory.  It  would 
be  better  to  be  able  to  control  the  condition 
which  led  to  it.  The  injection  of  fluid  sometimes 
causes  overdistention  of  an  already  embarrassed 
circulation.  The  problem,  unless  dehydration  is 
present,  is  not  so  much  one  of  adding  fluid,  as 
it  is  to  get  the  blood  to  circulate  properly.  The 
commonly  used  so-called  cardiac  stimulants, 
such  as  coramine,  camphor,  atropine,  or  strych- 
nine rarely  are  helpful,  and  may  cause  harm. 
Cedilanid  and  digitalis  are  indicated  only  if 
actual  heart  failure  or  auricular  fibrillation  are 
present. 

HOBART  A.  REIMANN,  M.D. 

The  Jefferson  Medical  College 
1025  Walnut  Street 
Philadelphia,  Pennsylvania 


PHOENIX  CLINICAL  CLUB 


The  Case  History  in  this  discussion  is  selected 
from  the  Case  Records  of  the  Massachusetts  Gen- 
eral Hospital,  and  reprinted  from  the  New  England 
Journal  of  Medicine.  The  discussant  under  Differ- 
ential Diagnosis  is  a member  of  the  staff  of  the 
Massachusetts  General  Hospital.  The  other  dis- 
cussants are  members  of  the  Phoenix  Clinical  Club. 


M.G.H.  CASE 

A thirty-two-year-old  housewife  entered  the 
hospital  because  of  a mass  in  the  right  lung.  One 
and  a half  years  before  admission  the  patient 
entered  another  hospital  because  of  headache 
and  weight  loss.  An  area  of  density  3.0  by  2.5 
cm.  was  visible  by  x-ray  in  the  right  lower  lobe. 
It  was  smooth  in  outline  and  homogeneous  in 
density.  The  lung  fields  were  otherwise  clear. 
There  had  been  no  cough  or  hemoptysis.  Bron- 
choscopy was  negative.  The  patient  refused  op- 
eration and  was  discharged.  During  the  next 


year  and  a half  she  was  constantly  fatigued,  but 
lost  no  more  weight.  The  headaches  became  less 
frequent  and  severer.  The  attacks  were  often 
associated  with  dizziness  and  mild  nausea.  Mild 
exertional  dyspnea  appeared  in  the  last  six 
months.  One  month  before  admission  a mild, 
hacking,  nonproductive  cough  developed.  There 
was  no  fever  or  sweating  at  night. 

With  the  birth  of  a son  thirteen  years  prior  to 
admission,  the  patient  had  “milk  legs,”  which 
kept  her  in  bid  nine  weeks.  Early  in  this  period 
there  was  a sudden,  sharp,  pleuritic  pain  an- 
teriorly in  the  left  chest.  This  lasted  a day  and 
caused  difficulty  in  breathing. 

A cousin  with  whom  the  patient  had  close 
contact  died  of  tuberculosis  eight  years  before 
admission.  At  the  age  of  twenty-four  the  patient 
had  a bilateral  salpingectomy.  The  pathological 
report  was  acute  bilateral  salpingitis.  The  periods 
thereafter  were  regular  until  admission,  lasting 
from  one  to  six  days.  The  first  day  of  the 
period  was  usually  accompanied  by  cramping 
pains. 
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On  physical  examination  there  was  a decrease 
in  breath  and  spoken  voice  sounds  over  an  area 
4 cm.  in  diameter  to  the  right  of  the  spine  over 
the  right  lower  lobe.  The  heart  was  normal. 
There  was  a healed  midline  suprapublic  scar, 
with  an  area  of  slight  tenderness  around  it.  The 
cervix  was  long  and  normal.  The  uterous  was 
forward  and  attached  to  the  abdominal  wall,  was 
larger  than  normal  and  felt  round.  A hard,  firm, 
irregular  mass  was  palpated  along  the  right  side 
of  the  fundus. 

The  temperature  was  99°F.,  the  pulse  72,  and 
the  respirations  20.  The  blood  pressure  was  110 
systolic,  70  diastolic. 

The  red  cell  count  was  4,180,000  with  12.7  gm. 
of  hemoglobin.  The  white-cell  count  was  7,700, 
with  57  per  cent  neutrophils.  The  urine  was 
normal.  X-ray  examination  of  the  lung  revealed 
a mass  just  below  the  right  hilum,  probably  in 
the  right  lower  lobe.  It  had  not  changed  in  ap- 
pearance from  the  original  film.  A flat  plate  of 
the  abdomen  and  an  intravenous  pyelogram 
showed  normal  urinary  tracts.  There  was  an  ill- 
defined,  irregular  mass  in  the  pelvis  slightly  more 
to  the  right  than  left  measuring  approximately 
11  x 6 cm.  in  diameter.  It  did  not  appear  to  exert 
any  pressure  on  the  urinary  tract.  A barium 
enema  was  negative. 

An  operation  was  performed  on  the  twelfth 
hospital  day. 

DR.  ROBERT  T.  PHILLIPS: 

This  32  year  old  housewife  was  admitted  be- 
cause of  a mass  in  the  right  lung.  Examination  on 
admission  revealed  in  addition  to  the  pulmonary 
pathology,  an  irregular  mass  palpable  along  the 
right  side  of  the  uterine  fundus.  An  operation 
was  performed  on  the  12th  hospital  day. 

In  general  consideration  we  have: 

(1)  No  weight  loss,  in  the  past  18  months 

(2)  No  fever  or  night  sweats 

(3)  Normal  temperature,  pulse  respirations, 
blood  pressure,  blood  count  and  urine 

On  these  considerations  I will  omit  discussion 
of  acute  or  chronic  infections  processes  and  mal- 
ignancies. In  the  first  examination  of  the  pulmon- 
ary lesion  we  have  described  an  area  density  3 
by  2.5  cm  in  the  right  lower  lung. 

It  was  smooth  in  outline  and  homogeneous  in 
density.  The  lung  fields  were  otherwise  clear. 
The  patient  had  no  cough  or  hemoptysis.  Bron- 
choscopy was  negative  at  the  time  of  admission, 
18  months  later  the  patient  had  had  mild  dyspnea 
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on  exertion  for  six  months.  One  month  before 
admission  a mild  hacking  non-productive  cough 
developed. 

On  physical  examination  there  was  a decrease 
in  breath  and  spoken  voice  sounds  over  an  area 
4 cm.  in  diameter  to  the  right  of  the  spine  over 
the  right  lobe.  X-ray  examination  of  the  lung 
revealed  a mass  just  below  the  right  hilum  prob- 
ably in  the  right  lower  lobe.  It  had  not  changed 
in  appearance  from  the  original  film.  The  condi- 
tion of  the  surrounding  lung  is  not  commented 
on. 

So  we  have  a mass  in  the  right  lung  near  the 
hilum.  This  mass  is  not  inflammatory  nor  mal- 
ignant I say  because  of  the  previously  enumer- 
ated general  considerations.  The  dyspnea  and 
cough  described  would  suggest  that  this  process 
is  slowly  growing  and  has  finally  encroached  up- 
on the  lumen  of  a bronchus.  Further  x-ray,  bron- 
choscopic  and  lipiodol  studies  have  been  denied 
us.  However,  our  patient  is  a woman  and  under 
forty. 

Adenoma  of  the  bronchus  is  a lesion  occurring 
most  frequently  in  women  under  the  age  of  forty 
and  in  the  right  lower  lung.  It  is  a tumor  of 
slow  growth  and  gives  few  symptoms  or  findings 
until  it  encroaches  on  the  lumen  of  a bronchus. 
Cough  is  the  most  frequent  symptoms.  The 
cough  is  usually  non-productive  early.  An  asth- 
maloid  wheeze  may  be  present.  As  occlusion  of 
a bronchus  occurs  pulmonary  suppuration  with 
atelectasis  pneumonitis,  lung  abscess  and  com- 
plications may  develop.  Treatment  may  be  bron- 
choscoping or  surgical  removal  of  the  area  of 
lung  involved.  It  would  seem  logical  to  assume 
that  the  first  operation  to  be  done  on  this  patient 
would  be  bronchoscopic  study  and  possibly  re- 
moval or  fulguration  of  the  tumor  if  found. 

As  to  the  pelvic  pathology.  We  are  told  that 
there  is  a hard  firm  irregular  mass  pulpated  along 
the  right  side  of  the  uterine  fundus.  The  uterus 
was  forward  and  attached  to  the  abdominal  wall. 
It  was  longer  than  normal  and  felt  round.  A 
barium  enema  was  negative.  An  intravenous 
pyelogram  showed  normal  urinary  tracts  with  no 
evidence  of  pressure  exerted  by  the  pelvic  mass. 

Eight  years  previous  to  admission  the  patient 
had  had  a bilateral  salpingectomy  for  acute  bi- 
lateral salpingitis.  The  periods  thereafter  were 
normal.  About  the  same  time  the  patient  had  had 
close  contact  with  a cousin  who  died  of  tuber- 
culosis. So  we  have  a woman  aged  32  with  a 
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mass  along  the  right  side  of  the  uterus  who  eight 
years  previously  had  bilateral  salpingectomy. 

As  previously  stated  I have  decided  that  this 
cannot  be  inflammatory  or  malignant.  It  seems 
most  improbable  but  it  is  of  course  barely  pos- 
sible that  this  could  be  an  ectopic  pregnancy. 
However  Sampson  states  that  74%  of  women  sub- 
jected to  salpingectomy  develop  endometriosis 
in  the  site  of  the  tubal  stumps.  It  is  difficult  to 
prove  whether  post  operative  endosalpingosis 
has  resulted  from  an  out  growth  of  the  mucosa 
from  the  tubal  stump  or  bits  of  tubal  or  uterine 
epithelium  transplanted  into  the  wound  during 
operation.  There  is  also  the  possibility  that  mu- 
cosa transplanted  into  salpingectomy  wounds 
may  come  from  the  uterine  cavity.  There  is  also 
the  possibility  that  the  ovary  may  become  ad- 
herent to  the  salpingectomy  wound  and  be  in- 
vaded by  endometrial  tissue. 

So— did  the  patient  go  to  bronchoscopy  or  was 
a pelvic  laparotomy  done  either  way  my  diag- 
nosis will  be: 

1.  Adenoma  of  the  bronchus 

2.  Endometriosis  of  the  right  tubal  stump. 

DIFFERENTIAL  DIAGNOSIS 

Dr.  Donald  S.  King:  As  Dr.  Schatzki  said  in 
the  preceding  case  we  are  constantly  faced  with 
the  problem  of  what  to  do  with  cases  that  show 
in  the  x-ray  film  a small  rounded  area  of  density 
in  the  lung  field.  Within  the  last  three  weeks  we 
have  seen  such  shadows  in  three  cases  similar  to 
the  one  that  is  presented  to  me  today.  I should 
like  to  put  up  the  films  on  these  three  cases  along 
with  the  film  of  the  case  that  I am  to  discuss.  The 
first  film  is  the  film  of  today’s  case.  Unfortun- 
ately this  is  only  a Bucky  film  which  does  not 
give  the  same  density  as  an  ordinary  film.  The 
lateral  film  in  this  case  is  also  shown.  As  one 
notes,  the  three  other  cases  are  different  from 
the  case  under  discussion  in  that  the  lesions  are 
in  the  peripheral  area  of  the  lungs  and  not  near 
the  hilum.  The  first  of  the  outside  patients  had 
a negative  x-ray  film  in  1939.  A film  taken  in 
1942  showed  a rounded  lesion.  Fortunately  I 
was  away  at  the  time  this  film  was  taken  and 
did  not  have  to  decide  what  was  to  be  done 
about  it.  We  have  other  films  taken  in  1944  and 
1946  which  show  that  the  lesion  had  changed 
very  little  if  at  all.  The  second  case  was  one  in 
which  the  lesion  was  picked  up  by  routine  exam 


of  all  employees  in  a large  Boston  Department 
Store;  no  symptoms  of  pulmonary  disease.  In 
the  third  case  there  were  definite  pulmonary  sym- 
ptoms and  the  decision  to  operate  will  probably 
not  be  difficult. 

In  the  discussion  of  today’s  case  we  noted  first 
the  story  of  pleuritis  pain  which  lasted  a day 
and  caused  difficulty  in  breathing.  There  seems 
little  question  that  the  symptoms  were  due  to 
pulmonary  infarct.  I do  not  believe  there  was 
any  relation  between  this  episode  and  the  round- 
ed lesion  which  appeared  some  years  later. 

As  in  the  case  discussed  by  Dr.  Schatzki,  this 
patient  was  also  exposed  to  tuberculosis,  and  the 
diagnosis  of  tuberculosis  must  therefore  be  con- 
sidered. There  is  a possibility  that  the  bilateral 
salpingitis  was  also  of  tuberculous  nature,  but  I 
assume  that  the  pathological  report  of  acute  sal- 
pingitis rules  out  tuberculosis. 

There  was  a decrease  in  breath  and  spoken 
voice  sounds  over  an  area  4 cm.  in  diameter  to 
the  right  of  the  spine.  This  examiner  certainly 
made  a careful  examination.  I shall  wager  any- 
thing that  he  had  seen  the  film  before  he  made 
that  report. 

I assume  from  the  description  of  the  pelvic 
examination  that  there  were  two  masses  one  of 
which  was  the  uterus  itself  and  the  other  outside 
the  uterus,  but  I cannot  be  absolutely  sure  of 
this  from  the  description. 

The  most  important  sentence  in  the  whole  his- 
tory of  the  case  is  in  the  x-ray  report  which 
reads  “it  had  not  changed  in  appearance  from 
the  original  film.  We  are  therefore  dealing  with 
a lesion  that  did  not  change  in  P/2  years.  The 
x-ray  department  goes  on  to  report.  “An  intra- 
venous pyelogram  showed  normal  urinary  tracts.” 
Obviously  the  doctors  in  charge  of  the  case  were 
looking  for  evidence  of  a hypernephroma  from 
which  there  had  been  a solitary  metastases  to  the 
lung. 

I suppose  again,  as  in  Dr.  Schatzki’s  case,  that 
the  operation  performed  was  an  operation  on  the 
lung  and  not  on  the  pelvis  and  we  are  again 
faced  with  the  question  of  the  nature  of  the 
round  shadow.  My  first  inclination  was  to  bet 
again  on  tuberculosis  because  of  the  story  of 
exposure  and  because  the  symptoms  were  some- 
what suggestive  of  tuberculous  infection.  But 
there  are  two  things  against  this  diagnosis.  In 
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— Council  on  Pharmacy  and  Chemistry,  New  and 
Nonofficial  Remedies,  J.A.M.A.  743:815  (July  1)  1950. 


"A  high  percentage  of  cases  of  seasickness  and 
carsickness  can  be  aborted  or  prevented  by 
suitable  doses  of  dimenhydrinate  (Dramamine)." 


DRAMAMINE  Brand  of  Dimenhydrinate — for  the  prevention  or 


treatment  of  motion  sickness — is  supplied  in  50  mg.  tablets  and  in  liquid  form. 


RESEARCH  IN  THE  SERVICE  OF  MEDICINE 
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the  first  place,  with  a small  rounded  shadow  due 
to  tuberculosis  there  is  evidence  of  tuberculosis 
elsewhere  in  the  lungs.  This  is  however  not  nec- 
essarily true.  In  the  second  place,  except  in  a 
calcified  primary  complex  the  rounded  shadow 
due  to  tuberculosis  or  so  called  tuberculoma, 
usually  change  in  appearance  in  18  months’  time. 
I believe  almost  all  of  the  tuberculomas  that  we 
have  observed  have  changed  in  the  x-ray  film 
in  that  length  of  time.  I am  therefore  inclined 
to  say  that  the  lesion  under  discussion  is  not 
tuberculous. 

As  I noted  in  the  beginning  this  rounded 
shadow  is  near  the  hilum  where  we  have  seen 
some  bronchiogenic  cysts  and  some  of  the  smal- 
ler cysts  in  this  area  have  given  somewhat  similar 
x-ray  appearance.  Usually,  however,  the  area  of 
density  is  larger  and  gives  a somewhat  different 
shadow.  I do  not  believe  that  this  picture  is 
sufficiently  characteristic  of  a bronchiogenic  cyst 
to  warrant  such  a diagnosis. 

Primary  carcinoma  of  the  bronchus  and  met- 
astatic cancer  are  both,  I believe,  ruled  out  by 
the  fact  that  there  was  no  change  in  the  film  in 
U/2  years.  So  far  as  our  experience  goes  I do  not 
believe  there  has  been  a single  case  of  primary 
or  metastatic  cancer  of  the  lungs  in  which  the 
x-ray  shadow  has  not  changed  in  this  length  of 
time.  Even  the  hypernephromas,  some  of  which 
are  very  slow  growing  have  changed  in  that 
length  of  time. 

Of  course  I am  concerned  about  the  condition 
in  the  pelvis.  As  I went  over  the  case  I was  about 
to  forget  that  there  was  anything  wrong  there 
and  until  the  discussion  of  Dr.  Schatzki’s  case  I 
had  not  given  a thought  to  the  possibility  of  a 
pulmonary  metastasis  from  the  pelvis.  Assuming 
that  the  operation  was  on  the  lung  it  is  quite  ob- 
vious that  the  doctors  in  charge  did  not  believe 
there  was  a pelvic  cancer  from  which  a metastasis 
might  occur. 

Dr.  Tracy  B.  Mallory:  You  are  wrong  about 
that.  The  operation  was  on  the  pelvis. 

Dr.  King:  That  is,  of  course,  a bombshell.  I 
was  going  to  forget  about  the  pelvic  disease  so 
I am  even  more  interested  in  what  you  think 
about  the  pelvic  condition,  Dr.  Meigs. 

Dr.  Meigs:  I have  a note  on  the  record  that 
I shall  try  to  find. 

Dr.  Fletcher  H.  Colby:  I am  not  convinced 


that  metastatic  lesions  in  the  lungs  necessarily 
change  as  you  say  in  a brief  period. 

Dr.  King:  The  only  ones  I can  be  sure  about 
are  the  ones  I have  followed  personally  and  all 
of  these  increased  in  size  in  a few  months.  In 
the  famous  case  of  hypernephroma  in  which  the 
kidney  was  first  removed  and  the  metastasis  tak- 
en out  several  months  later  with  apparent  cure 
after  12  years,  the  metastatic  lesion  had  almost 
doubled  in  size  in  a year’s  time.  We  have  also 
recently  followed  a case  at  the  Baker  Memorial 
Hospital  in  which  the  hypernephroma  was  taken 
out  five  years  ago  and  metastatic  lesions  appeared 
in  the  lung  one  year  ago.  The  lesions  in  the 
lung  have  unmistakably  increased  in  size  during 
a years  observation.  What  the  films  might  have 
shown  had  they  been  taken  in  the  4 year  period 
before  the  metastatic  lesions  were  discovered  I 
do  not  know. 

Dr.  Colby:  Some  are  fairly  slow  in  growing. 
They  must  be  because  secondary  deposists  may 
appear  even  as  late  as  15  years  or  more. 

Dr.  Meigs:  I shall  read  part  of  my  note.  “The 
cervix  is  long  and  normal  in  appearance.  The 
uterus  is  forward  and  attached  to  the  abdominal 
wall;  it  is  large  and  round,  definitely  larger  than 
it  should  be.  The  left  side  is  negative  but  in  the 
right  side  I believe  I feel  a hard,  firm  irregular 
mass.  This  mass  probably  represents  the  right 
ovary,  although  with  tumor  in  the  lung  I think 
we  ought  to  consider  the  question  of  neoplasm. 
Dr.  Benedict  should  be  asked  if  he  would  like  to 
peritoneoscope  her.  If  he  does  not  and  all  studies 
on  your  service  are  negative  we  would  be  very 
glad  to  explore  her.’’ 

The  question  is,  what  kind  of  mass  is  it?  Ap- 
parently she  has  no  abnormal  menstrual  periods. 
One  would  have  to  consider  the  possibility  of  a 
fibroid  growing  off  the  side  of  the  uterus.  It 
might  be  in  the  form  of  leiomyosarcoma  which 
is  a malignant  tumor  and  may  metastasize  to  the 
lung.  Pelvic  inflammatory  disease  we  rule  out 
because  she  had  both  tubes  removed.  One  would 
have  to  consider  ovarian  tumor  and  it  could  even 
be  endometrial  cancer. 

Dr.  King:  We  do  not  know  what  this  lesion  in 
the  lung  was  then? 

Dr.  Mallory:  Yes  we  do. 

Dr.  King:  And  you  know  what  the  pelvis 
showed  too? 
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Dr.  Mallory:  Yes. 

Dr.  King:  We  are  now  faced  with  the  question 
whether  we  can  connect  the  two  processes.  I 
came  determined  not  to  consider  the  pelvis  as  a 
possible  source  of  metastasis  and  I shall  keep  to 
the  line  of  approach.  I do  not  believe  that  this  is 
metastatic  cancer. 

1 have  already  discarded  tuberculosis  and 
bronchiogenic  cyst.  The  question  raised  in  the 
previous  case  about  benign  adenoma  interests 
me  a good  deal.  Until  1942,  except  for  one  pos- 
sible case  all  the  adenomas  we  had  followed 
were  at  least  in  part  in  the  lumens  of  the  larger 
bronchi  and  could  be  definitely  proved  by  bron- 
choscopic  biopsy.  I was  told  that  while  I was 
away  there  was  a case  admitted  from  another 
hospital  in  which  operation  had  shown  an  aden- 
oma that  was  entirely  outside  the  bronchus.  The 
case  under  discussion  may  be  that  case.  In  view 
of  the  fact  that  this  lesion  has  not  changed  in 
x-ray  appearance  in  IV2  years  and  that  it  is  close 
to  the  large  bronchi,  adenoma  must  be  con- 
sidered as  a possible  diagnosis. 

There  are  a multitude  of  other  benign  tumors 
that  should  be  mentioned,  but  it  would  be  pure 
guess-work  to  try  to  name  any  other  tumor. 
Fibroma,  chondroma  and  hamartoma  are  all  pos- 
sible but  taking  everything  into  consideration  I 
should  say  adenoma. 

CLINICAL  DIAGNOSIS:  Adenoma  of  bron- 
chus. 

Dr.  King’s  Diagnosis:  Benign  adenoma  of  lung. 

ANATOMICAL  DIAGNOSIS:  Adenoma  of 
bronchus.  Endometriosis  of  ovary. 

PATHOLOGICAL  DISCUSSION: 

Dr.  Mallory:  The  first  operation  was  on  the 
pelvis  and  an  ovarian  mass  was  found  to  be  due 
to  extensive  endometriosis  of  the  ovary.  About 
10  days  later  the  chest  was  explored  and  Dr. 
Sweet  will  tell  you  about  that. 

Dr.  Sweet:  This  patient  was  admitted  on  the 
Gyn.  Service  and  I was  asked  to  see  her  before 
the  pelvic  examination  relative  to  what  was 
wrong  in  the  chest.  I thought  we  should  see 
what  was  wrong  in  the  pelvis  first  because  at 
that  time  we  did  give  some  thought  to  metastatic 
tumor.  Having  proved  that  the  pelvic  tumor 
was  benign  and  therefore  not  responsible  for  the 
pulmonary  lesion  we  did  go  ahead  with  the 
chest  operation.  I came  to  the  same  conclusion 
as  Dr.  King— that  it  was  an  adenoma.  It  was  an 


interesting  operation  because  when  I first  ex- 
posed the  tumor  it  was  in  the  lower  lobe,  pre- 
senting on  the  fissure  as  it  lay  against  the  middle 
lobe.  I thought  that  I could  excise  the  tumor 
locally.  There  was  not  much  lung  tissue  over  it. 
I believed  it  was  something  I could  pry  out  with- 
out difficulty  but  in  dissecting  I saw  that  it  was 
actually  growing  out  of  a bronchus,  and  I did  a 
lobectomy.  The  further  pathological  details  we 
shall  hear  from  Dr.  Mallory,  but  I was  convinced 
at  the  time  that  I was  taking  out  an  adenoma. 

Dr.  King:  Was  it  inside  or  out? 

Dr.  Sweet:  Both. 

Dr.  Mallory  : I have  the  gross  picture  of  the 
resected  specimen.  You  can  see  the  tumor  with- 
out any  difficulty  almost  completely  circum- 
scribed, but  it  was  definitely  adherent  to  the 
outer  portion  of  the  bronchial  wall.  There  was 
no  involvement  of  the  bronchial  mucosa  and  no 
narrowing  of  the  bronchus  by  tumor.  These  tu- 
mors ordinarily  arise  within  the  bronchus  al- 
though they  may  also  extend  outward  between 
the  cartilages  and  form  a dumbbell  shaped  mass. 
This  is  a unique  case,  in  our  series  at  any  rate, 
in  that  the  tumor  lay  entirely  outside  the  bron- 
chus with  no  projection  in  the  bronchial  lumen. 

Dr.  Meigs:  This  patient  had  bilateral  salping- 
itis and  endometritis  8 years  before  admission. 
It  is  rare  to  see  endometriosis  under  such  con- 
ditions when  the  tubes  are  closed.  This  seems 
to  refute  Sampson’s  theory  of  menstrual  blood 
flowing  back  through  the  tubes  and  producing 
endometriosis.  If  she  had  had  the  condition 
when  she  was  first  operated  on  it  would  prob- 
ably have  been  noted. 

Dr.  Mallory:  You  might  have  noted  it  but  most 
surgeons  do  not  see  it  as  readily  as  you  do. 


" Remember  . . . 
no  stair  climbing " 

Undoubtedly  this  has  been  your  advice  to  many 
patients  who  suffer  conditions  which  make  exercise 
dangerous.  Now  these  people  can  be  freed  of  the 
imprisonment  of  one  floor  with  one  of  our  complete 
line  of  home  elevators  and  stair  climbers. 

^ We  Invite  Your  Inquiry 

(j^Lm^E LEVATOR  CO. 

Title  & Trust  Bldg  Phone  4-2259 
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TOPICS  OF  CURRENT  MEDICAL  INTEREST 


RX,  DX,  AND  DRS. 

By  GUILLERMO  OSLER,  M.D. 

For  those  who  missed  it  at  the  A.M.A.  meeting, 
Hench  and  colleagues  have  reported  an  item 
which  seems  ahead  of  its  time.  Cortisone  and 
Compound  F are  absorbed  and  effective  by 
mouth  . . . The  hormones  are  still  in  scarce  sup- 
ply—but  when  they  increase  to  the  ‘pound  and 
penny’  stage,  the  knowledge  can  be  used. 

— ¥ — 

A previous  paragraph  or  two  about  versatile 
doctors  has  prepared  the  way  for  this  one  about 
Dr.  Ward  . . . Dr.  J.  P.  Ward,  that  is.  Our  own 
Health  Dept.  Chief  . . . We  didn’t  allow  for  the 
width  of  versatility,  though.  Dr.  Ward  is  the 
winner  of  a cartoon  caption  contest  in  a medical 
advertising  mag!  . . . This  mention  of  it  is  not 
ridicule,  just  envy. 

— f - 

Research  in  Arizona  could  well  repeat  and  ex- 
pand on  a piece  of  Swedish  investigation,  pub- 
lished two  years  ago  in  the  Annals  of  Rheumatic 
Disease  . . . Drs.  Edstrom,  Lundin,  and  Wram- 
mer  reported  on  Hot  Climate  for  Arthritis,  or, 
‘Investigations  into  the  effect  of  hot,  dry  micro- 
climate on  peripheral  circulation,  etc.,  in  arthritic 
patients’  . . . Thirty-four  patients  with  rheumatic 
fever,  and  others  with  rheumatoid  arthritis,  were 
kept  in  an  air-conditioned  room  for  100  days. 
The  temperature  was  89  F.,  the  humidity  35%  . . . 
Symptoms  decreased,  the  peripheral  vascular  bed 
dilates  widely,  vascular  reflexes  decrease,  oxygen 
saturation  of  venous  blood  ( low  in  arthritis ) 
rises  above  normal,  and  beta  hemolytic  strepto- 
cocci are  usually  eliminated  from  the  throat  . . . 
Southern  Arizona  should  be  able  to  put  into 
figures  what  we  suspect  the  ‘macro’  climate  does. 

— ¥ 

No  luck  yet  in  finding  out  the  results  of  studies 
on  desert  warfare  ...  It  was  said  that  the  Army 
had  some  interesting  data  during  the  last  war, 
and  it  seemed  that  it  might  be  applied  to  making 
living  and  therapy  more  satisfactory  in  the 
Southwest  . . . The  U.S.P.H.S.  doesn’t  know  of 
it,  and  it  might  not  be  wise  to  ask  the  Army 
about  it  right  now. 


Dr.  Perrin  Long  of  Johns  Hopkins  is  one  of 
the  pioneers  of  chemo  and  antibiotic  therapy. 
Every  now  and  then  he  gives  a summary  of  the 
use  of  the  best  agents,  and  he  has  done  it  again 
. . . The  Pennsylvania  Medical  Journal  contained 
a comparison  of  penicillin,  streptomycin,  aureo- 
mycin,  and  Chloromycetin  in  a recent  issue,  and 
it  was  abstracted  in  ‘Modern  Medicine’  . . . We 
have  written  to  see  if  the  charts  can  be  reprinted 
in  ARIZONA  MEDICINE.  They  would  be  very 
valuable  to  have,  and  can  even  be  further  mod- 
ernized. 

— 1 

Histoplasmosis  may  occur  in  a progressive 
form.  It  is  rare  but  is  usually  fatal  . . . There  has 
been  no  therapy  for  most  fungus  infections,  and 
none  for  histoplasmosis  until  a report  by  Christie 
of  Vanderbilt  . . . He  used  a wartime  fungicide 
called  ethyl  vanillate  in  treatment  of  five  chil- 
dren, with  recovery  in  all. 

- f 

The  Blue  Cross  plan  sometimes  takes  a beating. 
Everyone  has  read  Dr.  Paul  Hawley’s  plea  that 
physicians  help  to  protect  the  plan.  Needless 
hospitalizations  and  useless  charges  can  be  cut 
out  by  the  careful  doctor,  and  the  costs  and 
losses  can  be  reduced  ...  We  agree,  we  con- 
demn waste.  We  urge  honesty  and  thoughtful 
use  of  the  Blue  Cross  privileges  . . . But  (and 
here  is  where  the  shoe  personally  pinches)  we 
have  a feeling  of  sympathy  for  the  tubercidous 
patient  whose  income  has  been  cut  off  because 
his  policy  has  been  shifted  from  a ‘group’  to  a 
‘direct’  payment  contract.  It  hits  the  tuberculosis 
hospitals  where  they  live,  too. 

— ? - 

A former  Arizona  Dept,  of  Health  worker  has 
moved  up  in  the  Federal  service.  Dr.  Arnold  B. 
Kurlander,  on  loan  here  before  his  three  year 
service  in  Ohio,  has  been  transferred  to  similar 
work  in  the  Division  of  Tuberculosis  at  Wash- 
ington, D.  C. 

— t - 

We’d  give  a nickel  to  know  whether  ‘Banthine,’ 
a brand  of  methantheline  bromide,  is  of  any 
more  value  than  most  approaches  to  peptic  ulcer 
therapy  ...  It  acts  as  a parasympathetic  blocking 
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agent,  decreasing  gastric  secretion  and  intestinal 
motility.  It  is  anticholinergic,  like  atropine,  but 
perhaps  is  more  selective  . . . Pain  has  been 
found  to  be  markedly  reduced,  the  heart  effects 
are  scanty,  but  the  degree  of  action  on  the  eyes 
and  salivary  glands  is  not  yet  certain  . . . 

— t 

The  risk  of  cataract  formation  from  gamma 
and  roentgen  rays  and  from  neutrons  is  said  to 
be  lessened  by  a 50%  improvement  in  protective 
glass  . . . The  glass  can  be  used  for  eye-glasses, 
or  for  peepholes  in  safety  barriers  of  atomic  re- 
actors . . . The  two  kinds  of  glass  were  devel- 
oped by  five  chemists  at  the  University  of  Pitts- 
burgh. The  X and  gamma  ray  glass  contains 
tungsten  phosphate.  The  neutron-stopper  con- 
tains cadmium  borosilicates  and  fluorides  . . . 
Four  feet  of  earth  vs  eight  inches  of  cement  vs 
a few  cm.  of  glass. 

— f 

One  of  the  finest  summaries  which  has  come 
to  this  desk-in-the-desert  is  that  of  Armour  and 
Company  on  ACTH.  Very  clear,  comprehensive 
and  up-to-date— plus  one  additional  rare  quality— 
the  presence  of  a price  list  which  is  so  often  miss- 
ing when  drugs  or  equipment  is  being  discussed. 

— f 

The  lead  article  in  the  July  29th  JAMA  was  by 
Gordon  and  Albright  . . . Their  authority  in  writ- 
ing of  the  treatment  of  thyrotoxicosis  by  radio- 
active iodine  can  be  judged  by  the  sentence 
‘The  present  report  deals  with  the  first  120  cases 
treated—”.  . . This  is  the  same  Dr.  Edgar  Gordon 
of  Wisconsin  who  gave  ARIZONA  MEDICINE 
such  a beautiful  case-analysis  in  January,  1949, 
with  its  ultra-modern  treatment  of  hypothyroid- 
ism and  hypoparathyroidism. 

- 1 

The  history  of  pneumonectomy  is  an  amazing 
one.  First,  because  it  is  only  of  19  years  duration 
and,  second,  because  it  progressed  so  regularly 
and  well  . . . Rudolph  Nissen  tells  of  removing 
the  first  entire  lung  in  Sauerbruch’s  German 
Clinic  in  1931;  less  than  two  years  later  Cameron 
Haight  of  Michigan  removed  one  for  bronchi- 
ectasis; shortly  afterwards  Evarts  Graham  of  St. 
Louis  removed  one  for  carcinoma;  and  a few 
months  later  Rienhoff  of  Baltimore  developed  the 
currently  used  ‘individual  ligation’  technique  . . . 
The  final  amazing  part  of  the  story  is  that  Nis- 
sen’s  patient  was  alive  when  last  located,  Haight’s 
is  married  and  has  a child,  and  Graham’s  is  now 
a practicing  physician,  aged  48  years. 


Arizona  chest  surgeons  have  done  a fairly  high 
percentage  of  the  lung  resections  for  coccidio- 
mycosis,  alias  ‘valley’  or  ‘desert  fever  . . . Melick 
of  Phoenix  has  summarized  the  cases  by  cor- 
respondence with  the  members  of  the  A.A.  for 
Thoracic  Surgery,  for  publication  in  that  society’s 
journal  for  July  1950  . . . Replies  were  received 
from  224  individuals  in  37  states,  Canada,  Swed- 
en, and  Hawaii.  One  hundred  and  nine  cases 
were  reported  by  39  surgeons  or  groups  . . 
Melick  had  done  8 resections,  Howell  Randolph 
of  Phoenix  had  done  two,  and  Stacey  of  Tucson 
had  done  one  . . . (We  also  have  more  than  our 
share  of  the  disease. ) 

f 

It  was  certain  that  anti-coagulant  drugs  would 
be  improved,  and  some  of  the  early  efforts  are 
now  available  ...  A drug  in  the  coumarin  series 
is  Tromexan,  and  it  acts  more  rapidly  and  more 
briefly  on  the  prothrombin  time  than  Dicumarol 
...  A drug  with  a similar  action  to  heparin  is 
called  Paritol  . . . Decision  on  the  relative  effects 
will  have  to  wait,  as  usual. 

A new  transfusion  method  has  been  described 
by  Dr.  Carl  Walter  of  the  P.  B.  Brigham  Hospital 
in  Boston  . . . Dr.  Walter’s  equipment  seeks  to 
provide  a donor  set  which  ( a ) avoids  a vacuum, 
(b)  does  not  make  use  of  glass,  and  (c)  utilizes 
expendible  materials  . . . The  blood  is  collected 
into  a transparent  plastic  bag  through  plastic  tub- 
ing. Absorptive  resins  in  the  tube  remove  the 
calcium  and  magnesium  in  the  blood,  and  re- 
move the  need  for  anti-coagulants.  The  bag  does 
not  contain  air,  and  the  blood  flows  into  it  by 
venous  pressure  ...  It  flows  out  of  the  bag  either 
by  elevation,  squeezing  by  hand,  or  by  the 
weight  of  the  body  as  the  patient  lies  on  it. 
f 

In  a pre-meeting  summary  of  A.M.A.  topics, 
Dr.  M.  J.  Whitelaw  of  Phoenix  was  not  credited 
with  two  papers,  ‘The  Treatment  of  Juvenile 
Acne  with  Topical  Estrogens,’  and  ‘The  Influence 
of  Female  Hormones  on  the  Basal  Body  Tem- 
perature.’ He  also  presented  a film  called  ‘The 
Use  of  the  Cervical  Cap  in  Oligospermia,’  and 
discussed  a paper  ‘On  Sterility  in  the  Male’  . . . 
He  did  not  discuss  a paper  on  prostatic  massage, 
as  promised  in  the  A.M.A.  handouts,  and  re- 
peated here. 

? — 

Already  the  alcoholic  has  a way  to  circumvent 
the  ‘autabuse’  treatment  . . . Even  if  someone 
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forces  him  to  take  his  pills  regularly,  all  he  has  to 
do  is  to  carry  the  equipment,  a solution  of  ascorb- 
ic acid,  ferrous  chloride,  and  distilled  water,  and 
give  himself  an  intravenous  injection  before  he 
takes  a drink,  or  later  when  the  nausea  reaction 
occurs  ...  If  this  suggestion  seems  exaggerated, 
just  think  back  on  the  cute  and  complex  and 
fantastic  things  an  alcoholic  does  to  get  a drink 
. . . Jokivarto  of  Finland  says,  in  the  Quart.  J. 
Studies  on  Alcohol,  that  it  works. 


Mas  des  pues,  amigos. 


WHEN  AN  ORTHOPEDIC 
MATTRESS  IS  INDICATED 

Restful,  healthful  body  adjustment  is 
supplied  by  the  Spring  Air  Back  Supporter 
Mattress,  with  its  high  density  construction 
of  lightly  compressed  coils  of  extra  large 
diameter.  Made  of  conventional,  time-proven 
materials,  to  a new  design  which 
provides  positive  back  support  without 
interfering  with  circulation.  See  it 
at  your  favorite  furniture  store  . . . 
recommend  it  with  confidence. 


Manufactured  in  Phoenix  by 
SOUTHWEST  MATTRESS  CO. 
1710  EAST  WASHINGTON  ST. 
PHOENIX,  ARIZONA 


Unsonditionally  Guaranteed! 

For  varicose  veins,  lymph 
stasis  and  other  swollen 
or  flabby  leg  conditions. 

A!  reliable  surgical  appliance, 
drug  and  dept,  stores  everywhere. 


JOHN  B.  FLAHERTY  C0.f  Inc.,  Bronx,  n.y. 

Since  1898,  Manufacturers  of  Surgical  Eloslic  Supports 


Used  by 
More  Than 

70,000 

DOCTORS 


. . . for  the  removal  of 
skin  growths,  tonsil 
tags,  cysts,  small  tu- 
mors, superfluous  hair, 
and  for  other  technics 
by  electrodesiccation, 
fulguration,  bi-active 
coagulation. 

Now,  completely  re- 
designed the  new 
HYFRECATOR 
provides  more  power 
and  smoother  control 
. . . affording  better  cos- 
metic results  and  great- 
er patient  satisfaction. 
Doctors  who  have  used 
this  new  unit  say  it  pro- 
vides for  numerous  new 
technics  and  is  easier, 
quicker  to  use. 

$4950  COMPLETE 

Send  for  descriptive  bro- 
chure, "Symposium  on 
'Electrodesiccation  and  Bi- 
Active  Coagulation” which 
explains  the  HYFRECA- 
TOR and  how  it  works. 


I 

I 

I 

I 

I 

I 

I 

s 

I 

L 


To:  The  BIRTCHER  Corp.,  Dept. 

5087  Huntington  Dr.,  Los  Angeles  32,  Calif. 

Please  send  me  free  booklet,  "Symposium  on 
Electrodesiccation  and  Bi-Active  Coagulation.” 


Name 

Street. 

City_ State 


J 
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7 LIGHT,  SMOOTH  S 
A- 1 PILSNER.  IS  MY 
FAVORITE,  AND  U'L  JOE' , 
IS  JUST  RIGHT  FORME i 


Hubs 


*A-1  Pilsner's 
new  8-oz.  bottle 


^ISHER  t&h 


ARIZONA  BREWING  COMPANY,  INC.  • PHOENIX,  ARIZONA 
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PERSONAL  NOTES 


Dr.  Albert  Eckstein,  Phoenix,  was  certified  by 
the  American  Board  of  Internal  Medicine,  June, 
1950. 

Dr.  Douglas  D.  Gain,  Phoenix,  has  returned 
to  practice  of  radiology  after  a year’s  post-gradu- 
ate study  in  Philadelphia,  Pennsylvania  at  the 
Graduate  School  of  Medicine,  the  University  of 
Pennsylvania. 

He  has  been  appointed  head  of  the  Depart- 
ment of  Radiology  at  St.  Monica’s  Hospital, 
Phoenix.  Dr.  Gain  was  certified  by  the  American 
Board  of  Radiology  in  1950. 

Dr.  L.  D.  Beck,  Phoenix,  attended  the  Okla- 
homa State  Medical  Convention,  June  4-6th  at 
Oklahoma  City. 

Dr.  R.  A.  Gutekunst,  Phoenix,  has  resigned  as 
Resident  Physician  at  the  State  Tuberculosis 
Sanitarium  at  Tempe.  He  has  taken  a position  at 
Torrance,  California  at  the  Harber  General  Hos- 
pital. 

Dr.  Evelyn  B.  Johnson,  Minneapolis,  Minne- 
sota, has  come  to  the  Maricopa  County  Health 
Unit  as  Pediatrician.  She  formerly  was  Pediatri- 
cian and  Associate  Cardiologist  with  Minne- 
apolis Children’s  Heart  Clinic. 

Dr.  Clarence  G.  Salisbury,  Ganado,  has  accept- 
ed appointment  effective  September  1st,  as  Chief 
of  the  Bureau  of  Preventive  Medical  Services, 
Arizona  State  Department  of  Health. 

Dr.  Richard  B.  Johiis,  Phoenix,  has  accepted  a 
Residency  at  Children’s  Hospital,  Denver,  Col- 
orado. 

Dr.  James  Ovens,  Phoenix,  completed  a years 
residency  in  cancer  surgery  at  the  M.  D.  Ander- 
son Hospital,  Houston,  Texas. 

Dr.  E.  Payne  Palmer,  Sr.  and  Dr.  Joseph  Bank, 
Phoenix,  are  attending  the  International  Confer- 
ence on  Cancer,  in  Paris,  France. 

Dr.  Archie  Cruthirds,  Phoenix,  attended  the 
Sectional  Meeting  of  Scottish  Opthalmological 
Society,  Glasgow-Edinburgh,  Scotland,  July 
10th-14th  and  the  International  Congress  of  Op- 


thalmologists,  London,  July  17th-21st,  and  the 
International  Congress  of  Surgery,  Argentine 
Chapter,  Buenos  Aires,  Argentine,  August  1st- 
8th. 

Dr.  Kenneth  C.  Baker,  Tucson,  attended  the 
meeting  of  the  Pacific  Coast  Dermatological 
Association  in  Oakland,  California,  September 
1st  to  4th  inclusive. 

NOTICE 

The  Fifteenth  Annual  Assembly  of  the  United 
States  Chapter  of  the  International  College  of 
Surgeons  will  be  held  in  Cleveland,  Ohio,  Oct- 
ober 31  to  November  3,  with  headquarters  at 
the  Cleveland  Hotel. 

Surgical  clinics  will  be  held  in  several  Cleve- 
land hospitals  on  Monday,  October  30.  All 
scientific  sessions  will  be  held  at  the  Cleveland 
Public  Auditorium  9:00  a.m.  to  5:00  p.m.  Tues- 
day through  Friday.  A most  excellent  program 
has  been  arranged  at  which  time  some  of  the 
most  prominent  surgeons  of  America,  and  some 
foreign  speakers,  will  discuss  the  current  con- 
temporary surgical  scene. 

Through  the  courtesy  of  Smith,  Kline  and 
French  Laboratories,  a fine  colored  television 
program  of  surgical  procedures,  originating  from 
the  St.  Vincent’s  Charity  Hospital,  Cleveland, 
will  be  shown  daily  in  the  auditorium  from  9:00 
a.m.  to  1:00  p.m.  Motion  pictures  will  also  be 
presented  each  day  depicting  many  of  the  re- 
cent advances  in  surgery  and  surgical  technique. 

One  of  the  highlights  of  the  meeting  will  be 
the  annual  banquet  at  the  Statler  Hotel  on  Thurs- 
day evening  when  America’s  great  surgeon,  Dr. 
Frank  Lahey  of  Boston,  will  talk  on  “Some  of 
the  Recent  Advances  in  Surgery.”  Dr.  Elmer 
Henderson,  President  of  the  American  Medical 
Association,  will  deliver  an  address  on  “The  Im- 
portance of  International  Cooperation  in  Sur- 
gery.” 

Reservations  may  be  secured  by  writing  to  the 
Committee  on  Hotels,  International  College  of 
Surgeons,  511  Terminal  Tower,  Cleveland  13, 
Ohio.  Preliminary  programs  may  be  obtained 
from  the  central  office,  1516  Lake  Shore  Drive, 
Chicago  10. 


54 


Arizona  Medicine 


October,  1950 


See  the  A.  M.  A.  Accepted 

BURDICK 

DIRECT  - RECORDING 


Electrocardiograph 


distributed  in  Arizona  by — 

Standard  Surgical  Supply  Co.,  Inc. 

Phoenix  Tucson 


PRESCRIPTION 

Complete  line  of 

Hospital  Beds,  Crutches,  Trusses  and 
Surgical  Garments 


KELLY'S  PRESCRIPTION  SHOP 

45  East  Broadway  Phone  3-4701 

TUCSON 

D.  F.  Scheigert  L.  J.  McKenna 


“$eeds  for  $ecurity” 

DON  A.  SEEDS,  C.  L.  U. 

Life  Insurance  Counselor 

WEST  COAST  LIFE  INSURANCE  CO. 

623  Security  Bldg. 

Phoenix,  Arizona  Phone  3-1957 


DIATHERMY  • ELECTROENCEPHALOGRAPH 
ELECTRONIC  EQUIPMENT 
SERVICE 

Intercommunication  • Music  Systems  • Wire  Recorders  • Radio  • Television 

Sales  and  Service 


RADIO  ELECTRONICS  DEVELOPMENT  CO. 

1009  N.  Third  Ave.  Phone  4-8541 

Phoenix,  Arizona 
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☆ 


A constantly  reliable  bottled  water  . . . 
Pure  . . . Fresh  . . . Naturally  Soft 
Untreated  . . . Sterilized  Equipment 
Delivered.  Also  Distilled  Water. 

☆ 

PHONE  2-4645 

☆ 

RAINBOW  WATER  CO. 

332  East  Seventh  Tucson 


Medical  & Dental 


FINANCE  BUREAU 

407  PROFESSIONAL  BLDG.  • PHOENIX,  ARIZONA 
PHONE  4-4688 

Geo  E Richardson,  Pres 


AN  ETHICAL 
FINANCIAL  SERVICE 
FOR  YOUR  PATIENTS 
FOUNDED  1936 


* Convenient  monthly  payments 
for  the  patient. 

* Cash  for  the  doctor. 

* Doctor  does  not  guarantee 
payment. 


PASADENA,  CALIFORNIA 


MEDICAL  STAFF 

CHARLES  W.  THOMPSON,  M.D.,  F.A.C.P.,  Director 
CLIFTON  H.  BRIGGS,  M.D.,  F.A.C.S.,  Associate  Director 
ETHEL  FANSON,  M.D.  CARLOS  F.  SACASA,  M.D. 

DOUGLAS  R.  DODGE,  M.D.  HERBERT  A.  DUNCAN,  M.D 
KENNETH  P.  NASH,  M.D. 


ITARIUM 
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REPAIR  - MANUFACTURE 
DEVELOPMENT 

The 

SCOTT  TECHNICAL  INSTRUMENT  CO. 
of  Phoenix  has  the  complete  facilities  for  the 
development,  manufacture,  and  repair  of  all 
types  of  scientific  instruments,  including 
optics. 

If  you  have  any  problems  in  this  line 
please  call  on  us  at  any  time. 

333  North  Third  Ave.,  Phoenix,  Arizona 
Phone  3-9003 


SPENCER 

SUPPORTS 

Are  Individually 
Designed 

To  aid  the  doctor’s 
treatment  of  back  de- 
rangements; following 
spinal,  abdominal,  or 
breast  operations;  dis- 
placed internal  organs, 
movable  kidney;  in- 
operable hernia;  and 
other  disabilities. 


SPENCER  SUPPORT  SHOP 

W.  B.  & Maude  Keen,  Dealers 

Phone  3-4623  706  N.  First  Street 

Phoenix,  Arizona 


WAYLAND’S 

TWO  STORES 

☆ 

Wayland's  Prescription  Pharmacy 
13  E.  Monroe  Street 
Phone  4-4171 

Wayland's  McKinley  Pharmacy 
138  W.  McKinley  Street 
Phone  4-7243 

PHOENIX,  ARIZONA 

☆ 

FREE  DELIVERY 


Congress  Increases 
Insurance  of 
Savings  To 
$10,000 


The  First  Federal  Savings  and  Loan  Insurance 
Corporation  is  now  authorized  by  Act  of  Con- 
gress, to  increase  Savings  Account  Insurance 
from  $5,000  to  $10,000.  Our  membership  in 
this  permanent  agency  of  the  United  States 
Government  means  that  this  new  coverage  to 
funds  you  may  have  or  wish  to  place  with 
First  Federal  Savings  will  apply  to  you.  In- 
surance of  accounts  costs  you  nothing. 


FIRST  FEDERAL 

-SAVINGS.,,,,^,,,  q4wi. 


30  West  Adams,  Phoenix  • 148  E.  Seconds  St.,  Yuma 
2%  Dividends  • Savings  Federally  Insured 
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new  product  brief 


PRONESTYL  Hydrochloride 

Squibb  Procaine  Amide  Hydrochloride 

for  the  treatment  of  ventricular  arrhythmias 


What  is  it? 

Pronestyl  Hydrochloride  is  Squibb  procaine  amide 
hydrochloride.  Structurally,  Pronestyl  differs  from 
procaine  only  by  the  presence  of  the  amide  group- 
ing (.CO.NH.)  in  Pronestyl  where  procaine  has  the 
ester  grouping  (.CO.O.) 

How  does  it  act? 

The  action  of  Pronestyl  is  probably  due  to  a direct 
depressant  action  on  the  ventricular  muscle.  In  au- 
ricular arrhythmias,  preliminary  observations  in- 
dicate that  Pronestyl  slows  auricular  rate  but 
usually  does  not  re-establish  normal  sinus  rhythm. 
At  present,  Pronestyl  is  not  recommended  in  the 
treatment  of  auricular  arrhythmias 

When  is  if  indicated? 

In  conscious  patients,  for  the  treatment  of  ventric- 
ular arrhythmias. 

During  anesthesia,  to  correct  cardiac  arrhythmias. 

What  are  its  advantages  in  ventricular  arrhythmias? 

As  compared  with  quinidine:  Unlike  quinidine,  no 
important  toxic  symptoms  have  been  reported  fol- 
lowing the  use  of  Pronestyl  orally.  In  therapeutic 
dosage,  Pronestyl  orally  does  not  produce  the  nau- 
sea, vomiting,  and  diarrhea  often  caused  by  quini- 
dine. At  high  oral  dosage,  these  symptoms  may  appear 
Whereas  intravenous  administration  of  quinidine 
is  hazardous  and  unpredictable,  Pronestyl  may  be 
given  intravenously  with  relative  safety. 

Pronestyl  has  been  found  effective  in  some  patients 
who  failed  to  respond  to  quinidine. 

As  compared  with  procaine:  For  arrhythmias,  pro- 
caine is  used  only  in  anesthetized  patients  because 
its  dose  in  unanesthetized  patients  is  too  toxic  for 
clinical  use.  Pronestyl  can  be  used  in  conscious.and 
anesthetized  patients. 

Intravenously,  Pronestyl  is  much  less  toxic  than 
procaine.  In  the  recommended  intravenous  dosage, 
Pronestyl  does  not  cause  the  central  nervous  system 
stimulation  typical  of  procaine  in  conscious  pa- 
tients. 

Procaine  is  unstable,  being  rapidly  hydrolyzed  in 
the  plasma  to  para-aminobenzoic  acid  and  diethyl- 
aminoethanol.  Pronestyl  is  not  affected  by  the 
plasma  procaine  esterase,  consequently  it  is  much 
longer  acting  than  procaine. 

Procaine  is  not  used  orally  because  of  its  instability 
in  the  organism;  Pronestyl  can  be  used  orally  and 
intravenously. 

What  are  its  side  effects? 

Oral  administration  of  Pronestyl  in  doses  of  3-6 
grams  per  day,  for  periods  of  time  varying  from  2 
days  to  3 months,  produced  no  toxic  effects  as  evi- 


denced by  studies  of  the  blood  count,  urine,  liver 
function,  blood  pressure,  and  electrocardiogram. 
Intravenous  administration  to  patients  without 
ventricular  tachycardia  produced  only  a moderate 
and  transient  hypotensive  effect  in  about  one-third 
of  the  subjects.  However,  during  intravenous  ad- 
ministration to  patients  with  ventricular  tachycar- 
dia, a striking  hypotensive  effect  was  almost  invar- 
iably present.  This  disappeared  concurrently  with 
the  establishment  of  a normal  rhythm.  Further 
studies  are  in  progress  to  see  whether  the  drug  may 
be  given  intravenously  over  a period  of  time  longer 
than  five  minutes  so  as  to  revert  the  ventricular 
tachycardia  without  causing  hypotension.  That 
this  may  be  possible  is  indicated  by  the  fact  that 
some  episodes  of  ventricular  tachycardia  have  been 
successfully  treated  by  oral  administration  without 
significant  change  in  blood  pressure.  Electrocardio- 
graphic changes:  prolongation  of  QRS  and  QT  in- 
tervals and  occasional  diminution  in  voltage  of  QRS 
and  T waves  have  occurred. 

What  is  the  dosage? 

IN  CONSCIOUS  PATIENTS 
For  the  treatment  of  ventricular  tachycardia : 
ORALLY:  1 Gm.  followed  by  0.5-1. 0 Gm.  every  four 
to  six  hours  as  indicated. 

INTRAVENOUSLY:  200-1000  mg.  (2  to  10  cc.  Pro- 
nestyl Hydrochloride  Solution).  Caution— administer 
no  more  than  200  mg.  (2  cc.)  per  minute. 

Hypotension  may  occur  during  intravenous  use  in 
conscious  patients.  As  a precautionary  measure, 
administer  at  a rate  no  greater  than  200  mg.  (2  cc.) 
per  minute  to  a total  of  no  more  than  1 Gm.  Elec- 
trocardiographic tracings  should  be  made  during 
injection  so  that  injection  may  be  discontinued 
when  tachycardia  is  interrupted.  Blood  pressure 
recordings  should  be  made  frequently  during  injec- 
tion. If  marked  hypotension  occurs,  rate  of  injec- 
tion should  be  slowed  or  stopped. 

For  the  treatment  of  runs  of  ventricular  extrasystoles: 
ORALLY:  0.5  Gm.  (2  capsules)  every  four  to  six 
hours  as  indicated. 

IN  ANESTHESIA 

During  anesthesia,  to  correct  ventricular  arrhythmias: 
INTRAVENOUSLY:  100-500  mg.  (1  to  5 cc.  Pronestyl 
Hydrochloride  Solution).  Caution  — administer  no 
more  than  200  mg.  ( 2 cc.)  per  minute. 

How  is  it  supplied? 

Pronestyl  Hydrochloride  Capsules,  0.25  Gm.,  bottles 
of  100  and  1000. 

Pronestyl  Hydrochloride  Solution,  100  mg.  per  cc., 
in  10  cc.  vials. 


Squibb 
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ANNOUNCEMENT  OF 
VAN  METER  PRIZE  AWARD 

BY  GEORGE  C.  SHIVERS 

The  American  Goiter  Association  again  offers 
the  Van  Meter  Prize  Award  of  Three  Hundred 
Dollars  and  two  honorable  mentions  for  the  best 
essays  submitted  concerning  original  work  on 
problems  related  to  the  thyroid  gland.  The 
Award  will  be  made  at  the  annual  meeting  of 
the  Association  which  will  be  held  in  Columbus, 
Ohio,  May  24,  25  and  26,  1951,  providing  essays 
of  sufficient  merit  are  presented  in  competition. 

The  competing  essays  may  cover  either  clin- 
ical or  research  investigations;  should  not  exceed 
three  thousand  words  in  length;  must  be  pre- 
sented in  English;  and  a typewritten  double 
spaced  copy  in  duplicate  sent  to  the  Correspond- 
ing Secretary,  Dr.  George  C.  Shivers,  100  East 
Saint  Vrain  Street,  Colorado  Springs,  Colorado, 
not  later  than  March  1,  1951.  The  committee 
who  will  review  the  manuscripts  is  composed  of 
men  well  qualified  to  judge  the  merits  of  the 
competing  essays. 

A place  will  be  reserved  on  the  program  of 


PUBLIC  RELATIONS  AND  THE 
DELINQUENT  ACCOUNT  PROBLEM 

We  are  grateful  for  the  opportunity  of  serving  an 
ever  growing  number  of  clients,  the  physicians  of 
the  area. 

Ours  is  a service  that  is  different,  taking  into  con- 
sideration the  full  problem  presented  by  delinquent 
accounts. 

Analysis  of  the  cause  of  each  delinquent  account 
protects  the  individual  doctor  and  the  profession,  at 
the  same  time  assuring  ethical  handling  of  each  case. 

DOCTORS  BUSINESS  BUREAU 

C.  A.  PEACHEY,  Director 
612  Security  Bldg.  Telephone  4-7224 

Phoenix,  Arizona 


DISTRICT  NO.  1 

ARIZONA  STATE  NURSES  ASS'N 

(Constituent  of  the  American 
Nurses’  Ass’n) 

Nurses'  Professional  Registry 

711  East  Monrde  Phoenix  Ph.  4-4151 


the  annual  meeting  for  presentation  of  the  Prize 
Award  Essay  by  the  author,  if  it  is  possible  for 
him  to  attend.  The  essay  will  be  published  in 
the  annual  Proceedings  of  the  Association. 

SECRETARY'S  LETTER 

Philip  R.  Overton,  general  counsel  for  the 
State  Medical  Association  of  Texas,  wrote  an 
interesting  letter  recently  to  a physician  in  a 
Texas  veterans  hospital  relative  to  membership 
dues  in  the  American  Medical  Association.  Two 
paragraphs  of  Mr.  Overton’s  letter  follow: 

“Since  I am  not  a doctor,  but  an  attorney  for 
the  State  Medical  Association  of  Texas,  it  is 
necessary  that  I look  upon  your  questions  rela- 
tive to  dues  in  a personal  way  and  with  that  in 
mind  I feel  that  any  individual  who  has  prepared 
himself  to  practice  a profession,  such  as  medi- 
cine, should  be  willing  to  pay  the  $25  dues  to 
his  national  organization.  It  would  be  a matter 
of  pride  with  me  as  an  individual  and  certainly 
I would  want  to  carry  my  part  of  the  load  in 
defeating  the  socialistic  trend  now  being  fostered 
in  this  country;  and  too,  while  you  or  others  in 
government  service  might  not  wish  to  become 
involved  in  political  considerations  as  an  Amer- 
ican citizen  it  is  my  opinion  that  it  would  be  your 
duty  to  express  your  opinion  even  though  it 
might  be  in  disagreement  with  that  of  your  own 
state  and  national  associations,  and  to  do  every- 
thing possible  to  see  that  the  principles  on  which 
this  country  was  founded  are  maintained.  To  my 
mind,  there  has  been  too  much  complacency,  not 
only  among  the  medical  profession,  but  among 
the  lawyers  and  the  other  professions  as  well  as 
the  people  generally. 

“The  $25  dues  is  a small  amount  to  pay  for 
liberty  and  to  help  maintain  the  right  to  practice 
in  a free  and  impartial  way  which  is  the  privilege 
of  the  doctors  of  this  country  today.” 


DOCTORS  DIRECTORY  ESTABLISHED 
1920 
3-4189 

Emergency  calls  given  special  attention  We  will 
locate  your  doctor  before  or  after  office  hours. 
BERTHA  CASE,  R.  N„  Director 
ADA  JOY  CASE 
1493  East  Roosevelt 
Phoenix,  Arizona 
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BOOK  REVIEW 

PRACTICE  OF  MEDICINE.  By  Jonathan  Campbell  Meakins, 
C.B.E.,  M.D.,  LL.D.,  D.Sc.  Fifth  Edition.  Pp.  1558.  Illustrations 
518  including  50  in  color.  The  C.  V.  Mosby  Co.,  St.  Louis.  1950. 

In  the  preface  to  this  fifth  edition  the  author 
begins  by  saying,  “The  task  of  writing  a new 
edition  of  THE  PRACTICE  OF  MEDICINE  is 
becoming  increasingly  difficult  . . . medicine  is 
being  clouded  by  a multiplicity  of  minutiae 
which  are  beyond  the  technical  capacity  or  facili- 
ties of  the  general  physician.”  When  one  reflects 
on  this  statement  and  gains  some  comprehension 
of  the  task  of  weeding  out  all  of  the  non-essential 
minutiae  which  would  fill  many  volumes  and 
setting  down  the  essentials  in  only  one  manage- 
able volume,  he  is  inclined  to  be  tolerant  and 
overlook  any  shortcomings  or  omissions  as  in- 
evitable. Dr.  Meakins  has  done  an  excellent  job 
with  a minimum  of  these  shortcomings. 

The  arrangement  of  the  text  in  chapters  deal- 
ing with  disease  as  related  to  the  various  re- 
gions and  functional  systems  of  the  body  has 
several  obvious  advantages.  It  makes  it  easy  to 
locate  the  reference  to  any  specific  disease  and 
this  is  further  facilitated  by  a very  good  index. 
The  index  itself  occupies  fifty-five  pages.  The 
arrangement  also  allows  an  introduction  to  each 
chapter  giving  the  reader  a brief  review  of  the 
physiology  and  pathology  of  the  region  or  system 
and  also  a discussion  of  the  symptomalogy  of  the 
system.  Correlation  of  similar  diseases  is  effec- 
tively done  under  this  arrangement.  These  fea- 
tures should  be  very  valuable  to  the  student  and 
make  the  book  useful  as  a quick  reference  work 
for  both  the  specialist  and  the  general  practi- 
tioner. 

The  descriptions  of  diseases  are  comparatively 
brief  but  are  clear  and  concise.  The  specialist 
will  find  many  omissions  but  most  of  these  can 
be  classified  as  non-essential  minutiae.  The  spe- 
cialist must  go  to  his  specialty  references  for 
these.  The  illustrations  are  for  the  most  part  of 
high  quality  and  good  selection.  A few  of  the 
colored  ones  appear  to  have  been  carried  over 
from  earlier  methods  of  color  reproduction  but 
are  satisfactory.  The  color  plates  of  blood 
smears  and  bone  marrow  smears  as  found  in  the 
chapter  on  diseases  of  the  hematopoietic  system 
are  particularly  good.  Incidentally  the  text  of 
this  chapter  is  also  very  well  written  and  very 
much  up  to  date. 

A chapter  on  Chemotherapy  and  Antibiotics 
has  been  added.  Several  chapters  have  been  re- 
written. One  omission  which  may  be  considered 


unpardonable  has  been  noted.  That  is  the  omis- 
sion of  any  reference  to  unipolar  electrocardio- 
graphic leads  in  the  diagnosis  of  coronary  artery 
disease.  In  this  reviewer’s  opinion  differential 
diagnosis  has  not  been  given  the  attention  it 
deserves  in  a book  which  will  be  used  by  medical 
students  but  perhaps  this  has  been  compensated 
for  in  the  excellent  treatment  of  symptomalogy 
and  positive  diagnosis. 

In  conclusion  I would  say  that  Dr.  Meakins 
has  provided  a very  valuable  reference  work  on 
general  medicine  which  is  surprisingly  up  to 
date  in  this  time  of  rapid  change  in  medicine.  It 
should  be  very  useful  not  only  to  the  student 
and  general  practitioner,  for  whom  it  was  prob- 
ably primarily  intended,  but  to  the  specialist  as 
well. 

R.L.F. 

BREAST  DEFORMITIES  AND  THEIR  REPAIR.  By  Jacques 
W.  Maliniac,  M.D.  Cloth  $10.  P.  O.  193  with  numerous  illus- 
trations and  diagnosis.  Greene  and  Stratton,  Inc.  381  Fourth 
Avenue,  New  York  16,  N.  Y.  1950. 

This  concise  booklet  presents  in  a small  vol- 
ume the  history,  anatomy  and  physiology,  and 
the  surgical  treatment  of  all  types  of  breast  de- 
formities. Brief  descriptions  of  operative  pro- 
cedures long  abandoned  are  given  showing  the 
reasons  why  they  were  given  up,  as  a prelude 
to  the  more  thorough  discussions  of  plastic  pro- 
cedures now  in  use.  To  the  plastic  surgeon  called 
upon  to  perform  mammary  plastics  this  will  be 
an  excellent  reference  all  in  one  source,  while  to 
the  general  surgeon  occasionally  performing  or 
contemplating  performing  plastic  procedures  on 
the  breast  this  will  be  a valuable  aid  in  avoiding 
some  of  the  pitfalls  encountered  in  the  early  sur- 
gery in  this  field. 

W.H.C. 


Our  members  are  dairymen  whose  busi- 
ness is  supplying  good  milk  for 

milk  and  milk  products. 

We  are  aware  of  the  importance  of  good 
milk  to  good  health  and  of  our  obligation 
to  supply  a product  which  will  merit  your 
confidence. 

ARIZONA  MILK  PRODUCERS 

422  Heard  Building  Phone  3-0893 
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MONTANA  DOESN'T  LIKE 
SOCIALIZED  MEDICINE 

When  George  B.  Larson  of  the  A.M.A.  Bureau 
of  Exhibits,  drove  to  the  Montana  State  Medical 
Association  meeting  in  Bozeman  recently,  he  was 
stopped  at  the  state  line  by  a husky  greeter, 
dressed  in  a flaming  red  shirt,  overalls  and  west- 
ern sombrero. 

“Welcome,  pa’dner,”  said  the  man  with  a smile, 
and  handed  Larson  a big  envelope  from  the 
Montana  Chamber  of  Commerce.  All  out-of- 
state  cars  are  stopped  at  the  border  and  every 
driver  is  given  one  of  the  envelopes  containing 
literature  extolling  the  beauty  spots  of  the  state. 

Mr.  Larson  thumbed  through  the  material 
later  and,  much  to  his  amazement,  found  two 
mimeographed  papers  carrying  copies  of  resolu- 
tions passed  by  the  Montana  Chamber  of  Com- 
merce against  socialized  medicine. 

One  resolution  said:  “We  oppose  federal  medi- 
cine for  the  simple  reason  that  like  every  other 
key  plank  to  Marxian  socialist  doctrine  it  simply 
will  not  work.  No  nation  in  the  world  has  better 
medical  care  or  is  in  better  health  than  the 
United  States.  This  obvious  fact  leads  us  to  be- 
lieve that  socialized  medicine  is  a scheme  to  ex- 
ploit the  doctors  who  are  a minority  in  order  to 
pretend  to  distribute  benefits  to  the  voting  ma- 
jority who  are  the  people.  This  is  dishonest.” 

Judging  from  Mr.  Larson’s  experience,  it  is 


E.  S.  MILLER  LABORATORIES, 
INC. 

Manufacturers  of 
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DAN  J.  LEDWIDGE 

Arizona  Representative 

4123  No  17th  St.  Telephone  5-5891 

Phoenix,  Arizona 


CULVER'S  REST  HOME 

GLENDALE 

Reasonable  Beautiful  Acreage  Accredited 

No  Tuberculars  or  Open  Carcinoma 
Cases  Accepted 

120  W.  B Street  Phone  549 


very  evident  that  the  hard  work  done  by  Mon- 
tana doctors  against  socialized  medicine  is  paying 
off.  Congratulations! 


DOWELL  LABORATORIES 

3%  East  5th  St.,  Tempe 
LU  CRECE  B.  DOWELL,  M.  S. 


28  Registered  Pharmacists 

Tucson  Casa  Grande 


&CC&  . . . 

...  an  exhaustive  source  of  Laboratory 
and  X-Ray  supplies,  including: 

Clico  Standardized  Reagents 

Laboratory  Instruments  & Service 
Fine  Chemicals,  Stains  & Indicators 
Diagnostic  Antigens  & Sera 
X-Ray  Equipment  & Service 
Radiopaques 

Laboratory  Glassware 
Culture  Media 

For  those  to  whom  SERVICE  and  QU ALITY 
are  of  primary  importance  . . . 

(?lica 

Laboratory  & X-Ray  Supplies 

335  W.  McDowell  Rd.  Phone  2-5413 

Phoenix,  Arizona 
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REPORT 

Council  on  the  Management  and  Treatment 
of  Diseases  of  the  Chest, 

American  College  of  Chest  Physicians 

Considerable  attention  has  recently  been  given 
to  BCG  vaccination  in  the  public  press.  From 
this  publicity  the  impression  might  be  gained 
that  this  procedure  alone  holds  promise  of  real 
control  of  tuberculosis.  Since  such  an  impression 
might  postpone  indefinitely  the  establishment 
and  extension  of  accepted  control  measures,  this 
statement  of  the  status  of  vaccination  in  tuber- 
culosis control  programs  is  issued. 

1.  Control  measures  in  tuberculosis  should  be 
directed  at  eradication  of  the  disease  as  a major 
cause  of  death  or  disability. 

2.  The  marked  improvement  in  tuberculosis 
mortality  figures,  particularly  for  the  ages  under 
30,  demonstrates  the  effectiveness  of  the  present 
control  program. 

3.  The  low  rate  in  children  and  the  continuing 
high  rates  in  adults  over  50  emphasize  the  loca- 
tion of  the  problem  at  the  older  age  levels  rather 
than  in  children.  Under  these  circumstances,  the 
efficiency  of  a method  of  tuberculosis  control 
would  be  measured  by  its  effect  on  the  mortality 
from  tuberculosis  in  the  older  age  group,  rather 
than  in  children. 

4.  The  addition  of  a vaccine  to  the  present 
control  program  requires  both  careful  and  ade- 
quate consideration.  Of  the  vaccines  proposed, 
BCG  has  been  used  most  widely  and  is  the  one 
most  often  discussed. 

5.  This  has  been  used  for  more  than  25  years 
and  recently  many  millions  of  people  have  been 
vaccinated.  However,  it  must  be  stated  that  there 
is  no  evidence  that  meets  strict  scientific  require- 
ments demonstrating  that  BCG  affects  the  control 
of  tuberculosis,  despite  the  very  suggestive  re- 
sults of  a few  studies. 

6.  Because  of  the  above  fact  and  because  there 
is  no  general  agreement  among  investigators  any- 
where in  the  world  on  such  fundamental  matters 
as  the  preparation  of  vaccine,  the  method  of 
vaccination,  what  constitutes  a successful  vac- 
cination, how  resulting  immunity  may  be  meas- 
ured, how  long  such  immunity  lasts,  etc.,  the 


procedure  would  seem  to  be  still  in  the  investiga- 
tional period. 

7.  It  is  therefore  recommended  that  investiga- 
tion of  vaccination  in  tuberculosis  be  continued 
and  increased  under  standard  and  stringently 
controlled  conditions.  This  investigation  should 
be  designed  to  determine  if  the  vaccine  is  indeed 
effective  and  what  the  limitations  of  its  use  might 
be.  It  would  seem  desirable  that  in  each  coun- 
try, one  agency  preferably  the  official  health 
agency,  should  have  control  of  the  investigation. 

8.  Until  this  has  been  determined  and  until 
these  controlled  studies  are  completed,  the  use  of 
BCG  vaccine  should  be  limited  to  such  investiga- 
tive studies. 

9.  At  the  present  time  the  methods  which  have 
been  proved  effective  in  tuberculosis  control 
should  be  increasingly  applied  to  all  segments 
of  the  population,  regardless  of  decreasing  mor- 
tality figures,  so  long  as  tuberculosis  remains  an 
important  cause  of  death.  These  measures  in- 
clude mass  x-ray  case  finding,  early  diagnosis, 
rapid  institution  of  treatment,  isolation  of  open 
cases,  and  the  restoration  of  the  patient  to  nor- 
mal life. 


ARIZONA  GOAT 
DAIRY 

"It's  A Good  Food" 
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DIAGNOSTIC 

JOHN  FOSTER,  M.D., 
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FOR  EACH  TYPE  HEARING  LOSS 
THERE'S  A SPECIAL  S0N0T0NE 


1 For  minimum  losses,  or  up  to  60  db— 

“910”  with  15-volt  B battery. 

2 For  average  losses,  or  up  to  80  db— 

“910”  with  2214-volt  battery. 

3 For  additional  battery  economy— 

“910”  with  external  A battery. 

4 For  longer  battery  life— 

“920”  with  internal  “breather”  battery. 

5 For  extremely  severe  losses,  or  up  to  95  db— 

“925”  with  30-volts. 

Each  provides  the  widest  possible  range  of 
internal  adjustments  for  the  closest  personal 
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Specify  SONOTONE— a name  you  can  trust. 


SONOTONE the  House  of  Hearing 

(Fourteen  years  in  Arizona) 

425  Title  & Trust  Bldg.  45  Jackson  St. 

Phoenix  Tucson 


BRITISH  DOCTORS  WANT 
TO  QUIT  HEALTH  SERVICE 

British  doctors  are  becoming  more  and  more 
fed  up  with  red  tape  under  the  British  National 
Health  Act. 

Last  week  newspapers  reported  that  delegates 
to  the  annual  meeting  of  the  British  Medical 
Association  adopted  a resolution  urging  prepara- 
tions for  a withdrawal  from  the  system  because 
of  delay  in  negotiations  on  payment  of  general 
practitioners. 

General  practitioners  now  are  paid  from  a pool 
calculated  at  a yearly  rate  of  $2.52  a head  of  95 
per  cent  of  the  population,  known  as  a capitation 
fee. 

For  the  current  year  this  pool  is  about  $112,- 
000,000  and  the  amount  paid  to  each  doctor  de- 
pends on  the  number  of  patients  he  has  under 
the  system. 

The  doctors  contend  that  the  pool  should  be 
increased  by  $46,200,000  a year  from  that  of 
July,  1948,  when  the  scheme  began,  and  that  the 
capitation  fee  should  not  be  fixed  but  be  on  a 
sliding  scale. 

One  delegate  told  newsmen  that  doctors  had 
been  turned  into  form-filling  drudges,  that  the 
health  service  was  in  a mess  and  that  it  was 
getting  worse. 


It  is  important  to  all  members  of  the 
Association  to  patronize  the  advertisers 
who  use  space  in  our  Journal  They  pay 
the  bills  and  make  it  possible  for  a bigger 
and  better  journal. 
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PHYSICIANS'  DIRECTORY 
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Certified  by  American  Board  of 
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Certified  by  American  Board  of 
Neurological  Surgery 

Lois  Grunow  Memorial  Clinic 
926  E.  McDowell  Road 
Phoenix,  Arizona 


JOHN  RAYMOND  GREEN,  M.D. 

Certified  by  the  American  Board 
of  Neurological  Surgery 

1010  Professional  Building 
Telephone  8-3756 
PHOENIX,  ARIZONA 


UROLOGY 


MERRIWETHER  L.  DAY, 

M.D. 

F.  A.  C.  S. 

Diplomate  of  The  American 

Board  of  Urology 

LADDIE  L.  STOLFA,  M.D. 

Lois  Grunow  Memorial  Clinic 

926  East  McDowell  Road 

Tel.  4-3674 

Phoenix 

W.  G.  SHULTZ,  M.D.,  F.  A.  C.  S. 

Diplomate  of  The  American 
Board  of  Urology 

1010  N.  Country  Club  Road 
Telephone  5-2609  Tucson,  Arizona 


PAUL  L.  SINGER,  M.D.,  F.  A.  C.  S. 

Certified  American  Board  of 
UROLOGY 

1313  N.  Second  Street  Phone  3-1739 


DONALD  B.  LEWIS,  M.D. 

UROLOGY 


123  So.  Stone  Ave. 


Phone  4500 


PHOENIX,  ARIZONA 


Tucson,  Arizona 
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UROLOGY— (Cont'd.) 

james  h.  McDonald,  m.d. 

UROLOGY 

711  Professional  Building  Telephone  8-0969 

Phoenix,  Arizona 

ROBERT  H.  CUMMINGS,  M.D. 

Diplomate  of  the 
American  Board  of  Urology 

808  Professional  Building 
15  East  Monroe  Phone  4-3577 

Phoenix,  Arizona 

• 

INTERNAL  MEDICINE 

ROBERT  S.  FLINN,  M.D. 

INTERNAL  MEDICINE 

CARDIOLOGY  and  ELECTROCARDIOGRAPHY 
1118  Professional  Building 
Phone  4-1078 
Phoenix,  Arizona 

DANIEL  H.  GOODMAN,  M.D. 

INTERNAL  MEDICINE  CARDIOLOGY 

ELECTRO  CARDIOGRAPHY 

607  Heard  Bldg.  Phone  4-7204 

Phoenix,  Arizona 

JESSE  D.  HAMER,  M.D. 

F.  A.  C.  P. 

INTERNAL  MEDICINE 
CARDIOLOGY 

Suit  910  Phoenix 

15  E.  Monroe  St.  Arizona 

KENT  H.  THAYER,  M.D. 

F.  A.  C.  P. 

INTERNAL  MEDICINE 
Diplomate  of  the 

American  Board  of  Internal  Medicine 

ROBERT  H.  STEVENS,  M.D. 

INTERNAL  MEDICINE  ALLERGY 

1313  N.  Second  St.  Phone  4-8841 

Phoenix,  Arizona 

FRANK  J.  MILLOY,  M.D. 
F.  A.  C.  P. 

INTERNAL  MEDICINE 

611  Professional  Building 
Phone  4-2171 
Phoenix,  Arizona 

JOSEPH  BANK,  M.D. 

Diplomate  of 

American  Board  of  Internal  Medicine 
American  Board  of  Gastroenterology 

JOHN  W.  FINDLEY,  Jr.,  M.D. 

GASTROENTEROLOGY,  GASTROSCOPY 

800  North  First  Avenue  Phone-  4-7245 

PHOENIX,  ARIZONA 

ROBERT  E.  RIDER,  M.D. 

INTERNAL  MEDICINE 
ELECTROCARDIOGRAPHY 

Del  Sol  Hotel  Bldg.  Phone  26 

Yuma,  Arizona 

W.  PAUL  HOLBROOK,  M.D, 
F.A.C.P. 

DONALD  F.  HILL,  M.D.,  F.A.C.P. 
CHARLES  A.  L.  STEPHENS,  Jr.,  M.D. 

T ucson,  Arizona  Phone  5-1511 
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HOSPITAL 

WALTER  V.  EDWARDS,  Jr.,  M.D. 

Lawrence  Memorial  Hospital 
Cottonwood,  Arizona 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 

write  to 

ARIZONA  MEDICINE 

401  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 

PHYSICAL  MEDICINE 

ALLERGY 

M.  E.  FULK,  M.D. 

GLENDALE  CLINIC  HOSPITAL 
Clinic  Open  Daily:  9 a.m.  to  6 p.m. 

Sundays  and  Holidays  by  Appointment 
245  East  A Avenue  Phone  240 

Glendale,  Arizona 

E.  A.  GATTERDAM,  M.D. 

ALLERGY 

15  E.  Monroe  St.,  Professional  Bldg. 
Office  Hours:  11  A.  M.  to  5 P.  M. 
Phoenix,  Arizona 

CHEST  DISEASES 

AND  SURGERY 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 

write  to 

GEORGE  D.  BOONE,  M.D.,  F.A.C.S. 

DISEASES  AND  SURGERY  OF  THE  CHEST 

ARIZONA  MEDICINE 

401  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 

601  East  Sixth  Street  Telephone  4-1561 

TUCSON,  ARIZONA 

PROCTOLOGY 

CLINIC 

WALLACE  M.  MEYER,  M.D. 

PROCTOLOGY 

903  Professional  Bldg. 

Phone  2-2822  - 3-4189 
Phoenix,  Arizona 

MESA  MEDICAL  CENTER 

MARK  H.  WALL,  M.D. 
FRANKLIN  B.  LANEBACK,  M.D. 
J.  EDWIN  KEPPEL,  M.D. 

206  East  Main  St. 

Mesa,  Arizona 
Office  Phone  4350 

BUTLER  CLINIC 
D.  E.  NELSON,  M.D. 

SUN  VALLEY  CLINIC 

F.  W.  BUTLER,  M.D. 

34  North  Macdonald 

501-505  Fifth  Avenue 
SAFFORD,  ARIZONA 

MESA,  ARIZONA 
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ORTHOPEDIC 

SURGERY 

GEORGE  L.  DIXON,  M.D. 

ORTHOPAEDIC  SURGERY 

Diplomate  of  the  American  Board 
of  Orthopaedic  Surgery 

GEO.  A.  WILLIAMSON,  M.D., 
F.A.C.S. 

LEO  L.  TUVESON,  M.D. 

ORTHOPAEDIC  SURGERY 

744  N.  Country  Club  Road  Telephone  5-1533 

TUCSON,  ARIZONA 

800  North  First  Ave.  Telephone  2-2375 

PHOENIX,  ARIZONA 

ROBERT  E.  HASTINGS,  M.D., 
F.A.C.S. 

ALFRED  0.  HELDOBLER,  M.D. 

Diplomates  American  Board  of  Orthopaedic 
Surgery 

ORTHOPAEDIC  SURGERY 
1811  East  Speedway 
TUCSON,  ARIZONA 

JAMES  LYTTON-SMITH,  M.D. 
RONALD  S.  HAINES,  M.D. 
JOHN  H.  RICKER,  M.D. 
STANFORD  F.  HARTMAN,  M.D. 

926  East  McDowell  Road 
Phoenix,  Arizona 

PHYSICIANS 

and  SURGEONS 

GEORGE  B.  IRVINE,  M.D. 

W.  G.  PAYNE,  M.D. 

PHYSICIANS  AND  SURGEONS 

8 West  Fifth  Street  Phone  526 

Tempe,  Arizona 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

401  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 

ANESTHESIOLOGY 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

401  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 

LOUISE  BEWERSDORF,  M.D. 
F.  A.  C.  A. 

ANESTHESIOLOGY 

208  West  Glenrosa 
Phone  5-4471  - 8-2392 
Phoenix,  Arizona 

DERMATOLOGY 

GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 

Phone  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 

KENNETH  C.  BAKER,  M.D. 

DERMATOLOGY 

Telephone  3-0602  729  N.  Fourth  Ave. 

Tucson,  Arizona 
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OBSTETRICS  and 

GYNECOLOGY 

HARRY  J.  FELCH,  M.D. 

Physician  and  Surgeon 

Residence  Office 

325  W.  Granada  703  Professional  Bldg. 

Phoenix,  Arizona  15  E.  Monroe  Street 

Residence  3-1151  Office  3-1151 

CLARENCE  B.  WARRENBURG,  M.D. 

Diplomate  of  American  Board  of 
Obstetrics  and  Gynecology 

Grunow  Clinic 

926  E.  McDowell  Road  Phoenix,  Arizona 

PATHOLOGICAL  LABORATORIES 

G.  0.  HARTMAN,  M.D. 

PATHOLOGICAL  LABORATORY 
20  E.  Ochoa  St.  Phone:  3-4861 

TUCSON,  ARIZONA 

PATHOLOGICAL  LABORATORY 

507  Professional  Building  Telephone  3-4105 

W.  WARNER  WATKINS  AND 
ASSOCIATES 

1313  North  Second  Street  Telephone  8-3484 

Phoenix,  Arizona 

EYE,  EAR,  NOSE 

and  THROAT 

DUNCAN  G.  GRAHAM,  M.D. 

EYE,  EAR,  NOSE  and  THROAT 
Certified  by  American  Board  of  Otolaryngology 

114  West  Pepper  Street 
Mesa,  Arizona 

JOHN  S.  MIKELL,  M.D. 

1811  East  Speedway 
Tucson,  Arizona 

EAR,  NOSE  AND  THROAT 
BRONCHOSCOPY 

BERNARD  L.  MELTON,  M.D. 
F.A.C.S.,  F.I.C.S. 

EYE,  EAR,  NOSE  AND  THROAT 

Certified  by  American  Board  of  Ophthalmology 
Certified  by  American  Board  of  Otolaryngology 
Certified  by  International  College  of  Surgeons 

605  Professional  Bldg.  Phone  3-8209 

PHOENIX,  ARIZONA 

PERRY  W.  BAILEY,  M.D. 

EYE,  EAR,  NOSE  AND  THROAT 

Telephones:  Office  8-0661;  Residence  2-6233 
Office:  39  W.  Adams,  117  Winters  Bldg., 
PHOENIX,  ARIZONA 

D.  E.  BRINKERHOFF,  M.D.,  F.A.C.S. 

EAR,  NOSE  AND  THROAT 
Certified  by  American  Board  of  Otolaryngology 

ROBERT  D.  SMITH,  M.D. 

EYE,  EAR,  NOSE  AND  THROAT 
Lois  Grunow  Memorial  Clinic 
926  E.  McDowell  Rd.  Phone  4-3807 

Phoenix,  Arizona 


H.  FIELDING  WILKINSON,  M.D. 

Organic  Diseases  and  Psychogenic  Disorders  of 
Eye,  Ear,  Nose  and  Throat 

Refractions  (Fitting  of  Glasses) 

39  West  McDowell  Road  Phone  8-3167 

Phoenix,  Arizona 
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ARCHIE  E.  CRUTHIRDS,  M.D., 

H.  B.  LEHMBERG,  M.D. 

F.A.C.S.,  F.I.C.S. 

EYE,  EAR,  NOSE  AND  THROAT 

J.  T.  O'NEIL,  M.D. 

Certified  by  American  Board  of  Otolaryngology 

American  Academy  of  Ophthalmology  and 
Otolaryngology 

Casa  Grande  Clinic  Phone  4495 

1011  Professional  Bldg.  Phone  3-5121 

Casa  Grande,  Arizona 

Phoenix,  Arizona 

SURGERY 


L.  MANOIL,  M.D. 

LOUIS  P.  LUTFY,  M.D. 

SURGERY  AND  GYNECOLOGY 

SURGERY  and  GYNECOLOGY 

34  W.  Lynwood  Phone  3-3092 

Phoenix,  Arizona 

301  West  McDowell  Rd.  Phone  3-4200 

Phoenix,  Arizona 

ALFRED  D.  LEVICK,  M.D. 

DELBERT  L.  SECRIST,  M.D., 

PROCTOLOGY 

F.A.C.S. 

1137  West  McDowell  Road 

123  South  Stone  Avenue 

Phones  8-2194  - 3-4189 

Tucson,  Arizona 

Phoenix,  Arizona 

Office  Phone  2-3371  Home  Phone  5-9433 

H.  D.  KETCHERSIDE,  M.D. 

SURGERY  and  UROLOGY 

W.  R.  MANNING,  M.D.,  F.A.C.S. 

DONALD  A.  POLSON,  M.D. 

SURGERY 

GENERAL  SURGERY 

Diplomate  American  Board  of  Surgery 

Certified  by  the  American  Board  of  Surgery 

800  North  First  Avenue 

620  North  Country  Club  Road  Phone  5-2687 

Phone  4-7245 
Phoenix,  Arizona 

Tucson,  Arizona 

THIS  SPACE  FOR  SALE 

THIS  SPACE  FOR  SALE 

FOR  INFORMATION  AND  RATES 

FOR  INFORMATION  AND  RATES 

write  to 

write  to 

ARIZONA  MEDICINE 

ARIZONA  MEDICINE 

401  Heard  Bldg. 

401  Heard  Bldg. 

Phone  2-4884 

Phone  2-4884 

PHOENIX,  ARIZONA 

PHOENIX,  ARIZONA 
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GENERAL  MEDICINE 

GENERAL  PRACTICE 

SAMUEL  R.  JOSEPH,  M.D. 

RAYMOND  1.  McGILVRA,  M.D. 

PHYSICIAN  AND  SURGEON 

GENERAL  PRACTICE 

Office  Phone  5-9645  Res.  Phone  5-2365 

Directory  Phone  3-4189 

307  E.  Indian  School  Road 
Office  Phone  5-0750 

711  West  Thomas  Road 
Phoenix,  Arizona 

Office  Hours:  10-12  and  2-5  By  Appointment 

Phoenix,  Arizona 

J.  REICHERT,  M.D. 

General  Practice 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

CARDIO  VASCULAR  DISEASES 
ELECTROCARDIOGRAPHY 

303  West  McDowell  Rd.  Office  Phone  4-7028 

Phoenix,  Arizona 

ARIZONA  MEDICINE 

401  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 

RADIOLOGY 

GOSS  - DUFFY  LABORATORY 

X-RAY  AND  CLINICAL  DIAGNOSIS 

316  West  McDowell  Road 
Phoenix,  Arizona 

PATHOLOGICAL  LABORATORY 

507  Professional  Building  Telephone  3-4105 

MEDICAL  CENTER  X-RAY 
LABORATORY 

1313  North  Second  Street  Telephone  8-3484 

W.  Warner  Watkins,  M.D.  R.  Lee  Foster,  M.D. 

John  W.  Kennedy,  M.D. 

Diplomates  of  American  Board  of  Radiology 
Phoenix,  Arizona 

DRS.  HAYDEN,  PRESENT,  WELSH 
AND  HILEMAN 

Diplomates  of 

American  Board  of  Radiology 

MARCY  L.  SUSSMAN,  M.D., 
F.A.C.R. 

Diplomate  of  American  Board  of  Radiology 

DIAGNOSTIC  ROENTGENOLOGY 

23  East  Ochoa 
Tucson 

801  North  Second  Ave. 
Telephone  8-1027 
Phoenix,  Arizona 

CHILDREN'S  DISEASES 

SPEECH  PATHOLOGY 

WILLIAM  F.  SCHOFFMAN,  M.D. 
CECILIA  H.  SHEMBAB,  M.D. 
JAMES  L.  COFFEY,  M.D. 

ROBERT  N.  PLUMMER,  Ph.D. 

SPEECH  PATHOLOGY 
including 

Lip  Reading  and  Speech  for  the  Deaf 

DOCTORS  BUILDING 

316  West  McDowell  Road  Telephone  4-7287 

Phoenix,  Arizona 

Professional  Member 

American  Speech  and  Hearing  Association 
Medical  Arts  Bldg.  Phone  3-2051 

Phoenix,  Arizona 
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THE  ORTHOPEDIC  CLINIC 

For  the  Treatment  of  Fractures,  Diseases  and  Surgery  of 
the  Bones  and  Joints 

ORTHOPEDIC  SURGERY 

W.  A.  BISHOP,  Jr.,  M.D.,  F.A.C.S.  ALVIN  L.  SWENSON,  M.D. 

Diplomates  of  the  American  Board  of  Orthopedic  Surgery 

ARTHRITIS 

DeWITT  W.  ENGLUND,  M.D. 

1313  North  Second  Street  Phone  8-1586 

Phoenix,  Arizona 


PATHOLOGY 


This  is  to  announce  that  tissues  for  diagnosis  are  accepted  by  the  following 
physicians  who  practice  in  Arizona,  are  not  exclusively  governmentally  employed, 
and  are  qualified  as  pathologic  anatomists: 


J.  D.  BARGER.  M.D. 

Maricopa  County  Hospital 
3435  W.  Apache 
Phoenix,  Arizona 

RALPH  H.  FULLER,  M.D. 

St.  Mary’s  Hospital 
Tucson,  Arizona 

GEORGE  O.  HARTMAN.  M.D. 

20  East  Ochoa  Street 
Tucson,  Arizona 


LOUIS  HIRSCH,  M.D. 

Tucson  Medical  Center 
Tucson,  Arizona 

MAURICE  ROSENTHAL,  M.D. 

St.  Monica’s  Hospital 
Phoenix,  Arizona 

O.  O.  WILLIAMS,  M.D. 

425  North  Fourth  Street 
Phoenix,  Arizona 


HAROLD  WOOD.  M.D. 

1033  East  McDowell  Road 
Phoenix,  Arizona 


RADIOLOGY 


TUCSON  TUMOR  INSTITUTE 

LUDWIG  LINDBERG,  M.D.  JAMES  H.  WEST,  M.D.,  F.A.C.R. 

Diplomates  of  American  Board  of  Radiology 

RADIUM  AND  X-RAY  THERAPY 


721  North  4th  Ave. 


TUCSON,  ARIZONA 
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& or"let  it  be  marked”— indicates  directions  for  the  patient’s  use  which 

are  to  be  marked  on  the  prescription  package  label. 


• - 


Detailed  literature  on  Lilly  pharmaceuticals,  although  freely  available 
to  physicians,  is  not  supplied  to  the  laity.  The  physician,  we  believe, 
has  the  right  to  determine  what  medical  information  should  be  given 
to  his  patient. 


ILI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 
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make  estrogen  therapy 

more  economical  wi 


Steri-Vials  Theelin  in  Oil:  vials  of  10  cc.,  1 mg. 

(10,000  International  Units)  pe 

Steri-J  ials  Theelin  Aqueous  Suspension:  vials  of  10  cc.,  2 mg. 

(20,000  International  Units)  per  cc. 


Theelin  in  Oil  is  also  available  in  1-cc  ampoules 
containing  0.2  mg.,  0.5  mg.,  and  1 mg.  Theelin 
Theelin  Aqueous  Suspension  in  1-cc.  ampoules 
containing  1 mg.,  2 mg.,  and  5 mg.,  and  in  5-cc 
Steri-Vials  containing  5 mg.  of  Theelin  per  cc. 


PARKE,  DAVIS  & COMPANY 


FHEELIN 


AQUEOUS  SUSPENSION 

and 


fHEELIN 


IN  OIL 


in  STERI-VIALS 


: 

mMm 


HgM| 


/hen  prolonged  estrogenic  therapy  is  required, 
> in  the  treatment  of  the  menopausal 
mdrome,  increased  economy  is  achieved 
rith  STERI-VIALS  THEELIN  IN  OIL  and 
rERI-VIALS  THEELIN  AQUEOUS  SUSPENSION. 
teri-Vials  are  rubber-diaphragm-capped 
) cc.  vials  from  which  repeated  doses  can 
e withdrawn  under  sterile  precautions, 
urther  advantages  result  from  the  high 
otency  and  chemical  purity  of  THEELIN. 


It  effectively  relieves  menopausal  symptoms, 
is  well  tolerated,  and  confers  a sense  of 
well-being  associated  with  naturally-occurring 
estrogens.  Its  availability  as  oily  solution  or 
watery  suspension  permits  flexibility  in 
administration  and  individualized  therapy. 
THEELIN  IN  OIL  is  quickly  absorbed  and  its 
therapeutic  action  is  promptly  manifested. 
Absorption  of  THEELIN  AQUEOUS  SUSPENSION 
is  slower  and  more  sustained. 
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The  Seal  of  Acceptance  de- 
notes that  the  nutritional  state- 
ments made  in  this  advertise- 
ment are  acceptable  to  the 
Council  on  Foods  and  Nutri- 
tion of  the  American  Medical 
Association. 


That  a nutritious  breakfast  providing  generous  amounts  of  high  quality 
protein  prevents  late  morning  hypoglycemia  has  been  amply  demon- 
strated. As  shown  by  Thorn  and  co-workers,1  and  later  confirmed  by 
Orent-Keiles,2  . . breakfast  high  in  protein  and  low  in  fat  and  carbo- 
hydrate was  followed  by  an  improved  sense  of  well-being  and  no  symp- 
toms of  hypoglycemia.” 

Meat  for  breakfast — ham,  sausage,  bacon,  breakfast  steaks — is  an 
appetizing  means  of  increasing  the  protein  content  of  the  morning  meal. 
Its  biologically  complete  protein  contains  all  essential  amino  acids, 
and  serves  well  in  complementing  less  complete  proteins  from  other 
sources.  Furthermore,  muscle  meat  is  an  outstanding  source  of  B 
complex  vitamins  and  of  iron. 

(1)  Thorn,  G.W.;  Quinby,  J.T.,  and  Marshall,  C.,  Jr.,  Ann.  Int.  Med.  18:913  (June)  1943. 

(2)  Orent-Keiles,  E.,  and  Hallman,  L.  F.,  Circular  No.  827,  United  States  Department  of 
Agriculture,  Bureau  of  Human  Nutrition  and  Home  Economics,  Agricultural  Research 
Administration,  Dec.,  1949. 


American  Meat  Institute 

Main  Office,  Chicago... Members  Throughout  the  United  States 
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ALL 


/ PHYSICIANS  \ 


PREMIUMS 


SURGEONS 


COME  FROM 


\ DENTISTS  J 


ALL 

CLAIMS  7 
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$10,000.00  accidental  death  $16.00 
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PHYSICIANS  CASUALTY  ASSOCIATION 
PHYSICIANS  HEALTH  ASSOCIATION 

48  years  under  the  same  management 
400  First  National  Bank  Building  Omaha  2,  Nebraska 
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SIMPLE  TEST  PROVES  INSTANTLY 

Philip  Morris  are  less  irritating 


ith  proof  so  conclusive  . . . with 
your  own  personal  experience  added 
to  the  published  studies*  . . . would 
it  not  be  good  practice 

to  suggest  Philip  Morris 
to  your  patients  who  smoke? 


Now  you  can  confirm  for  yourself, 
Doctor,  the  results  of  the 
published  studies* 


HERE  IS  ALL  YOU  DO: 


. . . light  up  a 

Philip  Morris 


Take  a puff  - DON’T  INHALE. 
Just  s-I-o-w-l-y  let  the  smoke  come 
through  your  nose.  AND  NOW 


. . . light  up  your 

present  brand 

DON'T  INHALE.  Just  take  a puff 
and  s-l-o-w-l-y  let  the  smoke  come 
through  your  nose.  Notice  that  bite, 
that  sting.'  Quite  a difference  from 
Philip  Morris! 


Philip  Morris 

Philip  Morris  & Co.,  Ltd.,  Inc.,  100  Park  Avenue,  New  York  17,  N.  Y. 


*Proc.  Soc.  Exp.  Biol,  ant I Med..  1934.  32,  241-245:  N.  Y.  State  Journ.  Med.,  Vol.  35,  6-1-35,  No.  11,  590-592; 
Laryngoscope,  Eeb.  1935,  Vol.  XLV , No.  2,  149-15-t;  Laryngoscope,  Jan.  1937,  Vol.  XLVil,  No.  1,  5B-60 
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Estrogens 

were 


compared 

In  a recent  clinical  comparison  of  ten 
estrogens  administered  by  various  routes  to 
two  hundred  menopausal  women,  the 
conclusion  was  reached  that: 


ESTINYL 


PACKAGING: 

Estinyl  Tablets  of  0.02  mg.  (buff) 
and  0.05  mg.  (pink)  in  bottles  of 
100,  250  and  1000.  Also  0.5  mg.  in 
bottles  of  30  and  100  tablets. 

1.  Perl  off.  W.  H.i  Am.  J.  Obst.  & GyneC.  58:684. 


CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


“Ethinyl  estradiol  (Estinyl)  is  a potent  relative  of  alpha-estr 
. . . and  it  produces  its  pharmacological  effects  in  smaller  doses 

any  other  drug  known Ease  of  administration  was  apparent  in 

that  94.2  per  cent  of  all  patients  were  completely  relieved.  Ninety-six*- 
per  cent  of  these  required  no  more  than  0.05  mg.  daily  for 

satisfactory  maintenance The  economy  of  Estinyl,  coupled  with 

its  ability  to  produce  rapid  relief  of  symptoms  makes  it  a particularly 
useful  medication  for  the  routine  therapy  of  the  menopause.” 1 


(ethinyl  estradiol) 


DOSAGE: 

Estinyl  Tablets.  Mild  menopause 
requires  one  to  two  0.02  mg.  tablets 
daily.  Moderate  menopause  requires 
one  0.05  mg.  tablet.  Severe 
menopause  may  require  three 
0.05  mg.  tablets. 
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..for  the  treatment 


of  ventricular  arrhythmias 


REFORE 


Lead  II.  Ventricular  tachycardia  persist- 
ing after  six  days  of  oral  quinidine  therapy 
(8  Gm.  per  day). 


AFTER 


Lead  II.  Normal  sinus  rhythm  after  oral 
Pronestyl  therapy. 


Effective  in  some  patients  with  ventricular 
tachycardia  who  failed  to  respond  to  quinidine 


P RONE  ST  YL  Hydrochloride 

Squibb  Procaine  Amide  Hydrochloride 

Squibb 


‘MONCim"  A TAAOCMAAH 
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new  product  brief 


PRONESTYL  Hydrochloride 

Squibb  Procaine  Amide  Hydrochloride 

for  the  treatment  of  ventricular  arrhythmias 


What  is  it? 

Pronestyl  Hydrochloride  is  Squibb  procaine  amide 
hydrochloride.  Structurally,  Pronestyl  differs  from 
procaine  only  by  the  presence  of  the  amide  group- 
ing (.CO.NH.)  in  Pronestyl  where  procaine  has  the 
ester  grouping  (.CO.O.) 

How  does  it  act? 

The  action  of  Pronestyl  is  probably  due  to  a direct 
depressant  action  on  the  ventricular  muscle.  In  au- 
ricular arrhythmias,  preliminary  observations  in- 
dicate that  Pronestyl  slows  auricular  rate  but 
usually  does  not  re-establish  normal  sinus  rhythm. 
At  present,  Pronestyl  is  not  recommended  in  the 
treatment  of  auricular  arrhythmias 

When  is  it  indicated? 

In  conscious  patients,  for  the  treatment  of  ventric- 
ular arrhythmias. 

During  anesthesia,  to  correct  cardiac  arrhythmias. 

What  are  its  advantages  in  ventricular  arrhythmias? 

As  compared  with  quinidine:  Unlike  quinidine,  no 
important  toxic  symptoms  have  been  reported  fol- 
lowing the  use  of  Pronestyl  orally.  In  therapeutic 
dosage,  Pronestyl  orally  does  not  produce  the  nau- 
sea, vomiting,  and  diarrhea  often  caused  by  quini- 
dine. At  high  oral  dosage,  these  symptoms  may  appear. 
Whereas  intravenous  administration  of  quinidine 
is  hazardous  and  unpredictable,  Pronestyl  may  be 
given  intravenously  with  relative  safety. 

Pronestyl  has  been  found  effective  in  some  patients 
who  failed  to  respond  to  quinidine. 

As  compared  with  procaine:  For  arrhythmias,  pro- 
caine is  used  only  in  anesthetized  patients  because 
its  dose  in  unanesthetized  patients  is  too  toxic  for 
clinical  use.  Pronestyl  can  be  used  in  conscious.and 
anesthetized  patients. 

Intravenously,  Pronestyl  is  much  less  toxic  than 
procaine.  In  the  recommended  intravenous  dosage, 
Pronestyl  does  not  cause  the  central  nervous  system 
stimulation  typical  of  procaine  in  conscious  pa- 
tients. 

Procaine  is  unstable,  being  rapidly  hydrolyzed  in 
the  plasma  to  para-aminobenzoic  acid  and  diethyl- 
aminoethanol.  Pronestyl  is  not  affected  by  the 
plasma  procaine  esterase,  consequently  it  is  much 
longer  acting  than  procaine. 

Procaine  is  not  used  orally  because  of  its  instability 
in  the  organism ; Pronestyl  can  be  used  orally  and 
intravenously. 

What  are  its  side  effects? 

Oral  administration  of  Pronestyl  in  doses  of  3-6 
grams  per  day,  for  periods  of  time  varying  from  2 
days  to  3 months,  produced  no  toxic  effects  as  evi- 


denced by  studies  of  the  blood  count,  urine,  liver 
function,  blood  pressure,  and  electrocardiogram. 
Intravenous  administration  to  patients  without 
ventricular  tachycardia  produced  only  a moderate 
and  transient  hypotensive  effect  in  about  one-third 
of  the  subjects.  However,  during  intravenous  ad- 
ministration to  patients  with  ventricular  tachycar- 
dia, a striking  hypotensive  effect  was  almost  invar- 
iably present.  This  disappeared  concurrently  with 
the  establishment  of  a normal  rhythm.  Further 
studies  are  in  progress  to  see  whether  the  drug  may 
be  given  intravenously  over  a period  of  time  longer 
than  five  minutes  so  as  to  revert  the  ventricular 
tachycardia  without  causing  hypotension.  That 
this  may  be  possible  is  indicated  by  the  fact  that 
some  episodes  of  ventricular  tachycardia  have  been 
successfully  treated  by  oral  administration  without 
significant  change  in  blood  pressure.  Electrocardio- 
graphic changes : prolongation  of  QRS  and  QT  in- 
tervals and  occasional  diminution  in  voltage  of  QRS 
and  T waves  have  occurred. 

What  is  the  dosage? 

IN  CONSCIOUS  PATIENTS 
For  the  treatment  of  ventricular  tachycardia : 

ORALLY : 1 Gm.  followed  by  0.5-1.0  Gm.  every  four 
to  six  hours  as  indicated. 

INTRAVENOUSLY:  200-1000  mg.  (2  to  10  cc.  Pro- 
nestyl Hydrochloride  Solution).  Caution— administer 
no  more  than  200  mg.  (2  cc.)  per  minute. 

Hypotension  may  occur  during  intravenous  use  in 
conscious  patients.  As  a precautionary  measure, 
administer  at  a rate  no  greater  than  200  mg.  (2  cc.) 
per  minute  to  a total  of  no  more  than  1 Gm.  Elec- 
trocardiographic tracings  should  be  made  during 
injection  so  that  injection  may  be  discontinued 
when  tachycardia  is  interrupted.  Blood  pressure 
recordings  should  be  made  frequently  during  injec- 
tion. If  marked  hypotension  occurs,  rate  of  injec- 
tion should  be  slowed  or  stopped. 

For  the  treatment  of  runs  of  ventricular  extrasystoles-. 
ORALLY:  0.5  Gm.  (2  capsules)  every  four  to  six 
hours  as  indicated. 

IN  ANESTHESIA 

During  anesthesia,  to  correct  ventricular  arrhythmias-. 
INTRAVENOUSLY : 100-500  mg.  ( 1 to  5 cc.  Pronestyl 
Hydrochloride  Solution).  Caution  — administer  no 
more  than  200  mg.  ( 2 cc.)  per  minute. 

How  is  it  supplied? 

Pronestyl  Hydrochloride  Capsules,  0.25  Gm.,  bottles 
of  100  and  1000. 

Pronestyl  Hydrochloride  Solution,  100  mg.  per  cc., 
in  10  cc.  vials. 


Squibb 
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Pure  Crystalline 
Vitamin  B,2 


PREFERRED  BECAUSE 

potency,  purity,  and  lack  of  toxicity  of 
crystalline  vitamin  B12  are  clearly  estab- 
lished. 

Potency:  Potency  of  this  U.S.P.  product  is  accu- 
rately determined  by  precise  weight. 

Purity:  Pure  anti-anemia  factor. 

Efficacy:  Produces,  in  microgram  dosage,  maxi- 
mum hematologic  and  neurologic  effects. 

Tolerance:  Extremely  well  tolerated;  “no  evidence 
of  sensitivity”  has  been  reported. 

Toxicity  Studies: 

In  recent  pharmacologic  investigations, 
extremely  large  doses  of  crystalline  vita- 
min B12  (1,600  mg./Kg.)  caused  no  toxic 
reactions  in  any  of  the  animals  treated. 
In  contrast,  3 mg./Kg.  of  a “ concentrate ” 
caused  fatal  reactions  in  100  per  cent  of 
the  animals  treated. 

Merck — first  to  isolate  and  produce  vita- 
min B12— supplies  Crystalline  Vitamin 
B12  in  saline  solution  under  the  trade- 
mark Cobione.*  Your  pharmacist  stocks 
Cobione  in  1 cc.  ampuls  containing  15 
micrograms  of  crystalline  vitamin  B12. 


The  Only  Form 
Of  This  Important 
Yitamin 

Official  In  The  U.  S.  I*. 


* 

Cobione  is  the  registered 
trade-mark  of  Merck  & Co.,  Inc. 
for  its  brand  of  Crystalline 
Vitamin  Bj2 ■ 


COBIONE 

Crystalline  Vitamin  BI2  Merck 


New  York,  N.  Y.  • Philadelphia,  Pa.  • St.  Louis,  Mo.  • Chicago,  III.  • Elkton,  Va.  • Danville,  Pa.  • L09  Angeles,  Calif. 
In  Canada:  MERCK  & CO.  Limited.  Monti  eal  • Toronto  • Valleyfield 
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AUREOMYCIN  . 

CRY STA  LLINE 


The  chemotherapy  of 
primary  atypical  pneumonia 
has  until  recently  been 
unsatisfactory.  Aureomycin, 
which  favorably  influences 
the  course  even  of  severe 
cases , is  now  accepted 
as  a treatment  of 
choice  in  this  disease. 


m Primary 
Atypical 
Pneumonia 


Capsules:  Bottles  of  25,  50  mg.  each  capsule. 
Bottles  of  16,  250  mg.  each  capsule. 

Ophthalmic:  Vials  of  25  mg.  with  dropper; 
solution  prepared  by  adding  5 cc.  of  distilled 
water. 


Aureomycin  has  also  been  found  effective  for  the  control 
of  the  following  infections:  acute  amebiasis,  bacterial  and 
virus-like  infections  of  the  eye,  bacteroides  septicemia, 
boutonneuse  fever,  acute  brucellosis,  common  infections 
of  the  uterus  and  adnexa,  resistant  gonorrhea,  Gram- 
positive infections  (including  those  caused  by  strepto- 
cocci, staphylococci,  and  pneumococci),  Gram-negative 
infections  (including  those  caused  by  the  coli-aerogenes 
group) , granuloma  inguinale,  H.  influenzae  infections,  lym- 
phogranuloma venereum,  psittacosis  (parrot  fever),  Q 
fever,  rickettsialpox,  Rocky  Mountain  spotted  fever,  sub- 
acute bacterial  endocarditis  resistant  to  penicillin,  surgical 
infections,  tick-bite  fever  (African),  tularemia  and  typhus. 


LEDERLE  LABORATORIES  DIVISION  American  Gfanwiud company  30  Rockefeller  Plaza,  New  York  20,  N.  Y. 
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more  physicians  are  satisfied 

The  development  of  the  new  improved  Biolac  supplies  a long-sought  need  in  infant 
nutrition.  To  accomplish  this,  Borden  scientists  surveyed  our  present  nutritional  knowledge. 
They  then  tested  more  than  500  formulations.  Having  decided  on  the  formula  that 
would  best  supply  the  normal  infant’s  nutritional  requirements  in  their  most  assimilable 
form,  a modern  plant  was  constructed  in  1949  so  that  the  new  formula  could 
also  benefit  from  the  most  up-to-date  techniques  and  control  in  processing  equipment. 

A Biolac  formula  that  is  both  new  and  improved  is  thus  made  available. 


For  up-to-date,  complete 
infant  nutrition,  prescribe 
new  improved  i 


Biolac 


a development  of 

The  Prescription  Products  Division  y 
The  Borden  Company 


Biolac  is  intended  for  prescription  by  every  physician  with  infants  among  his  patients. 
It  satisfies  the  physician’s  demand  for  a complete 
food  to  which  only  vitamin  C need  be  added. 

That  means  it  is  simplicity  itself  to  prepare 
and  provides  the  maximum  in  formula 
safety  for  the  infant. 

And  yet,  for  all  these  advantages, 

Biolac  costs  no  more. 


Ingredients:  skim  milk, 
dextrins-maltose- 
/ dextrose,  lactose,  coconut  oil, 
destearinated  beef  fat,  lecithin, 
sodium  alginate,  disodium  phosphate, 
ferric  citrate,  vitamin  Bi, 
concentrate  of  vitamins  A and  D 
from  fish  liver  oils,  and  water. 
Homogenized  and  sterilized. 

Dilution:  one  fluid  ounce  to  one  and  a half 
ounces  of  boiled  water  for  each 
pound  of  body  weight. 


Biolac  is  available  in  13  fluid  ounce  tins. 

The  Borden  Company,  Prescription  Products  Division 

350  Madison  Avenue,  New  York  17 
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A vaginal  jelly  or  cream  with  too  heavy  a viscosity  is  apt  to  remain 
in  the  posterior  fornix  and  latently  come  in  contact  with  the  sperm. 
A lubricant  with  a very  light  viscosity  tends  to  reduce  required  chemi- 
cal barrier  film.  Koromex  Jelly  and  Cream  have  the  ideal  viscosity 
determined  by  many  years  of  laboratory  tests  and  patient  approval. 


ACTIVE  INGREDIENTS!  BORIC  ACID  2.0  % OXYQUINOLIN  BENZOATE  0.02% 
ANO  PMENYIMERCURIC  ACETATE  0.02%  IN  SUITABLE  JELLY  O * CREAM  BASES 


h 

1 

! KOROMEX 

® 

MP 

A CHOICE  OF  PHYSICIANS 

HOLLAND-RANTOS  COMPANY,  INC.  • 145  HUDSON  ST.,  NEW  YORK  13,  N.  Y. 


MERLE  l YOUNGS  PRESIDENT 
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of  it 


Broad  Clinical  Acceptance 

Phospho-Soda  (Fleet's*  wide  acceptance  by  physicians 
everywhere  is  a tribute  to  its  prompt,  gentle  laxative 
action  — thorough,  but  free  from  disturbing  side  effects. 
Leading  modern  clinicians  attest  its  safety  and  depend- 
ability as  a pre-eminent  saline  eliminant  for  judicious 
relief  of  constipation.  Liberal  office  samples  on  request. 

* Phospho-Soda  (Fleet)  is  a solution  containing  in  each  100  cc.  sodium  biphosphate  48  Gm.  and 
sodium  phosphate  18  Gm.  Both  'Phospho-Soda'  and  'Fleet'  are  registered  trade  marks  of 
C.  B.  Fleet  Company,  Inc. 

C.  B.  FLEET  CO.,  INC.  • lynchburg,  Virginia 
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"In  general,  symptomatic  improvement 
[of  menopausal  symptoms]  was  striking  within 

7 to  14  days  after  treatment. •.’’with 
'Tremarin.” 

Gray,  L. : J.  Clin.  Endocrinol.  3:92  (Feb.)  1943. 

Many  clinicians  have  found  that  “Premarin”  therapy  usually  brings  about 
prompt  relief  of  distressing  menopausal  symptoms.  Furthermore,  sympto- 
matic improvement  is  followed  by  a gratifying  sense  of  well-being  in  a 
majority  of  cases.  This  is  the  “plus”  in  “Premarin”  therapy  which  tends 
to  quickly  restore  the  patient’s  normal  mental  outlook. 

Four  potencies  of  “Premarin”  permit  flexibility  of  dosage:  2.5  mg., 

1.25  mg.,  0.625  mg.,  and  0.3  mg.  tablets;  also  in  liquid  form,  0.625  mg. 
in  each  4 cc.  (1  teaspoonful). 

While  sodium  estrone  sulfate  is  the  principal  estrogen  in  “Premarin’,’ 
other  equine  estrogens... estradiol,  equilin,  equilenin,  hippulin...are 
probably  also  present  in  varying  amounts  as  water-soluble  conjugates. 


Estrogenic  Substances  ( water-soluble)  also  known  as 
Conjugated  Estrogens  ( equine) 

Ayerst,  McKenna  & Harrison  Limited 
22  East  40th  Street,  New  York  16,  N.Y. 
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Nothing 

Competes 


with  the 


Lure  of  Sweets 


•\her0> 


Use  W *v° 


S'* 


# Reactions  ranging  from  mild  antagonism  to  overt 
rebellion  are  to  be  expected  when  children  are  con- 
fronted with  bad-tasting  medicine.  Contrast  this  with 
juvenile  enthusiasm  for  Duozine  Dulcet  Tablets. 
Here’s  medicine  that  sweets-loving  small  fry  (and 
many  adults)  really  enjoy — sulfadiazine-sulfamerazine 
disguised  in  orange-colored,  candy-flavored  cubes. 

Mothers  find  Duozine  Dulcet  Tablets  easy  to  admin- 
ister in  exactly  the  prescribed  dosage.  You’ll  find  them 
effective  in  many  systemic  infections.  The  combined  sul- 
fonamides are  independently  soluble  in  the  urine,  with  the 
result  that  high  blood  levels  can  be  maintained  with  small 
likelihood  of  crystalluria  and  renal  damage. 

Duozine  Dulcet  Tablets,  sulfadiazine-sulfamerazine  in 
equal  parts,  are  available  in  0.3-Gm.  and  0.15-Gm.  potencies, 
bottles  of  100.  Mighty  "take-able”  med-  n n . . 
ication  when  sulfonamides  are  indicated.  >^OTTOtX 


See  that  the  Rx  reads 


DUOZINE  Dulcet  Tablets 


TRADE  MARK 

(SULFADIAZINE-SULFAMERAZINE  COMBINED.  ABBOTT) 


®MEDICATED  SUGAR  TABLETS.  ABBOTT 
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promotes 

aeration  . . . free  drainage 
in  colds 
. . . sinusitis 


Nasal  engorgement  and  hypersecretion 
accompanying  the  common  cold  and  sinusitis  are 
quickly  relieved  by  the  vasoconstrictive  action  of 





Nasal  membrane  showing  increased 
leukocytes  with  denudation  of  cilia. 


Normal  appearing  nasal  epithelium. 


HYDROCHLORIDE 
Brand  of  Phenylephrine  Hydrochloride 


The  decongestive  action  of  several  drops  in  each 
nostril  usually  extends  over  two  to  four  hours.  The 
effect  is  undiminished  after  repeated  use. 

Relatively  nonirritating  . . . Virtually  no  central 
stimulation. 

Supplied  in  Va%  solution  (plain  and  aromatic), 
1 oz.  bottles.  Also  1%  solution  (when  greater  con- 
centration is  required),  1 oz.  bottles,  and  Vi% 
water  soluble  jelly,  s/s  oz.  tubes. 


Neo-Synephrine,  trademark  reg.  U.  S.  & Canada 
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NW  DOCTOR'S  REPORT 
CONFIRMED  WHAT  I KNEW 
FROM  THE  START_CAMELS 
AGREE  WITH  MY  THROAT. 

AND  I LIKE  CAMEL'S 
| RICH,  FULL  FLAVOR!  A 


THROAT  SPECIALISTS  REPORT 


Yes,  doctors  smoke  for  pleasure,  too!  In  a nationwide  survey,  three  independent 
research  organizations  asked  113,597  doctors  what  cigarette  they  smoked.  The 
brand  named  most  was  Camel. 


ON  30-DAY  TEST  OF  CAMEL  SMOKERS... 


Gzttic&f" 


Yes,  these  were  the  findings  of  throat  specialists 
after  a total  of  2,470  weekly  examinations 
of  the  throats  of  hundreds  of  men  and  women 
who  smoked  Camels  — and  only  Camels 
— for  30  consecutive  days. 


ACCORDING  TO  A NATIONWIDE  SURVEY: 


THAN  ANY  OTHER  CIGARETTE 


HARRY  SOUTHWELL, 
lawyer,  is  one  of  hundreds, 
coast  to  coast,  who  made 
the  30-Day  Test  of  Camel 
Mildness  under  the  observa- 
tion of  throat  specialists. 


R.  J.  Reynolds  Tobacco  Company,  Winston-Salem,  N.  C. 
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a [new]  drug  . . . 

for  the  treatment  of  ventricular  arrhythmias 

PRONE ST YL  Hydrochloride 

Squibb  Procaine  Amide  Hydrochloride 


Oral  administration  of  Pronestyl  in  doses  of  3-6  grams 
per  day,  for  periods  of  time  varying  from  2 days  to 
3 months,  produced  no  toxic  effects  as  evidenced 
by  studies  of  blood  count,  urine,  liver  function, 
blood  pressure,  and  electrocardiogram.  Pronestyl 
may  be  given  intravenously  with  relative  safety. 

PRONESTYL  IS  A TRADEMARK  OF  E R.  SQUIBB  A SON? 

Pronestyl  Hydrochloride  Capsules,  0.25  Gm.,  bottles  of  100  and  1000. 
Pronestyl  Hydrochloride  Solution,  100  mg.  per  cc.,  10  cc.  vials. 

For  detailed  information  on  dosage  and  administration , write  for 
literature  or  ask  your  Sguibb  Professional  Seirvice  Representative . 


Squibb  MANUFACTURING  CHEMISTS  TO  THE  MEDICAL  PROFESSION  SINCE  1868. 
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"A  high  percentage  of  cases  of  seasickness  and 
carsickness  can  be  aborted  or  prevented  by 
suitable  doses  of  dimenhydrinate  ( Dramamine 

— Council  on  Pharmacy  and  Chemistry,  New  and 
Nonofficial  Remedies,  J.A.M.A.  143:815  (July  1)  1950. 


Brand  of  Dimenhydrinate — for  the  prevention  or 
treatment  of  motion  sickness— is  supplied  in  50  mg.  tablets  and  in  liquid  form. 


RESEARCH  IN  THE  SERVICE  OF  MEDICINE  SEARLE 
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M 


Wmm0m 


wol-bo  : 


SAFE . . . 

Petrogalar,®  given  at  bed- 
time— not  with  meals — has 
no  adverse  effect  on  absorp- 
tion of  nutritive  elements.  It 
provides  a relatively  small 
but  highly  effective  dose  of 
mineral  oil  augmented  by  a 
bland,  hydrophilic  colloid 
base.  The  result  is  a soft- 
formed,  easily  passed  stool, 
permitting  comfortable 
bowel  movement. 

If  preferred,  Petrogalar 
may  be  given  thinned  with 
water,  milk,  or  fruit  juices — 
with  which  it  mixes  readily. 


Wyeth  Incorporated,  Phila.  3,  Pa. 


OF  BOWEL 


MOVEM  ENT 
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An  Observation  on  the  Accuracy  of  Digitalis  Doses 


Withering  made  this  penetrating  observation  in 
his  classic  monograph  on  digitalis:  "The  more  I 
saw  of  the  great  powers  of  this  plant,  the  more  it 
seemed  necessary  to  bring  the  doses  of  it  to  the 
greatest  possible  accuracy.”1 

To  achieve  the  greatest  accuracy  in  dosage  and  at 
the  same  time  to  preserve  the  full  activity  of  the 
leaf,  the  total  cardioactive  principles  must  be  iso- 
lated from  the  plant  in  pure  crystalline  form  so 
that  doses  can  be  based  on  the  actual  weight  of  the 
active  constituents.  This  is,  in  fact,  the  method  by 
which  Digilanid®  is  made. 


Clinical  investigation  has  proved  that  Digilanid  is 
an  effective  cardioactive  preparation,  which  has 
the  advantages  of  purity,  stability  and  accuracy  as 
to  dosage  and  therapeutic  effect.”2 


Average  dose  for  initiating  treatment:  2 to  4 tab- 
lets of  Digilanid  daily  until  the  desired  therapeutic 
level  is  reached. 

Average  maintenance  dose:  1 tablet  daily. 

Also  available:  Drops,  Ampuls  and  Suppositories. 


1.  W ithering,  It  An  account  of  the  Foxglove,  London,  1785 

2.  Rimmerrnan,  A.  B.:  Digilanid  and  the  Therapy  of  Congestive 
Heart  Disease,  Am.  J.  M.  Sc.  209:  33-41  (Jan  ) 1945 


Literature  giving  further  details 
Supply  are  available  on  request. 


about  Digilaaid  aad 


Physician's  Trial 


Digilanid  contains  all  the  initial  glycosides  from 
Digitalis  lanata  in  crystalline  form.  It  thus  truly 
represents  "the  great  powers  of  the  plant”  and 
brings  the  doses  of  it  to  the  greatest  possible 
accuracy”. 


Sandoz 

pharmaceuticals 


DIVISION  OF  SANDOZ  CHEMICAL  WORKS,  INC. 

68  CHARLTON  STREET,  NEW  YORK  14,  NEW  YORK 


LIVERMORE  SANITARIUM 


• The  Hydropathic  Department 
devoted  to  the  treatment  of  gen- 
eral diseases,  excluding  surgical 
and  acute  infectious  cases.  Special 
attention  given  functional  and  or- 
ganic nervous  diseases.  A well 
equipped  clinical  laboratory  and 
modern  X-ray  Department  are  in 
use  for  diagnosis. 


• The  Cottage  Department  (for 
mental  patients)  has  its  own  fa- 
cilities for  hydropathic  and  other 
treatments.  It  consists  of  small 
cottages  with  homelike  surround- 
ings, permitting  the  segregation  of 
patients  in  accordance  with  the 
type  of  psychosis.  Also  bungalows 
for  individual  patients,  offering 
the  highest  class  of  accommoda- 
tions with  privacy  and  comfort. 


GENERAL  FEATURES 

L^V\n;a8eS  "0t  ex‘eIIed  ^ United  States.  Beautiful  grounds  am 
and  outdoor  gymnastics  under  the  charge  of  an  athletic  H.v. Jll!  a 
ent  medical  staff.  A large  and  well-trained  nursing  staff  so  that  each' 

Information  and  circulars  upon  request. 

Address:  O.  B.  JENSEN,  M.D. 

Superintendent  and  Medical  Director  San  Fra 

Livermore,  California  450  Sutte 

Telephone  313  GArfield 


Oakland 

1624  Franklin  Street 
GLencourt  1-5988 
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LACTOGEN  + 

1 level  tablespoon 
(40  Cals.) 


mrGnrizfjg 


LACTOGEN 

CLOSELY  APPROXIMATES 
BREAST  MILK 


Advertised  to 

the  Medical  Profession  only. 

gk. 


COMPANY,'  INC. 


dorestro 

ESTROGENIC  SUBSTANCES 

(WATER-INSOLUBLE) 

the  name  which  signifies 

• CONTROL 

• UNIFORMITY 

• MANUFACTURING 
EXCELLENCE 


V 


COUNCIL  ACCEPTED 


orseu 


THE  SMITH-DORSEY  COMPANY  • LINCOLN#  NEBRASKA 

Branches  at  Los  Angeles  and  Dallas 
MANUFACTURERS  OF  FINE  PHARMACEUTICALS  SINCE  1908 


COMPLIANCE  with  the  high- 
est scientific  standards,  plus 
years  of  use  by  thousands  of 
physicians,  have  established 
beyond  doubt  the  dependabil- 
ity of  dorestro  Estrogenic 
Substances,  Water-Insoluble. 
Supplied  in  1 cc.  ampoules  and 
10  cc.  vials  in  aqueous  suspen- 
sion or  persic  oil.  Units  from 
5,000  to  20,000  per  cc.  in  oil; 
up  to  50,000  per  cc.  in  aque- 
ous suspension. 


0 EG  REES  FAHRENHEIT 
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PRIMARY  ATYPICAL  I VIRUS 


PNEUMONIA 


Days  of  Terramycin  therapy 


Composite  Temperature  graph 
in  7 cases  of  Virus  Pneumonia 


OATS 


‘Prompt  fall  in  temperature  occurred  in  every  patient  within  thirty- 
six  hours  after  the  first  dose  of  terramycin,  and  in  no  case  was  there 
a febrile  relapse.” 

“Demonstrable  clinical  improvement  was  usually  evident  within  a 
few  hours  after  institution  of  therapy.” 

Melcher,  G.  W.;  Gibson , C.  D.;  Rose,  H.  M.,  and  Kneeland,  Y.:J . A.  M.  A.  143:1303  (Aug.  12)  1950 


intibiotic  Division 
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Dosage:  On  the  basis  of  findings  obtained  in  over  150  leading  medical 
research  centers,  2 Gm.  daily  by  mouth  in  divided  doses  q.  6 h. 
is  suggested  for  most  acute  infections. 


Supplied:  250  mg.  capsules,  bottles  of  16  and  100; 

100  mg.  capsules,  bottles  of  25  and  100; 
50  mg.  capsules,  bottles  of  25  and  100. 


Terra  in  rein  may  be  highly  effective 
even  when  other  antibiotics  fail.1 

Terramyein  may  be  well  tolerated 
even  when  other  antibiotics  are  not2 

1.  Blake,  F.  G. ; Friou , G.J.,  and  IT agner,  R.  R. ; Yale  J.  Biol,  and  Med.  22:495  (July)  1950, 

2.  Herrell,  JF.  E. ; Heilman,  F.  R. ; Wellman,  W.  E.,and  Bartholomew,  L.  A.:  Proc^Staff  Meet, 
Mayo  Clin.  25:183  (Apr.  12)  1950. 
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( The  following  article  is  composed  of  portions 
from  a lecture  by  Dr.  Perrin  H.  Long , at  St. 
Mary’s  Hospital,  London,  and  published  as  a 
paper  in  THE  LANCET,  June  24,  1950.  The 
original  article  was  entitled  The  Experimental 
Background  and  Clinical  Use  of  Antibiotics . 
Those  sections  have  been  chosen  which  seem  of 
greatest  clinical  interest.  Dr.  Long  stated  that  the 
data  and  tables  were  modern  on  August  15,  1950. 
The  report  certainly  is  one  of  the  finest  summar- 
ies and  comparisons  which  has  become  available. 
The  subject  could  be  most  confusing  if  one  had 
to  rely  only  on  individual  reports  about  various 
drugs  and  the  claims  of  the  many  manufacturers. 
ARIZONA  MEDICINE  is  grateful  for  permis- 
sion to  reproduce  it). 

# # # 

TODAY,  the  practioner  of  medicine  will  be 
found  wanting  unless  he  understands  clearly 
the  experimental  background  for  the  clinical  use 
of  the  many  antibiotics  which  are,  or  soon  will 
be,  at  his  disposal.  To  serve  efficiently  his  pa- 
tient who  is  suffering  from  an  infectious  process, 
he  must  choose  that  antibiotic  which  experimen- 
tal and  clinical  experience  has  shown  to  be  best 
for  that  particular  infection.  His  knowledge  must 
be  such  that  he  unerringly  administers  the  anti- 
biotic of  choice. 

Five  years  ago  this  was  easy:  one  recommend- 
ed the  use  of  penicillin  if  it  appeared  to  be  in- 
dicated. Four  years  ago  the  situation  became 
more  complicated  owing  to  the  introduction  of 
streptomycin,  an  antibiotic  which  is  highly  ef- 
fective not  only  against  many  gram-negative 
bacillary  organisms  but  also  against  certain  gram- 
positive ones.  But  even  then  the  choice  of  anti- 
biotics was  not  too  difficult.  Now  the  situation 
has  changed.  One  has  the  choice  of  bacitracin 
for  use  in  limited  spheres,  or  of  aureomycin, 


chloramphenicol  (‘Chloromycetin’),  or  terramy- 
cin  in  a wide  variety  of  infections;  and  polymy- 
xin, neomycin,  and  viomycin  may  soon  emerge 
over  the  clinical  horizon.  Other  effective  anti- 
biotics will  undoubtedly  be  discovered,  and, 
with  each  new  therapeutic  agent  of  this  type,  the 
practitioner’s  problem  of  choosing  the  right  one 
for  the  treatment  of  his  patient  become  more 
complex. 

However,  this  multiplicity  of  antibiotics  is  all 
to  the  good,  at  least  as  far  as  the  patient  is  con- 
cerned. The  increasing  range  of  efficacy  of  these 
agents  against  infectious  processes,  the  ease  with 
which  they  can  be  administered,  and  the  cer- 
tainty of  their  beneficial  action  have  completely 
altered  the  medical,  social,  and  economic  aspects 
of  infectious  diseases.  In  most  instances  the 
practioner  can  confidently  assure  a patient  who 
is  suffering  from  an  infection  that  he  will  be 
well  in  a short  time.  This  undoubtedly  improves 
the  relations  between  the  practitioner  and  his 
patient.  The  latter  benefits  socially  and  econom- 
ically by  frequently  being  spared  the  costs  of 
catastrophic  illness,  and,  since  certain  of  the  anti- 
botics  such  as  aureomycin  are  admirably  suited 
for  home  use,  the  costs  of  hospital  and  other  med- 
ical care  are  often  avoided.  Furthermore,  with 
the  development  of  new  antibiotics  and  with  an 
increase  in  our  knowledge  of  possible  prophylac- 
tic uses  for  these  agents,  they  are  becoming  ex- 
ceedingly valuable  in  preventing  certain  infec- 
tious processes  from  developing  after  exposure 
has  taken  place,  and  in  minimising  the  serious- 
ness of  others.  Thus  the  proper  choice  and  use 
of  antibiotics  for  the  control  and  treatment  of 
infections  assumes  a very  important  role  in  the 
practice  of  medicine,  because  they  concern  not 
only  the  life  and  well-being  of  the  patient  but 
even  his  social  and  economic  status.  This  paper 
presents  relevant  data  from  our  own  laboratories 
and  our  own  clinical  experience. 


• From  the  Department  of  Preventive  Medicine,  The  Johns 
Hopkins  University  School  of  Medicine,  Baltimore. 


27 


28 


Arizona  Medicine 


November,  1950 


( Sections  on  Experimental  Toxicity,  Antibac- 
terial Effects  In  Vitro,  Bacterial  Resistance, 
Treatment  of  Experimental  Infections,  and  the 
Pharmacology  of  Antibiotics  have  been  deleted. 
They  may  be  studied  in  the  original  paper  in 
THE  LANCET.) 

THE  ANTIBIOTIC  OF  CHOICE 
Having  sketched  the  background  of  experi- 
mental work,  we  shall  now  attempt  to  sum- 
marise current  thought  concerning  the  selection 
and  use  of  antibiotics.  (We  shall  confine  our- 
selves to  the  systemic  use  of  antibiotics,  because 
we  think  that  their  employment  as  topical  agents 
is  generally  unnnecessary  and  often  dangerous. 
Sensitisation  to  an  antibiotic  can  most  readily 
be  produced  by  its  local  use.) 

The  subject  is  dynamic:  what  is  first  choice 
today  may  not  be  recommended  at  all  a year 
hence— so  rapidly  is  work  progressing.  But 
though  our  recommendations,  presented  in  tables 
I and  II,  are  liable  to  revision  as  experience 
increases  or  new  antibiotics  are  developed,  there 
are  nevertheless  certain  fundamental  rules  which 
the  physician  should  bear  in  mind: 

1.  Adequate  doses  should  be  employed.  The 
aim  should  be  to  bring  the  infection  under 
control  as  quickly  as  possible.  This  is 
especially  important  in  the  treatment  of 
severe  or  fulminating  infections. 

2.  Do  not  overtreat  the  patient.  Antibiotics 
are  often  expensive,  and  all  of  them  can 
produce  toxic  reactions.  Watch  carefully 
the  clinical  and  laboratory  response  of  the 
infection  to  therapy,  and  when  in  your  opin- 
ion the  infection  is  controlled  discontinue 
treatment. 

3.  Remember  that  in  most  instances  the  re- 
sponse should  be  prompt.  As  a rule,  if 
definite  clinical  improvement  is  not  evident 
within  one  to  three  days,  the  physician 
should  question  the  value  of  further  ther- 
apy with  the  particular  antibiotic  he  is  using 
in  the  particular  case. 

Necessarily  this  last  statement  must  be 
qualified  by  a knowledge  of  the  natural  his- 
tory and  pathological  nature  of  the  infec- 
tion. Infectious  processes  of  soft  tissues 
which  are  of  short  duration  generally  clear 
up  quickly;  while  those  in  bone,  in  thrombi, 
and  in  certain  other  tissues  require  longer 
exposure  to  the  antibiotic  agent.  It  is  also 
important  to  know  whether  the  antibiotic 
has  a bactericidal  or  a bacteriostatic  action 


against  the  agent  causing  the  infection.  If 
the  action  exerted  is  bactericidal,  the  thera- 
peutic response  is  generally  very  prompt; 
while  if  it  is  bacteriostatic,  the  response 
may  be  slower  and  treatment  must  be  more 
prolonged.  Here,  too,  thought  must  be 
given  to  the  phenomena  associated  with  a 
natural  recovery  from  the  particular  infec- 
tious process,  especially  in  relation  to  im- 
mune responses.  When  certain  infectious 
diseases  are  treated  very  early  in  their  evo- 
lution, and  therapy  is  discontinued  as  soon 
as  a good  response  to  treatment  has  been 
obtained,  there  may  be  a rapid  relapse  be- 
cause immunity  has  not  developed. 

4.  While  infecting  micro-organisms  frequently, 
and  often  quickly,  develop  step-like”  resis- 
tance to  streptomycin,  and  less  frequently 
to  penicillin,  they  seldom  develop  a simi- 
lar resistance  to  aureomycin  or  chloramphe- 
nicol. 

5.  In  severe  or  fulminating  infections,  if  two 
or  more  effective  antibiotics  are  available, 
use  them  simultaneously.  The  aim  of  all 
antibiotic  therapy  is  to  bring  the  infection 
under  therapeutic  control  as  speedily  as 
possible.  (See  Table  III.) 

6.  Don’t  give  antibiotcs  “on  a hunch  that  they 
might  do  some  good.”  Use  them  only  when 
there  are  indications  that  their  administra- 
tion is  a rational  procedure.  Only  too  often 
antibiotics  are  employed  without  any  logic 
for  their  use.  This  practice  increases  the 
cost  of  medical  care  to  the  patient  or  tax- 
payer, increases  his  chance  of  becoming 
sensitised  to  the  antibiotic,  and  does  no-one 
good. 

PROPHYLACTIC  USE  OF  ANTIBIOTICS 

As  the  range  of  effectiveness  of  antibiotics 
against  infections  has  been  increased  by  the  dis- 
covery of  new  agents,  so  too  have  the  uses  of 
antibiotics  in  the  prophylaxis  of  infections.  These 
uses  are  portrayed  in  table  IV.  Of  especial  in- 
terest are  the  following: 

The  administration  of  300,000  units  of  crystal- 
line penicillin  G by  mouth,  or  of  300,000  units  of 
procaine  penicillin  G by  the  intramuscular 
route,  will  markedly  decrease  the  incidence  of 
gonorrhoea  in  those  exposed  to  the  chance  of 
this  infection. 

The  prompt  administration  of  600,000  units  of 
procaine  penicillin  G in  oil,  with  2%  aluminium 
monostearate  added,  will  decrease  the  incidence 
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of  syphillis  in  those  exposed  to  this  infection. 

In  closed  communities,  crystalline  penicillin 
G,  given  by  mouth,  can  be  used  in  the  preven- 
tion of  B-haemolytic  streptococcal  or  meningo- 
coccal infections. 

Aureomycin  given  by  mouth  in  doses  of  2 g. 
a day  for  three  or  four  days  appears  to  be  highly 
effective  in  the  prophylaxis  of  puerperal  infec- 
tions. 

In  rheumatic  subjects  the  intramuscular  ad- 
ministration of  procaine  penicillin  G before  and 
after  the  extraction  of  teeth,  the  removal  of  ton- 
sils, or  for  that  matter  any  operative  procedure 
around  the  nose  or  throat  will  materially  aid  in 
preventing  the  development  of  subacute  bacter- 
ial endocarditis. 

The  same  is  true  when,  before  operations  on 
the  large  bowel  in  older  patients,  streptomycin 
is  given  orally,  with  sulfasuxidine,  to  decrease 
the  flora  in  the  large  bowel.  Antibiotics,  alone 
or  with  certain  sulphonamides,  are  also  useful 
when  operating  on  patients  with  perforating 
abdominal  wounds,  and  in  operating  on  the  lung. 

The  risk  of  infection  after  certain  “clean” 
operations— e.g.  for  cataract— is  much  decreased 
by  prophylactic  use  of  antibiotics.  In  established 
infections,  in  which  surgical  interference  is  in- 
dicated, the  proper  use  of  antibiotics  will  greatly 
facilitate  the  control  of  postoperative  spread  of 
the  micro-organisms. 

There  can  be  little  doubt  that  the  intelligent 
use  of  antibiotics  has  been  an  important  factor 
in  the  improvement  of  the  results  of  many  sur- 
gical procedures  over  the  past  few  years. 

DOSAGE 

We  shall  not  spend  much  time  here  on  the 
dosage  of  the  various  preparations  of  the  anti- 
biotics; for  this  subject  is  generally  understood. 
A few  points,  however,  are  worth  discussing. 
Penicillin 

Now  that  procaine  penicillin  G has  been  in- 
troduced, the  use  of  crystalline  penicillin  G can 
ordinarily  be  reserved  for  certain  severe  infec- 
tions. When  employed,  it  should  be  given  in 
doses  of  25,000  units  and  upwards  by  the  intra- 
muscular route,  at  intervals  of  three  hours  day 
and  night,  until  the  infection  is  controlled. 

Among  the  procaine  penicillins,  the  prepara- 
tion of  300,000  units  of  procaine  penicillin  G 
which  has  100,000  units  of  crystalline  penicillin 
G added  to  it  is  one  of  the  most  valuable.  This 
may  be  given  by  intramuscular  injection  in  aque- 
ous suspension  in  doeses  of  300,000  units  or  more 


at  intervals  of  eight  to  twelve  hours.  It  com- 
bines the  features  of  continuous  and  intermit- 
tent therapy  and  is  a good  preparation  to  use 
in  many  severe  and  almost  all  moderate  cases  of 
infection  which  are  susceptible  to  the  antibac- 
terial action  of  penicillin.  It  also  produces  rela- 
tively few  reactions. 

A less  desirable  preparation  of  procaine  peni- 
cillin G is  that  in  vegetable  oil  with  2%  alumin- 
ium monostearate  added.  The  usual  dose,  given 
by  the  intramuscular  route,  is  300,000-600,000 
units.  As  the  release  of  the  penicillin  in  the 
tissues  is  greatly  slowed,  detectable  ( but  not 
necessarily  therapeutic)  levels  of  penicillin  are 
found  in  the  blood  for  about  three  days  after 
the  administration  of  a single  dose.  This  prep- 
aration can  be  used  in  the  prophylaxis  of  cer- 
tain infections,  in  the  treatment  of  mild  infec- 
tions which  are  susceptible  to  the  effects  of  peni- 
cillin, and  especially  in  syphilis.  As  a rule,  in 
infections  other  than  syphilis,  procaine  penicillin 
G in  oil  with  aluminium  monostearate  added 
may  be  administered  by  the  intramuscular  route 
at  intervals  of  forty-eight  to  sixty  hours. 

The  use  of  penicillin  by  mouth  for  the  treat- 
ment of  severe,  moderately  severe,  or  even  mild 
systemic  infections  is  not  recommended.  It  is 
the  least  desirable  way  of  administering  penicil- 
lin, and  an  expensive  one. 

Streptomycin 

At  present,  it  is  believed  that  dihydrostrep- 
tomycin offers  no  special  advantages  over  strep- 
tomycin in  the  doses  in  which  these  compounds 
are  now  given,  and  there  is  little  use  for  either 
except  in  tuberculosis.  This  statement  is  made 
because  micro-organisms  rapidly  become  resis- 
tant to  the  antibacterial  effects  of  both  these 
antibiotics,  and  because  both  may  produce  seri- 
ous and  lasting  toxic  reactions.  In  the  treatment 
of  tuberculosis  both  are  employed  in  dosages 
much  lower  than  formerly.  Thus,  in  tuberculo- 
sis other  than  miliary  and/or  meningeal,  the 
recommended  dose  is  now  0.5  of  either  com- 
pound by  intramuscular  injection  twelve-hourly 
for  at  least  forty-two  days.  In  miliary  or  menin- 
geal tuberculosis,  0.75  g.  of  the  antibiotics  is 
given  twelve-hourly  for  ninety  to  one  hundred 
and  twenty  days.  It  is  currently  considered  ad- 
visable in  tuberculosis  to  use  p-aminosalicylic 
acid  (P.  A.  S.)  in  conjunction  with  streptomycin. 
In  adults  the  daily  dose  of  P.A.S.  is  10-12  g.,  and 
it  should  be  given  in  a flavoured  alkaline  men- 
struum. 


30 


Arizona  Medicine 


November,  1950 


Aureomycin  and  Chloramphenicol 

As  will  be  noted  from  Table  V,  dosage  sched- 
ules for  aureomycin  and  chloramphenical  are 
well  established.  With  aureomycin,  in  severely 
ill  patients  treated  by  the  oral  route,  the  initial 
dose  should  be  based  on  10  mg.  per  kg.  body- 
weight.  For  moderately  ill  patients  the  total 
daily  maintenance  dose  by  mouth  is  based  on 
20-30  mg.  per  gk.,  and  for  seriously  ill  patients 
it  is  based  on  50  mg.  per  kg.  In  either  instance 
the  total  daily  maintenance  dose  is  divided  into 
four  parts,  one  of  which  is  given  every  six  hours. 
If  it  seems  desirable,  in  seriously  ill  patients,  to 
initiate  treatment  by  giving  aureomycin  intra- 
venously, the  sodium  glycinate  preparation 
should  be  used.  The  initial  dose  should  be  based 
on  10  mg.  per  kg.  body-weight,  while  the  total 
daily  maintenance  dose  is  based  on  20-30  mg. 
per  kg.  The  latter  is  divided  into  thirds,  one  of 
which  is  given  every  eight  hours.  But  not  more 
than  300  mg.  of  aueomycin  should  be  given  in 
one  dose  intravenously. 

With  chloramphenicol,  the  initial  or  “priming” 
dose  is  based  on  60  mg.  per  kg.  This  is  divided 
into  thirds,  given  at  hourly  intervals  by  mouth. 
The  total  daily  maintenance  dose  is  based  on 
60  mg.  per  kg.  for  moderately  ill  patients,  and 
60-120  mg.  per  kg.  for  seriously  ill  patients,  divid- 
ed into  four  parts,  one  of  which  is  given  by 
mouth  every  six  hours.  So  far,  no  commercially 
available  preparation  of  chloramphenicol  has 
been  developed  for  parenteral  use.  Neither 
aureomycin  nor  chloramphenical  should  be  given 
by  the  intrathecal  route. 

Terramycin 

Terramycin  is  administered  by  mouth.  Cur- 
rently (and  this  recommendation  may  well  be 
changed  as  our  experience  increases)  it  is  be- 
lieved that  moderately  ill  patients  should  re- 
ceive a total  daily  dose  based  on  25  mg  per  kg. 
body  weight.  This  may  be  divided  into  fourths, 
one  of  which  is  given  every  six  hours.  The 
dosage  of  terramycin  for  seriously  ill  patients 
has  not  been  definitely  established,  but  a reason- 
able basis  for  the  total  daily  dose  is  40-50  mg. 
per  kg.  TOXICITY 

The  toxic  reactions  which  may  follow  the 
administration  of  pencillin,  streptomycin,  or 
dihydrostreptomycin  are  well  known.  Reactions 
due  to  the  sensitisation  of  patients  to  these  three 
antibiotics  seem  to  be  increasing,  and  it  should 
be  borne  in  mind  that  dihydrostreptomycin  and 
streptomycin  can  cause  permanent  vestibular 


damage  and  permanent  deafness. 

As  will  be  noted  from  table  VI,  the  important 
reactions  produced  by  aureomycin  are  nausea, 
vomiting,  and  loose  stools  (often  amounting  to 
a diarrhoea).  It  is  believed  that  the  nausea  and 
vomiting  are  produced  partly  by  an  exogenous 
factor  in  the  preparations  of  aureomycin  at  pres- 
ent available  for  administration  by  mouth.  The 
looseness  of  the  bowels  results  from  disturbance 
of  the  bacterial  metabolism  in  the  colon  due  to 
the  suppression  of  bacterial  growth  in  that  organ. 
Localized  dermatitis  has  been  noted  when  aureo- 
mycin ointment  is  being  used,  and  a scaly  or 
acneiform  type  of  dermatitis  has  occasionally 
been  reported  when  aureomycin  was  being  ad- 
ministered. Drug  fever  has  been  noted  rarely. 

Chloramphenicol  produces  nausea,  vomiting, 
and  often  looseness  of  the  bowels,  but  to  a less 
degree  than  aureomycin.  A scaly  skin  eruption 
and  drug  fever  have  been  observed  during  treat- 
ment, and  so  has  granulocytopenia,  both  granu- 
locytic and  erythrocytic  series  being  hypoplastic. 

Terramycin  gives  rise  to  nausea,  vomiting,  and 
diarrhoea  in  a proportion  of  patients.  The  sever- 
ity of  the  signs  and  symptoms  seems  to  depend 
somewhat  on  the  size  of  the  dose.  Skin  erup- 
tions and  drug  fevers  have  been  recorded.  Terra- 
mycin, aureomycin,  and  chloramphenicol  can  all 
cause  irritation  of  the  mouth  and  tongue  with 
soreness  and  ulceration.  Renal  injury  or  damage 
to  nervous  tissue  has  not  yet  been  reported  in 
patients  receiving  these  three  antibiotics. 

CONCLUSION 

Owing  to  its  widespread  (and  often  very 
injudicious)  use,  reactions  to  penicillin  are  rapid- 
ly increasing  in  numbers  and  severity.  Strep- 
tomycin and  dihydrostreptomycin  may  produce 
permanent  vestibular  dysfunction  and/or  deaf- 
ness; and  as  there  are  better  and  less  toxic  anti- 
biotics for  other  types  of  infections,  their  use 
should  be  limited  to  tuberculosis.  To  date, 
aureomycin  and  terramycin  have  been  relatively 
non-toxic,  if  nausea,  vomiting,  sore  mouth,  and 
diarrhoea  are  excluded  from  consideration. 
Chloramphenicol  is  known  to  cause  granulocy- 
topenia and  therefore  might  cause  agranulocy- 
tosis. It  is  too  early  to  say  whether  the  popula- 
tion will  become  reactive  to  these  last  three 
antibiotics  as  it  has  to  penicillin.  Only  time  will 
tell.  But  we  should  remember  that,  up  to  the 
present,  all  antibiotics  have  proved  poisonous  to 
some  patients,  and  we  should  use  them  with  care 
and  thought. 
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TABLE  I - 

- PRESENT-DAY  USAGE  OF  ANTIBIOTICS  IN  INFECTIONS 

Infection 

Penicillin  Streptomycin  Aureomycin  Chloramphenicol  Terramycin 

Streptococcal: 
B-haemolytic . . . 
a-haemolytic . . . 
Non-haemolytic. 
All  enterococci. 
Staphylococcal.  . . . 
Pneumococcal.  . . . 
Neisserian: 

N.  meningitidis. 
N.  gonorrhoeae. 
Diptheritic 


Tuberculosis 

Anthrax 

Clostridial: 

Gas-gangrene 

Tetanus 

Gram-negative  bacillary: 

Bact.  coli 

Bact.  pneumoniae  .... 

Proteus 

Bact.  aerogenes 

Ps.  aeruginosa 

Salmonella: 

S.  typhi 

Others 

Shigella 

Pasteurella: 

P.  pestis 

Brucella: 

Bact.  tularense 

Br.  melitensis 

Br.  suis 

Br.  abortus 

Listerella 

Cholera . 


I 

I 

I 

II 
II 
I 

I 

I 

I 

Antitoxin  + 


II 

II 


III 

II 


I+P.A.S. 


II 

II 

I 

II 


II 

II 

II 

I 

I 

II 

II 

III 


I 

U 


II  (Polymyxin  is  best) 


I+S.D. 


II+S.D. 

II+S.D. 

II+S.D. 


? 

I 

U 

I 

I 

I 

I 

I 

u 


III 


III 

III 


u 


I 

? 

i 

u 

I 

I 

I 

I 

u 

u 


u 

u 

u 

u 

III 

III 

u 

III 

u 


u 

u 


II 

II 

u 

u 

II 


? 

u 

u 

u 

u 

u 

u 

u 

u 


Haemophilus: 

H.  influenzae  meningitis. 

H.  pertusis 

H.  ducreyi 

III+S.D.  I+S.D.  II+S.D. 

? v ? 

ii  i i 

u 

u 

u 

I = First  choice 

II  = Second  choice 

III  = Third  choice 
. . = No  value 

S.D.  = Sulphadiazine 
U = Unknown 

TABLE  II  — 

PRESENT-DAY  USAGE  OF  ANTIBIOTICS  IN  INFECTIONS 

Infection 

Penicillin 

Streptomycin  Aureomycin  Chloramphenicol 

Terramycin 

Spirochaetal: 

Treponema  pallidum 

T.  pertenue 

T.  carateum 

Bacillus  recurrentis 

B.  vincenti 

Leptospira 

icterohaemorrhagiae  

Donovania  granulomatosis 

Bartonella 

Streptobacillary 

Bacteriodosis 

Rickettsial: 

R.  prowazeki 

R.  mooseri 

R.  rickettsi 

R.  Conori 

R.  akari 

R.  tsutsugamushi 

R.  burneti 

Viral: 

Psittacosis 

Lymphogranuloma  venereum.. 
Primary  atypical  pneumonia.  . . 

Herpes  simplex 

Herpes  zoster 


I 

I 

I 

I 

I 

? 


II+S.D. 

II+S.D. 


ii 

i 

ii 


ii 

u 

u 

u 

u 

u 

I 

u 

u 

I 

I 

I 

I 

I 

I 

I 

I 

I 

I 

I 

? 

i 


ii 

u 

u 

u 

u 

u 

I 

I 

u 

u 

I 

I 

I 

I 

I 

I 

I 

I 

I 

I 

u 

I 


II 

u 

u 

u 

u 

u 

u 

u 

u 

u 

u 

I 

u 

u 

u 

I 

u 

u 

u 

u 

u 

u 
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Chickenpox 

Vaccinia  disseminata 

Smallpox 

Measles 

Mumps 

Infectious  mononucleosis 

Epidemic  hepattis 

Epidemic  keratoconjunctivitis 

Poliomyelitis 

Influenza 

The  common  cold 

Parasitic: 

Acute  amoebic  dysentery 
Fungal: 

Actinomycosis 

Trichomonas  vaginalis 


U 

I 

U 

U 


u 

? 


1 + S.D. 


I = First  choice 

II  = Second  choice 


I locally 


U 

I 


U 

U 

u 

u 


u 

u 


u 

u 

u 


u 

u 

u 

u 

u 

u 

u 

u 


u 

u 

u 


U = Unknown 
• • = No  value 


S.D.  = Sulphadiazine 


__  TABLE 

Infection  or  Condition 


PROPHYLAXIS  OF  INFECTIONS  WITH  ANTIBIOTICS 


Cholera .... 
Gonorrhoea.  . 

o ireptomycm 

u 

Aureomycin 

u 

Chloramphenicol 

u 

Syphilis  

1 

u 

u 

Haem,  streptococcus 

1 

T 

II 

u 

I 

Meningococcal  meningitis. 
Puerperal  sepsis.  . 
Rheumatic  fever 

I 

II 

T 

u 

u 

u 

Subacute  bacterial  endocarditis 
Clean  ’ surgery . . . 

I 

T 

u 

II 

u 

u 

Colonic  surgery . . 

i p.o.+s.s. 

I 

u 

Pulmonary  surgery 

TT 

I 

II 

Established  surgical  infections 
Extractions  of  teeth 

I = First  choice  tt  — TTriU„.,.„ 

1° 

I 

til 

ip 

u 

I 

p 

II 

II 

1° 

u 

II  — Second  choice 


S.S.  r=  Sulfasuxidine 
P.O.  = Per  os 


= No  value 


TABLE  V -^  DOSAGE  SCHEDULES  FOR  AUREOMYCIN  AND  CHLORAMPHFNTCQT . 

AUREOMYCIN CHLORAMPHENICOL 

Total  Daily  T'nf'il  ia 0 ' 1 

Severity  of  nines* 

route) = ! '"*•  ^ 

Revere  (intravenous  route*)  60  60 

Severe  (oral  route) . . jx  2°-30 

10 50 60 60-120 

is  divided  info  °4  ^artf  ^ancf  is  CgivenSata intervals6 6Uhours^e  CalcuIated  totaI  daiIy  maintenance  dose 

any  single  dos  should  T^spafed  af0^!6’  d°l  n°f  m°re  than  300  mg'  in 

made  to  treatment  by  mouth  as  soon  as  possible.  intervals  of  8 hours.  A shift  should  be 
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TABLE  VI  — IMPORTANT 

TOXIC  REACTIONS  IN  THE  COURSE  OF  ANTIBIOTIC  THERAPY 

Reaction 

Penicillin 

Streptomycin 

Aureomycin 

Chloramphenicol 

Terramycin 

Anaphylactic  shock 

Dermatitis 

Renal  injury. 

Haematopoietic  injury 

Central  nervous  system  injury. 

Drug  fever 

Vertigo 

Deafness 

Nausea 

Vomiting 

Loose  stools 

Mouth  lesions  (oral 

administration) 

Very  rare 
Common 
O 
O 

. . . Very  rare 
Common 
O 
O 
O 
O 

o 

Common 

Vary  rare 
Common 
O 

Eosinophilia 

O 

Common 

Common 

Occurs 

O 

O 

O 

O 

o 

Rare 

O 

O 

O 

Rare 

O 

O 

Common 

Occurs 

Common 

Occurs 

o 

Rare 

O 

Granulocy- 

topenia 

O 

Rare 

Very  rare 
O 

Occurs 

Rare 

Common 

Common 

o 

Occurs 

O 

O 

O 

Occurs 

O 

O 

Very  Common 
Common 
Common 

Common 

FUNCTIONAL  HEART  DISEASE 

STEPHEN  R.  ELEK,  M.D. 


Functional  heart  disease  is  usually  considered 
to  be  a negative  or  exclusion  diagnosis.  When 
a patient  has  symptoms  related  or  referable  to 
the  heart  and  the  history,  physical  diagnosis  and 
appropriate  laboratory  tests  do  not  indicate 
organic  heart  disease,  then  a functional  diag- 
nosis is  made.  Or,  the  physician  may  label  this 
cardiac  neurosis  or  cardiac  anxiety  state.  The 
following  illustrates  this: 

A thirty  year  old  male  recently  came  to  see 
me  complaining  of  mild,  non  radiating  chest 
pain  around  the  left  nipple  not  correlated  with 
exercise  or  activity.  Since  this  complaint  he  has 
been  aware  of  his  heart  beating.  His  father 
recently  died  suddenly,  aged  fifty-five  years,  of 
an  acute  myocardial  infarct  without  a preced- 
ing cardiac  story.  A thorough  workup  was  neg- 
ative. He  was  given  assurance  and  has  not  had 
any  complaints  since  then. 

This  is  a clinical  story  with  which  we  are  all 
familiar.  It  is  especially  apt  to  crop  up  when 
someone  in  the  public  eye  or  know  in  a com- 
munity dies  unexpectedly;  a certain  number  of 
patients  then  hasten  to  the  physician  and  the 
history  cited  above  is  obtained. 

But  this  is  not  what  I mean  by  functional 
heart  disease.  Rather,  I refer  to  the  patient, 
young  or  old,  of  either  sex,  who  has  persistent 
physical  fatigue  with  or  without  effort,  tachyp- 
nea or  dyspnea  with  or  without  effort,  palpita- 
tion, precordial  distress  and  pain  of  a definite 
type,  giddiness,  perspiration  usually  confined  to 
the  axillae  and  palms,  temperature,  frequent 
sighing,  tremors  of  the  hands,  low  hyperventila- 

°From  the  Department  of  Cardiology,  University  of  Southern 
California  School  of  eMdicine,  and  Cedars  of  Lebanon  Hospital, 
Los  Angeles,  California.  , _ _ . , 

Guest  oration  given  before  the  59th  Annual  Meeting  of  the 
Arizona  Medical  Association,  Phoenix,  Arizona,  May  3,  1950. 


tion  index  (see  below)  and  sudden  bursts  or 
eruptions  of  these  manifestations  with  or  with- 
out a precipitating  cause. 

The  patient  believes  or  suspects  heart  diseases 
chiefly  because  of  the  fatigue,  easy  breathless- 
ness, precordial  distress  and  palpitation.  As  will 
be  seen  later,  he  may  have  functional  gastric 
symptoms  too  but  evidently  the  layman  fears 
heart  disease  more  because  of  its  inimate  asso- 
ciation with  unpleasant  disability  and  death. 

It  is  interesting  to  recall  that  this  entity  has 
usually  been  seen  during  or  after  wars.  It  was 
first  described  by  the  celebrated  DeCosta  (1) 
during  the  Civil  War  and  was  called  DeCosta  s 
syndrome.  Lewis  (2)  wrote  extensively  about 
this  disorder  after  World  War  I and  termed 
it  effort  syndrome,  but  it  need  not  be  related 
to  effort  at  all.  It  is  oftimes  labeled  neurocircula- 
tory  asthenia,  but  the  description  of  the  latter 
in  most  texts  is  not  clear  at  all;  to  many  physi- 
cians it  means  only  neurasthenia  or  generalized 
weakness  for  which  no  cause  is  found.  It  seems 
best,  following  the  lead  of  Friedman  (3),  to 
term  this  functional  cardiovascular  disease 
(FCVD) 

“Since  the  phrase  functional  cardiovascular  disease  is  lengthy, 
it  is  hereafter  abbreviated  to  FCVD. 

I might  add  that  my  own  experience  is  based 
on  several  hundred  cases  seen  during  World 
War  II.  In  addition,  my  knowledge  of  this  dis- 
order is  fortified  by  further  experience  in  private 
practice  which  indicated  to  me  that,  contrary 
to  what  DaCosta  thought,  this  entity  is  seen 
during  civilian  life  as  well. 

Let  us  discuss  the  leading  symptoms  sep- 
arately as  one  might  do  for  any  other  disease 
such  as  acute  peptic  ulcer. 
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Easy  Fatiguability: 

The  frequent  occurrence  of  fatigue  in  both 
anxiety  and  organic  disease  states  is  too  well 
known  to  require  comment.  It  is  worth  recall- 
ing, as  DeGraff  (4)  and  de  la  Chapelle  (5) 
have  emphasized,  that  fatigue  occurring  sooner 
than  usual  is  probably  the  earliest  manifestation 
of  congestive  heart  failure.  In  the  latter,  how- 
ever, fatigue  comes  on  after  effort  or  the  end  of 
a day  of  even  mild  or  restricted  activity;  like- 
wise, in  anxiety  states,  the  fatigue  is  dispropor- 
tionate to  the  activity  participated  in.  In  FCVD, 
curiously  and  uniquely  enough,  as  I have  re- 
peatedly observed,  fatigue  occurs  notably  in  the 
morning  soon  after  arising,  and  indeed  after  a 
good  night’s  sleep.  Patients  with  FCVD  are 
usually  puzzled  by  this;  to  the  laymen,  fatigue 
is  due  to  organic  disease  and  should  come  on 
after  activity.  Friedman  (3)  has  studied  the 
problem  of  possible  muscular  dystrophy  in  these 
patients  and  found  none.  He  did  observe  in  a 
standardized  weight  lifting  test,  an  asynchron- 
ous and  asynergistic  performance  while  normal 
patients  did  this  same  test  in  a smooth,  non- 
jerky manner;  hence  the  former  used  up  a dis- 
proportionate amount  of  energy  for  the  task  or 
“overshoot”,  signifying  thereby  an  incomplete 
coordination  of  the  autonomic  nervous  system. 

Mental  fatigue  likewise  occurs  sooner  and,  like 
physical  fatigue,  is  not  commensurate  with  the 
mental  job  done  at  a particular  time.  I have 
not  observed  this  syndrome  after  excessive  phys- 
ical fatigue  alone,  nor  has  it  been  recorded  so 
far  as  I know. 

Dyspnea: 

Breathlessness  is  probably  the  most  evident 
insignia  of  functional  heart  disease.  Lewis  (2) 
thought  that  tachypnea  and  dyspnea  occurred 
only  after  effort.  Christie  (6)  properly  described 
the  shallowness  and  irregularity  in  rate  and 
depth  of  the  respiration.  It  is  known  now  (7) 
that  breathlessness  does  not  stem  from  effort 
alone  and  there  is  neither  oxygen  lack  nor  carbon 
dioxide  accumulation.  It  would  seem  unlikely 


that  blood  gaseous  exchange  is  at  fault  for 
tachypnea  and  dyspnea  occur  when  these  pa- 
tients are  emotionally  disturbed;  this  rather  sug- 
gests neurogenic  imbalance.  Characteristically, 
these  patients  are  subject  to  sudden  attacks  of 
accelerated  breathing  with  the  subjective  sensa- 
tions of  dyspnea.  This  may  be  precipitated  in- 
dependently of  any  preceding  physical,  mental 
or  emotional  disturbance,  and  hence  patients  are 
bewildered.  This  is  usually  best  seen  in  hospital 
practice,  but  can  be  studied  if  the  patient  reports 
immediately  to  the  doctor.  Perhaps  this  explains 
the  reported  discrepancies  regarding  this  phe- 
nomenon. 

There  is  also  little  diaphragmatic  movement, 
or  inertia,  as  can  be  seen  directly  by  inspection 
or  under  the  Huoroscope.  Most  patients  employ 
the  chest  for  breathing  and  predominantly  the 
upper  one-third  of  the  chest.  During  sleep,  how- 
ever, they  may  breathe  abdominally.  Those  per- 
sons who  do  use  diaphragm  for  breathing  will, 
during  slight  effort  or  under  emotional  tension, 
revert  to  upper  chest  breathing.  If  the  patient 
who  breathes  with  the  upper  one-third  of  his 
chest  is  asked  to  use  his  diaphragm  his  attempt 
is  usually  not  successful. 

Palpitation: 

This  is  usually  due  to  the  occurrence  of  pre- 
mature systoles,  of  auricular  or  ventricular  origin, 
or  paroxysmal  supraventricular  tachycardia. 
Sharp  precordial  pain  may  be  present  with  these 
arrhythmias.  A premature  systole  produces 
(a)  awareness  of  the  heart  and  (b)  subjective 
disturbance  due  to  the  compensatory  pause  for 
the  patient  wonders  “if  my  heart  will  start  up 
again”;  hence  he  has  cardiac  consciousness. 
Palpitation  as  the  sole  symptom  will  give  rise 
to  these  manifestations,  but  when  combined  with 
fatigue,  breathlessness,  etc.,  we  have  the  constel- 
lation of  FCVD. 

Precordial  Distress: 

There  are  two  types  of  precordial  discomfort 
is  FCVD,  namely  sharp  and  dull,  and  their 
features  are  outlined  in  the  following  table: 


Sharp 


Dull 


Site:  Left  anterior  chest,  usually  around  the  nipple,  at  times  going  through  to  the  back. 


Radiation 
Character: 
Duration: 
Preceded  by: 


None 

Piercing 

5 minutes  or  less 
Forceful  pounding  and/or 
arrhythmias 


None 

Like  a soreness 

10  minutes  to  hour 

Vigorous  effort  with  tachypnea 
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Relation  to  breathing: 

Signs  of  neurogenic  discharge, 
e.g.,  cold  hands,  sweating, 
hand  tremors,  etc. 

Relieved  by: 


Probable  cause: 


Patient  afraid  to  breathe 


Common 

Cessation  of  pounding  in 
chest;  not  affected  by 
nitro-glycerine 
Pounding  of  the  heart,  or 
arrhythmias 


None 


Common 

Taping  upper  % of  chest 

Fatigue  of  the  intercostal 
muscles 


Sharp  paint  also  occurs  in  patients  who  have 
pounding  of  the  heart  due  to  fright  or  scare 
and  in  those  who  have  paroxysmal  tachycardia. 
In  the  latter,  indeed,  one  is  suspicious  of  under- 
lying myocardial  pathology.  Relief  of  the  dull 
type  of  pain  by  taping  the  upper  M of  chest 
suggests  fatigue  of  the  intercostal  muscles.  Con- 
versely, as  Friedman  (7)  showed,  if  the  lower 
% of  the  chest  is  taped  even  in  a normal  patient, 
thus  compelilng  the  latter  to  breathe  with  the 
upper  h of  his  chest,  dull  left  anterior  chest  pain 
will  result. 

Contrast  the  above  type  of  pain  with  true 
anginal  pain.  In  the  anginal  syndrome,  the  pain 
is  substernal  and  typically  radiates  to  the  left 
shoulder  and  down  the  medial  aspect  of  left  up- 
per extremity  to  the  fourth  or  fifth  lingers.  It  is 
squezing  or  compressing  in  nature  and  usually 
takes  place  after  effort  but  without  tachypnea. 
Rest  and  nitro-glycerine  almost  always  relieves 
it  and  the  basic  cause  is  myocardial  ischemia. 
Hence,  it  has  delineatable  differences  from  the 
chest  discomfort  of  heart  disease  and  one  must 
carefully  elicit  the  differences.  It  is  worthwhile 
mentioning  at  this  stage  of  the  discussion  that 
FCVD  may  be  superimposed  on  organic  heart 
disease  and  this  can  be  illustrated  in  the  follow- 
ing clinical  example  which  recently  came  to  my 
attention  at  a cardiac  clinic: 

A fifty-three  year  old  male  refugee 
who  had  established  hypertension  and 
angina,  entered  the  clinic  complaining 
of  sharp  pain,  not  related  to  effort,  cen- 
tered around  the  left  nipple,  without 
radiation,  and  not  relieved  by  nitro- 
glycerine, although  this  drug  had  al- 
ways alleviated  his  chest  pain.  In  addi- 
tion, I noticed  sighing,  cool  moist  hands 
and  axillary  sweating,  mild  tachypnea, 
and  tremors  of  the  fingers.  A diagnosis 
of  FCVD  was  made  on  the  history 
alone,  superimposed  on  his  organic  car- 
diac disease.  Further  checkup  disclosed 
no  evidence  of  myocardial  infarction  or 


congestive  heart  failure.  Additional  his- 
tory revealed  an  emotional  upset  re- 
garding a brother  in  Germany  who 
failed  to  obtain  his  passport  for  emigra- 
tion to  this  country,  and  this  precipi- 
tated FCVD. 

The  patient  with  organic  heart  disease  is 
especially  vulnerable  to  FCVD,  not  the  least 
reason  being  that  premature  or  sudden  death 
may  occur. 

Fever: 

It  may  seem  strange  to  discuss  fever  as  a 
feature  of  FCVD  or  any  functional  disease  for 
we  invariably  associate  fever  with  organic  dis- 
orders. In  fact,  I must  confess  that  there  was 
a time  in  my  own  intellectual  development  when 
I could  not  accept  the  existence  of  fever  with- 
out organic  causation.  But  recent  studies  on 
the  function  of  the  hypothalamus  and  the  bril- 
liant work  of  Friedman  (8)  have  convinced  me 
otherwise.  The  salient  differences  between  the 
fever  of  functional  and  organic  disease  may  be 
stated  thus: 

The  fever  of  FCVD  has  a wider  range,  vary- 
ing about  two  degrees.  It  does  not  occur  every 
day,  it  occurs  only  when  the  patient  is  awake 
and  is  absent  during  sleep.  The  pulse  in  usually 
normal,  and  the  skin  is  cold  and  often  mottled. 
Psychic  tension  directly  affects  its  occurrence. 
The  fever  is  not  an  index  of  the  severity  of  the 
disorder.  Patients  usually  do  not  complain  of 
it.  Central  nervous  system  stimulating  drugs 
(8),  chiefly  benzedrine  and  caffeine,  can  pro- 
voke the  fever  in  the  afebrile  stage.  By  contrast, 
the  fever  of  an  organic  disease,  let  us  say  active 
minimal  pulmonary  tuberculosis,  has  a smaller 
range  varying  about  1.5  degrees.  It  occurs  every 
day  and  is  higher  during  sleep.  The  pulse  is 
usually  accelerated  and  the  skin  is  warm  and 
not  mottled.  Psychic  tension  does  not  affect  its 
presence  or  severity.  The  fever  is  an  index  of 
the  intensity  of  the  disease.  Patients  usually 
complain  about  feeling  warm.  Drugs  like  benze- 
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drine  and  caffeine  do  not  affect  it.  The  fever  is 
usually  remittant,  while  in  FCVD  it  is  usually 
episodic. 

It  must  be  stressed  that  these  conclusions  were 
reached  by  Friedman  after  thorough  organic 
tests  for  foci  of  infection.  The  neurogenic  etiol- 
ogy of  fever  had  already  been  understood  by 
Hamman  (9),  Reiman  (10),  and  Wolff  (11).  It 
can  often  be  found  in  focal  lesions  near  the  sym- 
pathetic nuclei  in  the  hypothalamus.  The  provo- 
cation of  fever  in  patients  with  FCCD  by  drugs 
which  stimulate  the  higher  centers  of  the  cen- 
tral nervous  system  and  the  appearance  of  fever 
in  states  of  psychic  tension  is  an  extraordinarily 
stimulating  finding.  Patients  with  FCVD  also 
respond  abnormally  to  artificial  pyrexia  with 
typhoid  vaccine  (3)  suggesting  not  only  that  the 
hypothalamic  nuclei  in  these  patients  is  some- 
how deranged  but  also  that  these  nuclei  are  ab- 
normally sensitive.  In  addition,  fever  in  this 
functional  disorder  pins  down  or  labels  a pos- 
sible anatomical  site  which  might  explain  the 
symptomatology  of  this  condition. 

Giddiness: 

This  is  not  true  vertigo  for  the  patient  does 
not  feel  that  either  he  or  the  environment  is 
swimming.  Rather,  it  consists  of  a lightheaded 
or  blacking  out  sensation  without  nystagmus.  It 
is  most  apt  to  occur  upon  changing  bodily  posi- 
tion. Patients  become  quite  accustomed  to  it  and 
may  not  even  complain  of  this  unless  it  is  brought 
to  their  attention.  Friedman  has  performed  ver- 
tibular  function  tests  and  found  no  abnormality. 
According  to  Friedman  (12),  the  sequence  of 
events  is  as  follows:  Changing  from  the  supine 
to  the  erect  position  ( when  giddiness  is  most  apt 
to  occur)  produces  a normal  reduction  in  venous 
flow  to  the  right  auricle.  This  normal  physiologi- 
cal change  precipitates,  in  these  patients,  exces- 
sive reflex  action  of  the  autonomic  nervous  sys- 
tem. As  a result  of  the  latter,  two  things  hap- 
pen : 

(a)  There  is  pulmonary  vasoconstriction  (as 
shown  by  the  decrease  in  size  of  the  pul- 
monary conus  observed  by  fluoroscopy  and 
diminished  circulation  time)  and  a tachy- 
cardia due  to  reflexes  stimulated  in  the  aortic 
arch  and  pulmonary  artery.  The  pulmonary 
vasoconstriction  and  tachycardia  cause  low- 
ered cardiac  output,  cerebral  anemia,  and 
giddiness. 

(b)  Generalized  arteriolar  constriction,  as  shown 
by  the  rise  in  distolic  blood  pressure,  lead- 


ing to  cerebral  anemia  and  again  giddiness. 

It  is  important  to  note  that  normal  patients 
who  change  from  the  supine  to  erect  position 
have  a decreased  blood  flow  to  the  right  auricle 
which  results  in  reflex  autonomic  stimulation. 
However,  patients  with  FCVD  suffer  from  an 
excessive  autonomic  stimulation  which  produces 
exaggerated  responses  instead  of  normal  ones. 
The  reason  for  this  extraordinary  sympathetic 
nervous  system  response  is  not  apparent. 

Sweating: 

Typically,  these  patients  sweat  chiefly  from 
the  armpits,  palms  and  feet.  The  extremities 
were  furthermore  cold,  not  warm,  and  the  skin 
is  pale  white  or  mottled  purplish.  This  is  preci- 
pitated often  by  emotional  excitement.  While 
examining  the  patient,  one  will  see  lines  of  sweat 
running  down  the  axillae  or  medial  aspect  of  the 
deltoid.  On  shaking  hands,  cool  moist  palms  are 
detected  and  visual  inspection  will  readily  con- 
firm the  wet  palm.  The  wet  palm  will  occur 
in  a normal  individual  but  usually  only  in  a 
state  of  severe  nervous  excitement.  In  patients 
with  FCVD,  it  occurs  in  the  course  of  every  day 
living  and  such  histories  are  easily  obtained;  one 
might  emphasize  again  that  psychic  tension  will 
elicit  or  aggravate  this  manifestation.  The  cool 
wet  palm  is  not  dependent  on  environmental 
temperature.  List  and  Peet  ( 13 ) have  termed  this 
circumscribed  distribution  of  perspiration  “emo- 
tional sweating”  and  consider  it  to  be  of  hypo- 
thalamic genesis.  Patients  with  hyperthyroid- 
ism, by  contrast,  have  warm  extremities  and 
usually  a dry  axilla  unless  the  entire  body  is 
sweating. 

While  a normal  person  may  have  this  type  of 
sweating  in  states  of  hyper-excitement,  the  other 
features  of  this  disorder  may  be  missing  and  the 
sudation  does  not  occur  as  frequently  in  the  nor- 
mal as  in  FCVD. 

Sighing: 

I should  like  to  place  special  emphasis  on 
sighing  respiration.  This  is  often  seen  during  the 
interview,  although  the  patient  may  or  may  not 
be  aware  of  it.  The  inarticulate  person  may  not 
know  what  to  call  it  and  usually  considers  it  to 
be  “shortness  of  breath”;  actually,  what  he  means 
is  a dissatisfaction  with  his  breath,  a feeling  of 
incomplete  or  inadequate  inspiration.  Under  the 
fluoroscope,  the  diaphragms  descend  so  that 
there  is  a deep  inspiration  which  is  not  satisfac- 
tory to  the  patient. 

This  sighing  can  be  conveniently  demonstrated. 
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as  White  ( 14 ) showed  years  ago,  and  which  I 
have  repeatedly  observed,  in  the  basal  metabol- 
ism record;  the  sigh  appears  as  a taller  spike, 
quite  different  from  the  usual  respirations.  Since 
the  usual  basal  metabolism  reading  is  taken  dur- 
ing a six  minute  period,  and  since  sighing,  when 
present,  is  frequent,  a good  number  of  such 
spikes  will  be  seen. 

The  exact  cause  of  sighing  is  not  known.  I 
have  seen  it  during  acute  grief  states,  marked 
emotional  fatigue,  after  virus  infections,  and 
especially  during  an  active  menopausal  syn- 
drome. I believe  it  is  a result  of  hypothalamic 
stimulation. 

Tremors: 

This  is  best  seen  in  the  outstretched  hands. 
It  is  arrhythmic  in  that  the  tremors  are  irregular 
and  do  not  follow  a symetrical  pattern.  It  differs 
from  the  rapid  sustained  tremors,  having, a small 
excursion,  which  is  seen  in  hyperthyroidism. 
In  the  latter,  Friedman  believes  that  the  tongue 
has  a fine  tremor  while  in  FCVD  there  is  no  true 
sustained  tongue  tremor.  The  tremor  of  the 
fingers  does  not  interfere  with  their  function. 

Hyperventilation  Index : 

An  objective  test  is  available  for  distinguish- 
ing functional  or  neurogenic  tachypnea  and 
dyspnea  from  that  due  to  organic  cause.  This 
consists  of  comparing  breatholding  ability  before 
and  after  a period  of  hyperventilation.  After  a 
deep  inspiration,  the  patient  holds  his  breath  as 
long  as  possible  and  the  time  is  clocked  with 
a stop-watch.  After  allowing  several  minutes  for 
return  to  normal,  the  patient  breathes  rapidly 
and  deeply  forty  five  times  at  the  rate  of  close 
to  one  breath  a second.  Breathing  is  done  thru 
the  nose.  At  the  end  of  hyperventilation,  the 
time  during  which  the  breath  can  be  held  is 
again  clocked.  The  breatholding  time  after  hy- 
perventilation divided  by  the  breatholding  time 
without  hyperventilation  (expressed  in  seconds) 
is  termed  the  hyperventilation  index  (3).  Thus 
if  the  numerator  is  100  seconds  and  the  denomin- 
ator is  75  seconds,  the  hyperventilation  index,  or 
H.I.,  is  1.34.  The  range  of  this  test  is  as  fol- 
lows: 

H.I. 


Normal  1-5 

FCVD 

a.  without  dyshreahyspnea  1-5 

b.  with  dysphreahyspnea  0.9 

Organic  heart  disease  1-5 

Organic  heart  disease  plus  FCVD  0.9 


This  test  is  important  because  it  apparently 
aids  in  the  detection  of  respiratory  disorders 
not  due  to  structural  changes  in  cardio-respira- 
tory  system.  In  addition,  it  is  quite  easy  to  per- 
form. It  is  never  abnormal  or  positive  when 
organic  heart  disease  alone  is  present.  It  is  ob- 
jective in  that  it  is  performed  by  the  physician 
but  it  does  require  careful  instruction  and  en- 
couragement so  that  the  patient  will  hold  the 
breath  as  long  as  possible.  The  dyspneic  patient 
with  FCVD  also  develops  a tachycardia  during 
and  immediately  after  the  test,  the  pulse  in- 
crease amounting  to  about  50%  more  than  the 
control.  This  aids  in  distinguishing  malingerers. 
In  addtion,  persons  with  a positive  test  often  de- 
velop giddiness,  cold  hands  and  feet,  sweating, 
hand  tremors  etc.  after  the  test.  Friedman  (3) 
found  a normal  hyperventilation  index  in  intrin- 
sic pulmonary  disease  and  no  change  in  the  in- 
dex after  breathing  pure  oxygen  or  oxygen  with 
carbon  dioxide.  He  has  also  noted  that  patients 
with  an  anxiety  neurosis  have  a normal  index, 
except  during  the  first  three  days  following  mili- 
tary combat.  I have  checked  the  H.I.  during 
an  anxiety  state  at  lease  thirty  times  and  have 
also  found  it  to  be  normal. 

It  may  well  be,  although  it  is  difficult  to 
prove,  that  hyperventilation,  which  stimulates 
the  afferent  fibers  in  the  vagus  nerve,  provokes 
hypothalamic  discharge  causing  the  sensations 
discussed  above  but  especially  the  dyspnea 
which  the  patient  usually  associates  with  heart 
disease. 

Episodic  neurogenic  discharge : 

Individuals  with  FCVD  do  not  always  or  at 
any  one  time  have  the  symptomatology  describ- 
ed thus  far.  Typically,  these  manifestations  ap- 
pear in  bursts  or  paroxysms.  The  precipitating 
factors  are  not  always  clear;  indeed,  often  there 
is  no  precipitating  factor  so  that  the  patient 
looks  dismayed  or  apprehensive.  The  attack, 
termed  episodic  neurogenic  discharge  (3),  may 
have  the  following  forms: 

A— Cardiovascular  ( Rapid  onset ) 

1)  Cardiac  Arrhythmias  plus: 

a)  Peripheral  Vasoconstriction 

b)  Accentuation  Hand  tremors 

c)  Excessive  Palmar  and  Axillary  Sweating 

2)  Fever 

B— Respiratory  (Slow  onset) 

1)  Tachypnea 

2)  Dyspnea-Sighing 

3)  Plus  Cardio-Vascular  manifestations 
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4)  Fever 

C— Peripheral  Neurogenic 

1 ) Accentuation  Hand  tremors 

2)  Palmar  and  Axillary  Sweating 

3)  Peripheral 
D— Cerebral 

1 ) Syncope 

This  is  really  a recapitulation  of  the  symp- 
tomatology of  FCVD  but  the  above  outline  may 
make  it  clearer. 

Psychosomatic  aspects: 

As  was  well  recognized  by  Friedman  (3),  and 
which  I have  noted  myself,  the  following  out- 
standing features  may  be  seen: 

( 1 ) Mental  and  physical  sluggishness.  When 
left  alone,  these  patients  lead  a static  exis- 
tence. Hospitalized  patients  are  apt  to  lie 
in  bed  and  do  nothing.  They  have  few 
complaints  about  life.  They  have  neither 
zest  nor  fire  nor  ambition.  At  times  they 
seem  overactive  but  that  is  largely  because 
they  work  inefficiently  or,  as  Alvarez  has 
phrased  it,  “spend  ten  dollars  worth  of 
energy  on  a five  dollar  job.” 

(2)  Decrease  in  emotional  range:  Particularly 
with  respect  to  the  emoton  of  anger,  the  lat- 
ter is  less  easily  induced,  is  more  transient, 
and,  when  present,  is  accompanied  by  more 
intense  autonomic  or  sympathetic  discharge. 

(3)  Difficulty  in  concentration:  This  applies 
particularly  to  reading.  Patients  will  notice 
( although  it  may  have  to  be  brought  to  their 
attention)  that  they  will  read  a paragraph 
in  a book  or  paper  without  retaining  it; 
they  often  ascribe  this  to  mental  fatigue. 

(4)  Disinterestedness  and  unawareness  of  en- 
vironmental conditions.  They  are  not  much 
interested  in  anything  outside  themselves. 
This  is  not  a matter  of  egocentricity  but 
rather  a lack  of  curiosity  about  affairs  which 
concern  their  family  or  friends. 

(5)  Partial  loss  of  recent  memory  function. 

These  alterations  may  be  explained  by  an  in- 
competence or  inadequacy  of  the  higher  cere- 
bral coordinating  centers.  If  this  is  true,  then 
cortical  control  over  the  hypothalamus  is  dim- 
inished and  manifestations  of  hypothalamic  dis- 
charge, which  are  ordinarily  suppressed,  blos- 
som out. 

Possible  Etiologys 

Friedman  (3)  has  advanced  the  hypothesis 
that  FCVD  originates  from  the  hypothalamus. 


He  has  reviewed  experimental  and  clinical  evi- 
dence indicating  that  the  followng  symptoms  can 
stem  from  disorder  or  stimulation  of  the  hypo- 
thalamus: tachypnea,  dyspnea,  sweating,  tachy- 
cardia and  cardiac  arrhythmias,  fever,  sighing, 
neurogenic  discharge,  and  peripheral  vasocon- 
striction. Erickson  (15)  and  Grinker  (16)  have 
described  this  in  man.  These  manifestations  be- 
long to  derangements  or  overexcitation  of  the 
sympathetic  nervous  system,  and  most  of  the 
nuclei  of  the  latter  are  in  the  hypothalamus. 
It  seems  likely  that  the  somatic  and  visceral 
manifestation  of  FCVD  are  due  to  hypothalamic 
disfunction.  But  the  hypothalamus,  like  the 
thyroid,  is  under  control  of  other  centers,  namely, 
the  cerebral  cortex.  The  cortico-hypothalamic 
balance  can  obviously  be  upset  by  decrease  in 
cortical  control,  extrinsic  factors,  e.g.,  extremely 
severe  emotional  stimulation  whch  overwhelms 
the  cortex,  or  the  hypothalamus  itself  overcomes 
cortical  control  by  augmented  automaticity. 

The  diminuation  in  cortical  control  over  the 
hypothalamus,  or  cortical  recession  as  Friend- 
man  terms  it,  is  indicated  by  the  personality 
changes  whch  these  patients  have. 

Differential  Diagnosis: 

The  following  important  conditions,  not  listed 
in  any  order  of  importance,  should  be  con- 
sidered in  differential  diagnosis: 

(1)  Hyperthyroidism:  elevated  basal  metabolism 
and  blood  iodine,  usually  absent  axillary 
sweating,  tachycardia  under  basal  conditions, 
exopthalmos,  warm  extremities,  normal  H.I. 
test,  usually  absent  fever,  therapeutic  re- 
sponse to  iodine,  and  the  presence  of  an 
energetic  dynamic  personality. 

(2)  Menopausal  state:  onset  of  symptoms  at  the 
menopausal  age  without  a previous  history 
of  episodic  or  energetic  discharge,  normal 
hyperventilation  index  ( which  I have  check- 
ed many  times),  absence  of  fever  or  the 
typical  FCVD  pattern,  and  good  response 
to  estrogen  therapy. 

(3)  Angina  pectoris:  in  addition  to  the  discus- 
sion on  precordial  distress,  it  is  worth  not- 
ing that  the  electrocardiographic  changes 
found  in  angina  are  not  a secure  means  of 
differential  diagnosis,  for  Wendkos  (17)  has 
found  similar  changes  in  emotionally  labile 
individuals.  However,  these  alterations  can 
be  abolished  by  change  of  position  or  by 
ergotamine. 
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(4)  Addison’s  disease:  the  presence  of  low  blood 
pressure,  loss  of  weight,  pigmentation  of  the 
gums  and  skin,  decreased  serum  sodium  and 
increased  serum  potassium,  decreased  out- 
put of  17-ketosteroids,  and  response  to  ap- 
propriate medication  should  make  the  dif- 
ferential diagnosis. 

(5)  Hyperinsulinism : this  may  be  difficult  to 
differentiate  especially  since  patients  with 
FCVD  may  show  glycosuria  when  under 
severe  emotional  stress.  Serial  blood  sugar 
determinations  or  blood  sugar  tolerance 
curve  wil  lmake  the  diagnosis. 

(6)  Hyperventilation  syndrome:  the  symptoms 
may  be  exactly  the  same  as  those  of  FCVD. 
However,  the  absence  of  personality  changes 
and  the  presence  of  low  blood  calcium  and 
tingling  in  the  extremities  are  useful  dis- 
tinguishing points.  The  emotional  back- 
ground and  history  is  often  quite  different 
from  that  of  FCCD. 

It  should  be  mentioned  that  FCVD  exists 
in  acute  and  chronic  form.  It  is  very  likely  a 
chronic  disease,  the  acute  form  being  only  an 
exacerbation.  The  symptomatology  of  the  acute 
form  may  be  seen  in  other  states  besides  those 
listed  under  differential  diagnosis.  It  most 
typically  occurs  in  convalescence  from  acute 
infections,  especially  virus  infections  such  as  in- 
fluenza, or  after  prolonged  medical  or  surgical 
illnesses.  Here  autonomic  discharges  occur  but 
such  patients  do  not  have  either  episodic  neuro- 
genic discharge  or  personality  alterations;  and 
furthermore  these  symptoms  disappear  without 
recurrence.  In  the  patient  with  true  FCVD, 
recrudescences  occur  frequently  and  with  ease. 
I recall  a fellow  officer  convalescing  from  a 
severe  case  of  dengue  fever.  He  had  served  in 
a combat  outfit  before  joining  our  hospital  and 
was  a good  soldier.  He  had  all  the  symptoms 
of  acute  hypothalamic  discharge.  He  had  no 
previous  or  subsequent  history  of  hypothalamic 
disturbance.  In  FCVD  there  is  usually  (I  am 
tempted  to  say  invariably)  evidence  of  similar 
symptomatology  in  the  patient’s  past  life. 

The  reader  must  undoubtedly  be  thinking  that 
this  description  of  FCVD  resembles  any  anxiety 
neurosis  with  predominant  cardio-respiratory 
reference.  This  is  probably  so  since  the  anxiety 
state  also  has  evidences  of  autonomic,  or  specif- 
ically sympathetic,  discharge.  However,  I know 


of  no  anxiety  neurosis  which  is  constantly  mani- 
fested by  one  or  more  or  all  of  the  symptoms 
discussed  above,  which  symptoms  often  recur 
with  or  without  predisposing  cause.  Anxiety 
neuroses  in  any  one  patient  may  have  at  one 
time  predominant  cardiac  reference,  at  another 
time  gastrointestinal  or  genital-urinary  refer- 
ence. FCVD  may  be  accomplished  by  symptoms 
outside  the  cardiac  territory  but  the  patient 
complains  mostly,  but  not  entirely,  about  car- 
diac symptoms. 

As  already  intimated,  the  prognosis  is  poor 
because  the  symptoms  may  return  with  or  with- 
out a precipitating  cause.  The  treatment  is 
frankly  most  discouraging;  undoubtedly,  many 
of  these  patients  can  be  benefited  by  psychia- 
tric care.  I cannot  say  whether  this  should  be 
psychoanalysis.  A good  physician  can  do  much 
with  regard  to  altering  or  removing  environmen- 
tal, social,  marital,  or  personal  problems  which 
he  has  found  will  precipitate  or  intensify  this 
syndrome. 
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With  Special  Reference  to  the  Intervertebral  Disc 
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This  presentation  is  an  attempt  to  correlate 
the  theoretical,  pathological,  and  clinical  knowl- 
edge of  low  back  pain  resulting  from  mechanical 
causes.  The  subject  has  initiated  much  contro- 
versial literature  over  a period  of  years,  and 
many  issues  have  not  as  yet  been  settled. 

For  a better  understanding  of  the  mechani- 
cal causes  of  low  hack  pain,  with  or  without 
sciatic  pain,  it  is  necessary  to  recognize  certain 
anatomical  variations  and  to  appreciate  their 
clinical  importance.  Resulting  symptoms  are  in 
proportion  to  abnormal  stress  and  pressure  exert- 
ed on  the  structures  capable  of  producing  pain. 
To  facilitate  discussion  these  mechanical  condi- 
tions of  the  low  back  have  been  divided  into  two 
groups. 

Group  I 

The  first  group  comprises  those  conditions 
with  demonstrable  bony  defects,  abnormalities, 
and  variations  from  alignments  considered  as 
normal. 

Spondylolisthesis.  Spondylolisthesis  has  been 
a subject  of  interest  since  1852.  At  that  time 
Killian  termed  forward  displacement  of  a vere- 
bral  body,  “spondylolisthesis,”  a word  of  Greek 
derivation  which  means  gliding  of  a vertebra. 
Spondylolishthesis  results  from  a break  in  con- 
tinuity of  the  neural  arch  and  was  described  by 
Killian  as  a clinical  entity.  The  etiology  has 
not  definitely  been  established,  but  it  is  gener- 
ally thought  to  result  from  birth  or  infantile 
trauma.  Hitchcock  and  Brailsford  have  shown 
that  progressive  forward  displacement  of  the 
vertebral  body,  most  commonly  the  fifth,  does 
occur;  and  this  gradual  displacement  may  ac- 
count for  the  acute  symptoms  seen  with  spondy- 
lolisthesis. The  symptoms  are  usually  of  a 
chronic  nature,  aggravated  by  activities  or  posi- 
tions which  throw  an  added  strain  on  the  sup- 
porting soft  tissues.  With  a forward  displace- 
ment of  the  vertebra  one  would  anticipate 
changes  in  the  intervertebral  disc  with  an  anter- 
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ior  displacement  of  the  nucleus  pulposus.  How- 
ever, posterior  protrusions  of  the  nucleus  do  oc- 
cur as  pointed  out  by  Myerding,  and  with  pos- 
terior protrusion  compression  of  the  nerve  roots 
could  cause  sciatic  pain  associated  with  spondy- 
lolisthesis. Statistical  studies  of  abnormalities  of 
the  low  back  show  a variance  in  the  occurrence 
of  spondylolisthesis  from  0.3%  to  5.19%.  Symp- 
toms caused  by  forward  displacement  of  the  af- 
fected vertebra  are  a result  of  the  instability 
created  by  changes  in  the  intervertebral  disc 
rather  than  from  the  amount  of  displacement 
of  the  vertebral  body. 


(Figure  1) 

Spondylolysis.  Spondylolysis  represents  a sep- 
aration of  the  continuity  of  the  neural  arch  with- 
out demonstrable  displacement.  Symptoms,  as 
in  spondylolisthesis,  will  be  dependent  upon  loss 
of  bony  stability  which  causes  an  added  strain 
on  the  surrounding  structures  or  resultant 
changes  in  the  intervertebral  disc.  For  con- 
firmation of  the  diagnosis  three  quarter  x-ray 
views  of  the  spine  demonstrating  the  facets 
are  of  value. 
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(Figure  2) 

Sacralization.  Sacralization  represents  an  en- 
largement of  the  transverse  process  of  the  last 
lumbar  vertebra.  This  enlargement  may  be 
present  on  one  or  both  sides  of  the  last  lumbar 
vertebra,  and  may  vary  from  enlargement  of 
the  transverse  process  to  incorporation  of  the 
process  into  the  sacral  wing.  It  is  referred  to  as 
transitional  because  it  is  neither  truly  lumbar 
nor  truly  sacral  in  type.  The  clinical  significance 
of  this  developmental  anomaly  is  a degenerative 
arthritis  in  the  pseudo-arthrosis  on  the  sacral 
wing  or  illiae.  It  may  be  demonstrated  roent- 
genologically  by  hypertrophic  arthritic  changes 
in  the  false  joint.  Unilateral  union  to  the  sacrum 
does  not  preclude  motion  or  symptoms.  If  the 
opposite  transverse  process  articulates  with  the 
sacrum  there  is  an  associated  narrowing  of  the 
lumbosacral  joint,  and  there  may  develop  a deg- 
enerative arthritis  with  marginal  lipping  in  the 
sacral  pseudo-arthrosis. 

(Figure  3) 

Lumbosacral  Angle.  The  lumbosacral  angle 
refers  to  the  inclination  of  the  superior  surface 
of  the  first  sacral  segment  to  the  horizontal  plane. 
No  definite  angle  has  been  established  as  nor- 
mal because  of  the  variation  within  the  stable 
range  of  motion,  but  an  angle  of  forty-two  de- 
grees (42°)  is  thought  to  be  within  the  range 
of  stability.  However,  Ferguson  has  pointed 
out  that  an  angle  of  forty-two  degrees  from  the 


horizontal  axis  of  the  patient  is  of  concern,  that 
an  angle  of  forty-seven  degrees  is  a menace,  and 
with  an  angle  of  fifty-two  degrees  or  more 
there  is  instability.  He  further  points  out  that 
when  the  center  of  gravity  of  the  trunk,  as  rep- 
resented by  a vertical  line  through  the  center  of 
the  body  of  the  third  lumbar  vertebra,  passes 
more  than  one-half  inch  anterior  to  the  anterior 
margin  of  the  first  sacral  segment  there  is  insta- 
bility; when  this  line  passes  more  than  one  inch 
to  the  anterior  margin  of  the  first  sacral  segment 
instability  is  severe.  With  an  increase  in  the 
lumbosacral  angle  there  is  an  associated  increase 
in  lordosis  of  the  lumbar  spine;  this  in  turn  in- 
creases the  stress  on  the  lumbosacral  facets  and 
the  demand  made  on  the  muscles  and  ligaments 
of  the  low  back  in  support  of  the  articulations. 
Symptoms,  resulting  from  this  unstable  position 
of  the  sacrum,  may  be  deferred  until  the  period 
of  life  is  reached  in  which  there  is  loss  of  muscle 
tone  and  usually  an  increase  of  body  weight. 
Acute  symptoms  may  result  from  direct  or  occu- 
pational trauma.  With  an  associated  anamalous 
positioning  of  the  facets  degenerative  changes  in 
the  posterior  articulations  may  occur,  thereby 
increasing  the  disability.  Brailsford,  writing  on 
the  lumbosacral  angle,  mentioned  the  fact  that 
some  authors  felt  that  there  are  two  different 
muscle  functions  in  the  back.  One  function  is 
that  of  maintaining  postural  tone,  and  this 
maintains  the  erect  position  without  effort  or 
fatigue.  The  second  muscle  functions  is  that  of 
movement  which  may  be  called  upon  when 
postural  tone  fails  and  this  leads  to  fatigue  and 
pain.  With  fatigue  and  pain  lumbar  lordosis 
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is  increased  and  the  intervertebral  joints  are  car- 
ried to  the  limit  of  their  motion.  As  an  example 
Brailsford  cites  patients  who  feel  this  strain 
after  a prolonged  rest  in  bed.  This  thought 
seems  worthy  of  consideration. 


(Figure  4) 

In  the  preceding  group  of  possible  mechanical 
causes  of  low  back  ache,  theoretically  sound 
and  clinically  proven  over  years  of  observation, 
the  mechanical  fault  can  be  visualized  roent- 
genologically  and  its  adverse  potentialities  un- 
derstood. 

Group  II 

The  second  group  includes  those  conditions 
which  result  from  mechanical  changes  in  the 
component  parts  of  the  intervertebral  disc. 
Symptoms  may  be  produced  directly,  or  second- 
arily through  a changed  relationship  in  the  sur- 
rounding bony  structures.  Changes  in  the  in- 
tervertebral disc  should  be  suspected  in  those 
patients  with  low  backache  whose  clinical  his- 
tory, examination,  and  x-rays  fail  to  disclose  a 
suggestive  cause  of  the  symptoms.  This  type 
of  patient  is  usually  seen  later  with  definite  clin- 
ical and  roentgenological  evidence  which  points 
to  one  of  the  conditions  resulting  from  changes 
in  the  intervertebral  disc.  This  clinical  obser- 
vation is  supported  by  the  studies  of  Ghormley, 
Coventry,  and  Kernohan.  They  described  prog- 
ression of  the  components  of  the  intervertebral 
disc  through  the  second  decade  of  life.  Follow- 
ing the  second  decade  of  life  the  component 
parts  of  the  intervertebral  disc  show  regression 


with  a gradual  increase  in  degenerative  changes. 
In  the  advanced  decades  there  occurs  conspici- 
ous  Assuring  of  the  annulus  fibrosus  and  fibrous 
tissue  replacement  of  the  nucleus  pulposs. 

In  1947  in  a symposium  on  the  intervertebral 
disc  and  its  relationship  to  sciatic  pain,  Steindler 
sounded  the  keynote  of  the  possible  cause  of  low 
back  pain  with  or  without  sciatic  pain.  And 
I quote,  “During  the  process  of  degeneration  of 
the  disc,  and  as  a result  of  it,  the  equilibrium 
between  the  disc  and  the  longitudinal  ligamen- 
tous system  is  destroyed,  and  this  disturbance 
is  only  incompletely  compensated  for  by  arthri- 
tic ledges  and  buttresses.  The  result  is  that  the 
junction  between  the  vertebral  bodies  is  loosen- 
ed; and  stress  is  placed,  therefore,  upon  the 
supporting  ligamentous  and  muscular  system.” 
As  a result  of  this  disturbed  equilibrium  the  low 
lumbar  spine  is  most  receptive  for  changes  in 
its  bony  relationship.  The  rationale  of  this  ob- 
servation is  demonstrated  in  the  conditions  dis- 
cussed under  mechanical  changes  which  result 
from  changes  in  the  intervertebral  disc.  In  1945 
Key  stated  that  “in  practically  all  patients  with 
idiopathic  low  back  pain  the  cause  of  the  pain 
is  within  the  spinal  canal  and  that  in  over  90 
per  cent  of  the  cases  this  is  a lesion  of  the  inter- 
vertebral disc.” 

Narrowing  of  the  Intervertebral  Disc  Space. 
The  process  initiating  narrowing  in  a receptive 
intervertebral  disc  space  is  trauma.  Trauma, 
which  may  be  acute  or  chronic  in  nature,  may 
cause  a lessening  in  the  height  of  the  interver- 
tebral disc,  and  a changed  relationship  of  the 
articulations.  This  narrowing  has  its  effect  on 
the  articular  cartilage,  synovial  covering,  and 
supporting  ligaments.  Here,  as  in  any  joint 
with  abnormal  function,  degenerative  arthritis 
develops.  Putti  and  Longroscino  have  found 
arthritic  changes  in  the  posterior  articulations  in 
the  spines  of  all  individuals  over  thirty  years 
of  age.  As  a result  of  these  arthritic  changes 
in  the  posterior  articulations,  some  authors  in 
the  past  have  attributed  such  changes  to  abnor- 
mally placed  facets.  However,  one  wonders  if 
in  these  assumptions  the  cart  has  not  been  placed 
before  the  horse.  Individuals  with  abnormally 
placed  facets,  particularly  the  asymmetrical  type, 
should  be  more  susceptible  to  changes  follow- 
ing intervertebral  disc  changes,  and  studies  in- 
dicate that  there  is  a slightly  higher  incidence 
of  so  called  anamolous  facets  in  patients  com- 
plaining of  low  backache. 
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(Figure  5) 

Posterior  Displacement  of  the  Fifth  Lumbar 
Vertebra.  Another  anatomical  change  of  the 
fifth  lumbar  vertebra,  described  as  posterior  dis- 
placement of  the  fifth  lumbar  vertebra,  results 
from  subluxation  of  the  inferior  fifth  lumbar 
facets  and  can  only  occur  with  some  disturbance 
of  the  intervertebral  disc.  Fletcher  reports  that 
in  30  per  cent  of  his  cases  with  posterior  dis- 
placement of  the  fifth  lumbar  vertebra  there 
occurred  narrowing  of  the  intervertebral  space. 
Ghormley,  Coventry,  and  Kernohan  have  shown 
that  narrowing  of  the  intervertebral  disc  as  a 
result  of  the  degenerative  process  comes  from 
either  dessication  and  necrosis  of  the  nucleus 
pulposus  or  a rupture  of  the  annulus  fibrosus 
with  extrusion  of  nuclear  material.  With  the 
occurrence  of  either  condition  the  supporting 
structures  between  the  two  intervertebral  car- 
tilage plates  are  lost,  and  the  ground  work  is 
laid  for  disturbance  in  the  mechanics  of  the  low 
back. 

(Figure  6) 

Intervertebral  Herniation.  At  times  an  acute 
backache  is  the  result  of  acute  herniation  of 
the  nucleus  pulposus  into  the  intervertebral 
body.  This  occurs  usually  following  trauma  and 
results  in  an  intervertebral  fracture.  Early  x-ray 
examinations  are  usually  negative,  but  subse- 
quent roentgenological  examination  will  reveal 
a zone  of  intervertebral  calcification.  This  cal- 
cification should  correspond  to  an  intervertebral 


herniation  of  the  nucleus  pulposus  with  a sur- 
rounding zone  of  bony  reaction. 


Posterior  Herniation.  Posterior  herniation  or 
bulging  of  the  intervertebral  disc  is  well  recog- 
nized clinically  and  some  authors  feel  that  it  is 
the  cause  of  practically  all  sciatic  pain.  Posterior 
protrusion  of  the  intervertebral  disc  without  com- 
pression of  the  nerve  roots  is  capable  of  produc- 
ing low  back  pain.  However,  if  it  persists  over 
a sufficient  period  of  time,  nerve  root  compres- 
sion should  be  anticipated  eventually.  Clinic- 
ally these  patients  present  severe,  acute  pain  on 
motion;  so  severe  at  times  one  might  expect  to 
find  the  presence  of  a destructive  process.  The 


(Figure  7) 
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history,  clinical,  and  roentgenological  examina- 
tions should  exclude  such  a process.  Sciatic 
pain,  the  usual  indicator  of  a posterior  protru- 
sion, usually  is  unilateral,  but  may  be  bilateral. 
If  bilateral  it  is  usually  more  severe  on  one  side. 
For  confirmation  of  the  posterior  defect,  myelog- 
raphy, a comparatively  easy  examination  in  the 
majority  of  instances,  is  usually  diagnostic.  Fre- 
quently at  the  time  of  surgery,  a small  or  ques- 
tionable defect  demonstrated  by  myelography 
will  be  found  to  be  a massive  protrusion.  This 
discrepancy  in  the  size  of  the  defect  revealed  by 
myelography  and  the  actual  size  of  the  protru- 
sion found  at  the  time  of  surgery  may  result 
from  one  of  several  causes  such  as  narrowing 
of  the  dural  sac,  and  an  unusually  wide  neural 
canal  in  its  side  to  side  diameter.  A narrow 
antero-posterior  neural  canal  would  require  very 
little  protrusion  of  the  nucleus  to  result  in  nerve 
root  compression.  An  unusually  wide  neural 
canal  alone  or  in  combination  with  a narrow- 
ing of  the  dural  sac  may  be  the  cause  of  a 
negative  myelogram  in  the  actual  presence  of  a 
protrusion  of  the  nucleus  pulposus.  Elevation 
or  amputation  of  the  nerve  root  and  a thinning 
of  the  intraspinal  media  at  an  intervertebral  level 
are  sufficient  indications  for  exploration  provided 
the  clinical  symptoms  justify  such  a procedure. 

(Figures  8,  9,  10,  & 11) 

At  times  the  typical  clinical  picture  of  poster- 
ior protrusion  of  the  intervertebral  disc  is  seen 
in  which  no  abnormality  of  the  intervertebral 
disc  can  be  demonstrated  or  any  cause  for  the 
symptoms  found. 

Badgley  and  Steindler  in  a discussion  of  such 
a condition  feel  that  the  sensory  nerve  supply 
of  the  capsules  of  the  facets  could  produce  pain 
stimulation,  which  through  the  primary  poster- 
ior division  could  return  to  the  nervous  system 
and  produce  pain  through  the  dermatomes  of  the 
involved  nerves.  This  corresponds  with  the 
pathway  of  sciatic  radiation,  usually  the  fourth 
and  fifth  nerves.  Relief  of  sciatic  pain  in  many 
instances  has  been  obtained  by  decompression 
of  the  nerve  root  alone,  or  in  combination  with 
a fusion  operation;  or  by  employing  the  fusion 
operation  alone.  Relief  obtained  by  fusion  can 
be  explained.  However,  relief  from  decompres- 
sion of  the  nerve  root  alone  without  fusion  is 
difficult  to  explain  unless  the  ligamentnm  flavum 
is  found  to  compress  the  nerve  root.  In  narrow- 
ing of  the  antero-posterior  plane  of  the  neural 
canal,  hypertrophy  of  the  ligamentum  flavum 


could  result  in  nerve  root  compression.  In  re- 
gard to  the  controversal  discussion  of  bone  graft- 
ing following  removal  of  the  protruded  inter- 
vertebral disc  it  seems  indicated  both  theoretic- 
ally and  clinically  if  the  foregoing  discussion  is 
accepted.  FIG  8 
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FIG.  11 


Postoperative  Complications 

In  our  enthusiasm  for  any  surgical  procedure 
we  should  be  cognizant  of  postoperative  compli- 
cations. We  have  seen  two  types  of  postopera- 
tive complications  following  the  removal  of  a 
protruded  intervertebral  disc.  In  one  type  of 


complication  acute  spasm  in  the  low  back  oc- 
curred on  approximately  the  tenth  postoperative 
day.  X-ray  examination  several  weeks  later 
demonstrated  bony  changes  suggesting  osteo- 
myelitis. If  recognized,  and  a diagnosis  must 
be  made  clinically  in  its  early  phases,  pain  can 
be  alleviated  by  the  application  of  a body  cast. 
In  the  two  cases  we  have  seen,  the  clinical 
course,  other  than  the  terrific  pain  from  spasm, 
was  not  alarming.  No  surgical  drainage  was  in- 
dicated, and  there  was  no  apparent  response  to 
antibiotics.  In  both  instances  penicillin  was  ad- 
ministered postoperatively,  being  discontinued 
on  the  fifth  postoperative  day.  In  one  instance 
penicillin  therapy  was  reinstituted  with  no  ap- 
parent benefit.  Both  of  these  patients  have  gone 
on  to  spontaneous  intervertebral  fusion.  How- 
ever, it  was  though  that  the  postoperative  bone 
graft  with  its  earlier  fusion  shortened  the  period 
of  discomfort. 


FIG.  12A 


(Figure  12,  A & B;  Figure  13,  A & B) 

The  second  type  of  postoperative  complication 
also  consisted  of  intervertebral  changes,  but  pre- 
sented a different  clinical  course.  In  these  pa- 
tients localized  back  pain  developed  at  the  side 
of  the  removed  protruded  intervertebral  disc 
several  weeks  to  several  months  after  the  opera- 
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FIG.  12B 


tion.  There  was  an  absence  of  both  spasm  and 
destruction  of  the  body  of  the  vertebra  adjacent 
to  the  disc,  and  bony  changes  resembled  those 
seen  in  an  aseptic  necrosis.  Late  spontaneous 
intervertebral  fusion  also  occurred  in  this  group, 
but  symptoms  were  relieved  when  fusion  of  the 
postoperative  graft  was  obtained. 


FIG.  I3A 


FIG.  14A 


(Figure  14,  A & B;  Figure  15,  A & B) 
Rarely,  there  may  be  an  associated  causalgia- 
like  state  of  the  foot  on  the  affected  side  in  her- 
niation of  the  nucleus  pulposus.  Although  the 
sciatic  pain  is  relieved  by  removal  of  the  her- 
niated disc  the  causalgia-like  state  of  the  foot 
remains.  However,  this  condition  responds  well 
to  para-sympathetic  procaine  block.  This  para- 
sympathetic block  has  also  been  used  effectively 
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in  patients  complaining  of  sciatic  pain  postopera- 
tively.  In  our  experience  this  type  of  postopera- 
tive sciatic  pain  is  intermittent  in  character  and 
usually  occurs  at  night. 

The  mechanical  causes  which  appear  infre- 
quently, such  as  hemivertebra  and  hemangioma, 
etc.,  have  been  purposely  omitted  from  this  dis- 
cussion as  they  so  rarely  enter  into  the  low 
back  problem. 
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LEGENDS 

Figure  1.  Lateral  roentgram  of  the  lumbar  spine  showing 

spondylolisthesis  of  the  fifth  lumbar  vertebra  with  narrowing  of 
the  intervertebral  disc. 

Figure  2.  Lateral  roentgram  of  the  lumbar  spine  showing 

spondylolysis  of  the  neural  arch  of  the  fifth  lumbar  vertebra  and 
questionable  slipping  of  the  fifth  lumbar  vertebra. 

Figure  3.  Anteroposterior  roentgram  of  the  lumbar  spine  show- 
ing bilateral  sacralization  of  the  fifth  lumbar  vertebra. 

Figure  4.  Lateral  roentgram  of  the  lumbar  spine  with  lines 
added  to  demonstrate  unstable  lumbosacral  angle. 

Figure  5.  Lateral  roentgram  of  the  lumbar  spine  demonstrating 
narrowing  of  the  lumbosacral  interspace. 

Figure  6.  Lateral  roentgram  of  the  lumbar  spine  with  super- 
imposed lines  to  demonstrate  posterior  displacement  of  the  fifth 
lumbar  vertebra  on  the  sacrum  with  narrowing  of  the  lumbo- 
sacral interspace. 

Figure  7.  Lateral  roentgram  of  the  lumbar  spine  demonstrating 
intervertebral  herniation  of  the  nucleus  pulposus. 

Figure  8.  Roentgram  of  the  lumbar  spine  with  pantopaque  in 
situ  demonstrating  the  typical  herniation  of  a nucleus  pulposus 
at  the  fourth  interspace. 

figure  9.  Roentgram  of  the  lumbar  spine  with  pantopaque  in 
situ  demonstrating  amputation  of  the  first  sacral  nerve  root. 

Figure  10.  Roentgram  of  the  lumbar  spine  with  pantopaque  in 
situ  demonstrating  elevation  of  the  first  sacral  nerve  root  on 
the  left  side. 


Figure  11.  Roentgram  of  the  lumbar  spine  with  pantopaque 
in  situ  demonstrating  central  defect  noted  by  thinning  of  the 
oil  column  in  the  midline. 

Figure  12.  A.  Anteroposterior  roentgram  of  the  lumbar  spine 
four  weeks  postoperative  demonstrating  changes  of  the  fourth 
and  fifth  lumbar  interspaces. 

R.  Lateral  roentgram  of  the  lumbar  spine  four  weeks  post- 
operative demonstrating  changes  of  the  fourth  and  fifth  inter- 

spaces. 

Figure  13,  A.  Anteroposterior  roentgram  of  the  lumbar  spine 
six  months  postoperative  showing  spontaneous  fusion  of  the 
fourth  and  fifth  lumbar  interspaces. 

B.  Lateral  roentgram  of  the  lumbar  spine  six  months  post- 
operative showing  spontaneous  fusion  at  the  fourth  and  fifth 

lumbar  interspaces. 

Figure  14,  A.  Anteroposterior  roentgram  of  the  lumbar  spine 
three  months  postoperative  showing  intervertebral  changes  be- 
tween the  third  and  fourth  lumbar  interspaces  evidenced  b> 
narrowing  and  increased  density  of  adjacent  vertebrae. 

B.  Lateral  roentgram  of  the  lumbar  spine  three  months  post- 
operative showing  intervertebral  changes  between  the  third  and 
fourth  lumbar  interspaces  evidenced  by  narrowing  and  increased 
density  of  adjacent  vertebrae. 

Figure  15,  A.  Anteroposterior  roentgram  of  the  lumbar  spine 
demonstrating  spontaneous  fusion. 

B.  Lateral  roentgram  of  the  lumbar  spine  demonstrating  spon- 
taneous fusion. 


GONORRHEA  ACQUIRED  VIA  RECTAL  INTERCOURSE:  A CASE  REPORT 

ROBERT  A.  GREENE,  Ph.D., 

Los  Angeles,  California 

EDWARD  L.  BREAZEALE,  M.S., 

Tucson,  Arizona 


Thomson'  in  reviewing  the  literature  con- 
cerning gonococcal  infections  of  the  anus  and 
rectum,  mentions  that  Horand  (1884)  reported 
eight  cases  of  ano-rectal  gonorrhea  which  were 
caused  by  direct  spread  from  the  genitals;  that 
Tuttle  (1893)  reported  three  cases  where  gono- 
cocci were  demonstrated  microscopically  in  rec- 
tal pus;  and  that  Bumm  (1894)  is  credited  with 
definitely  demonstrating  the  gonococcus  in  puru- 
lent rectal  discharges.  Thomson'  also  cites  the 
statement  of  Griffon  (1897),  “Direct  infections 
of  the  rectum  from  perverted  sexual  intercourse 
is  rather  rare  in  women  but  occurs  more  fre- 
quently in  men.  Thomson'  also  mentions,  how- 
ever, that  “Verchere  (1894)  maintained  that  this 
direct  infection”  (i.e.  of  women)  “was  by  no 
means  rare,  as  he  ascertained  that  few  prosti- 
tutes, if  any,  resisted  such  perverted  sexual  inter- 
course and  he  declared  that  the  habit  was  quite 
common.”  Pelouze2  states:  “Though  largely  a 
disease  of  the  female,  there  occur  among  those 
addicted  to  rectal  coitus  enough  cases  of  gonorr- 
hea of  the  rectum,  particularly  in  detention  insti- 
tutions, to  make  it  a matter  of  importance  even 
in  the  male.  The  disease  is  extremely  rare  in 
individuals  who  follow  normal  sex  outlets  and, 


when  present,  usually  can  be  traced  to  the  intro- 
duction of  a gonococcus-carrying  instrument  or 
finger.” 

Case  History 

The  late  R.  V.  Parlett,  M.D.,  who,  at  that 
time  was  Senior  Physician  with  the  United  Statfes 
Indian  Service,  Tucson,  Arizona,  submitted  a 
slide  prepared  from  the  uretheral  discharge  of  a 
young  Indian  boy,  approximately  15  years  of 
age.  Dr.  Parlett’s  clinical  diagnosis  of  gonorrhea 
was  confirmed  by  the  finding  of  large  numbers 
of  pus  cells  and  characteristic  Gram  negative 
diplococci  which  occurred  both  intra  and  ex- 
tracellularly.  At  the  same  time,  a culture,  ob- 
tained by  the  method  of  Greene  and  Breazeale3 
was  submitted.  After  a preliminary  incubation, 
chocolate  agar-proteose  Peptone  plates  were  in- 
oculated and  incubated  under  lOf  carbon  dioxide. 
When  subjected  to  the  oxidase  test,  many  oxid- 
ase positive  colonies  were  observed.  These  were 
immediately  inoculated  into  carbohydrate  media. 
The  organisms  were  Gram  negative  diplococci 
which  produced  acid  from  dextrose  but  not  from 
maltose,  lactose  or  sucrose.  This  definitely  estab- 
lished a diagnosis  of  gonorrhea  in  the  young 
Indian. 
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When  the  boy  was  questioned,  in  an  attempt 
to  determine  the  source  of  his  infection,  he 
denied  sexual  intercourse  with  any  female;  he 
further  stated  that  he  did  not  like  girls  and  did 
not  associate  with  them.  His  mother  verified 
this  part  of  his  story. 

In  some  manner  not  known  to  the  authors, 
the  matter  eventually  was  referred  to  the  Tribal 
Police.  Investigators  learned  that  approximately 
one  week  before  the  young  Indian  had  reported 
to  Dr.  Parlett,  he  had  been  seen  entering  a clump 
of  bushes  near  an  irrigation  ditch  with  another 
male  Indian  of  a different  tribe.  The  latter  had 
been  suspected  of  being  sexually  perverted. 
Further  investigation  revealed  that  at  least  two 
persons  who  lived  in  the  neighborhood  had  wit- 
nessed a perverted  sexual  act  between  the  two; 
the  young  Indian  boy  had  been  the  active 
party,  the  other  had  been  the  “passive”  party. 
The  latter  was  apprehended,  questioned  by  the 
Tribal  Police  and  then  examined  by  Dr.  Parlett. 

In  the  examination,  it  was  noted  that  the  anal 
sphincter  was  relaxed  and  that  there  was  some 
obliteration  of  the  centrally  radiating  folds, 
which  Peterson,  Haines  and  Webster^  state:  has 
been  interpreted  as  evidence  of  the  passive  prac- 
tice of  the  vice;  but  not  equivocal  evidence.” 
No  particular  pathological  or  inflammatoiy 
changes,  other  than  a slight  discharge,  was  noted. 
(Cantor5  states:  “The  chronic  case  may  seem 
grossly  normal.”) 

Smears  and  cultures  were  obtained  from  die 
anus  and  rectum.  In  smears  stained  by  Grams 
method,  numerous  pus  cells  containing  Gram 
positive  and  Gram  negative  diplococci  were 
seen;  there  were  also  many  extracellular  Gram 
negative  diplococci.  (Pelouze2  has  pointed  out 
that  in  such  cases,  only  organisms  of  typical 
morphology  should  be  considered,  since  extracel- 
lular Gram  negative  diplococci  are  extremely 
common  in  the  rectum.  At  least  ten  percent 
of  the  rectal  smears  show  Gram  positive  in- 
tracellular diplococci  which  cannot  be  differ- 
entiated from  the  gonococcus  morphologically.’  ) 

The  cultures,  prepared  as  in  the  first  case,  and 
mentioned  above,  contained  a large  percentage 
of  oxidase  positive  Gram  negative  diplococci 
which  had  the  characteristic  cultural  reactions 
of  N.  gonorrheae. 

As  further  proof,  agglutination  reactions  were 
performed  by  the  method  of  Greene  and  Biea- 
zeale6.  This  method  is  identical  to  the  method 
for  seralogic  identification  of  the  meningococcus. 


described  in  “Laboratory  Methods  of  the  U.  S. 
Army.”7  Three  wax  pencil  rings  are  made  on  a 
glass  slide:  in  the  first  is  placed  a drop  of  phy- 
siologic saline;  in  the  second,  a drop  of  normal 
horse  serum  and  in  the  third  ring,  a drop  of 
polyvalent  anti-gonococcus  horse  serum.  If  ag- 
glutination occurred  only  in  the  anti-gonococcus 
horse  serum  and  not  in  saline  or  normal  horse 
serum  (it  has  been  stated  that  the  saprophytic 
and  non  pathogenic  strains  of  Neisseria  are 
agglutinated  by  normal  horse  serum)  the  cul- 
tures from  oxidase  positive  colonies  which  had 
fermented  only  dextrose  with  the  production  of 
acid,  were  considered  as  being  N.  gonorrheae. 

It  was  observed  that  when  suspensions  of  these 
two  cultures  (i.e.,  from  the  two  Indians)  were 
used  an  antigens  (previously  each  suspension 
had  been  diluted  to  the  same  density  on  the 
MacFarlane  scale)  against  polyvalent  antigono- 
coccus serum,  the  cultures  gave  almost  identical 
quantitative  agglutination  reactions.  This  sug- 
gested,—but  of  course,  did  not  prove— that  the 
two  cultures  were  of  the  same  type. 

Both  parties  were  brought  before  the  Tribal 
Court  and  when  confronted  by  the  evidence 
which  had  been  accumulated  from  these  various 
sources,  they  admitted  that  they  had  participated 
in  a perverted  sexual  act  and  were  adjudged 
guilty. 

Summary 

A case  of  gonococcal  urethritis  in  a young 
male  Indian  was  proved  clinically,  bacteriologic- 
ally  and  legally  as  being  acquired  via  rectal 
coitus  with  another  male  Indian.  Gram  nega- 
tive diplococci  which  morphologically,  cultur- 
ally and  serologically  were  N.  gonorrhea  were 
recovered  from  the  urethra  of  the  one  and  the 
anus  of  the  other. 

The  use  of  a rapid  serologic  method  for  the 
identification  of  gonococci,  from  oxidase  posi- 
tive colonies,  is  mentioned. 
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MR.  EWING'S  STATURE 

The  educational  advertising  campaign  spon- 
sored by  the  American  Medical  Association  was 
conducted  during  the  month  of  October.  The 
advertisements  appeared  in  11,000  daily  and 
weekly  newspapers.  Spot  announcements  were 
heard  over  1000  radio  stations.  They  were  at- 
tractive, and  instructive,  and  contained  numerous 
well  worded,  and  well  planned  phrases.  There 
were  no  personal  references.  Such  words  as 
freedom,  the  voluntary  way,  the  American  way, 
democracy,  were  much  in  evidence.  In  fact  it 
sounded  very  much  like  President  Truman’s 
Speech  delivered  on  American  Foreign  Policy 
on  his  return  from  meeting  General  McArthur 
on  Wake  Island.  Yet  a little  man  in  Washington 
in  the  person  of  Mr.  Oscar  Ewing,  the  Nation’s 
number  I advocate  of  government  compulsory 
health  insurance,  called  it  stupid  and  dangerous. 
The  program  was  well  advertised  in  advance. 
The  A.  M.  A.  announced  that  it  would  spend 
$1,200,000.  Every  member  of  the  House  and 
Senate  in  Washington  were  sent  the  complete 
program  in  advance,  showing  the  exact  amount 
the  doctors  of  America  would  expend  and  in 


what  media.  But  Mr.  Ewing  issued  a news  re- 
lease that  the  doctors  were  embarking  on  a $20,- 
000,000  smear  campaign  against  the  President’s 
health  program.  At  the  same  time  the  Hon.  John 
D.  Dingall,  of  Michigan,  member  of  the  House 
of  Representatives,  and  well  known  co-author  of 
the  ill-famed  Wagner-Murray-Dingall  Bill,  rush- 
ed to  spread  the  news  on  the  Congressional  Re- 
cord of  the  $20,000,000  smear  campaign.  It  is  to 
be  deplored  that  the  men  we  select  for  our  pub- 
lic servants  should  resort  to  such  flagrant  dis- 
regard of  the  truth.  It  is  interesting  to  review 
Mr.  Ewing’s  life  to  date.  No  one  could  call  him 
a dangerous  man.  We  find  that  he  graduated 
from  Harvard  Law  School.  That  he  was  a big 
corporation  lawyer  in  New  York  City  until  a few 
years  back  he  suddenly  found  his  way  into 
politics.  He  has  not  been  aligned  with  any  sub- 
versive organizations  of  the  country.  No  one  has 
called  him  a communist.  However,  the  medical 
profession  know  that  the  Federal  Security  Ad- 
ministration, which  he  heads,  harbors  a number 
of  well  known  fellow  travelers.  But  as  soon  as 
he  landed  in  Washington  he  began  having  de- 
lusions. He  decided  that  the  healthiest  nation 
on  the  face  of  the  globe  needed  compulsory 
health  insurance.  Of  course  this  idea  was  sold 
to  him  by  some  of  his  subordinates  in  the  Secur- 
ity Administration.  Now  he  has  become  a one- 
man’s-band  trying  to  convince  the  people  that 
they  cannot  afford  adequate  medical  care.  That 
is  the  main  theme  of  his  assertions.  He  very 
naively  announced  in  a recent  radio  broadcast 
how  simple  the  whole  plan  would  be  in  just 
these  words.  Quote  “Everyone  would  pay  a 
percentage  of  their  wages  or  income  into  the 
government  and  then  when  anyone  became  ill 
he  could  select  any  doctor  he  wished  and  the 
government  would  pay  the  bill.”  Unquote.  Then 
he  envisaged  himself  as  a member  of  the  Presi- 
dent s Cabinet,  in  a newly  created  cabinet  post 
as  head  of  their  enormous  project  as  sole  dictator 
of  the  Nation’s  health.  But  Congress  has  repudi- 
ated him  twice  in  this  plan.  If  Mr.  Ewing  were 
asked  how  much  of  the  tax  payer’s  money  the 
Federal  Security  Administration  has  spent  try- 
ing to  sell  the  American  Public  on  his  compul- 
sory insurance  plan  it  is  very  evident  that  if  the 
total  amount  could  be  computed  he  would  divide 
it  by  twenty.  And  his  news  release  of  the 
$20,000,000  smear  campaign  is  about  as  accurate 
as  the  figures  and  statistics  he  is  using  to  sell 
his  insurance  plan.  It  seems  that  we  have 
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reached  that  particular  stage  of  the  campaign 
when  Mr.  Ewing  and  Mr.  Dingall  and  the  other 
advocates  of  compulsory  health  insurance  have 
become  quite  jittery.  In  fact  not  many  appear 
to  be  willing  to  announce  publicly  that  they 
favor  such  legislation.  This  is  a very  comfort- 
ing position  for  Whitaker  and  Baxter  who  have 
been  waging  their  devastating  campaign  in  be- 
half of  the  American  Medical  Association.  In 
his  recent  campaign  for  re-election  to  the  U.  S. 
Senate  from  our  State,  Carl  Hayden  quietly  in- 
formed several  of  our  profession  that  from  the 
way  he  sees  things,  any  bill  for  compulsory 
health  insurance  would  never  reach  the  floor  of 
the  Senate.  This  is  very  encouraging  informa- 
tion. And  Mr.  Hayden  speaks  with  some  knowl- 
edge as  he  has  been  a member  of  the  U.  S. 
Senate  for  twenty-four  years.  This  does  not 
mean,  however,  that  we  can  relax  for  one  minute 
in  the  program  which  we  have  outlined  for  the 
education  of  the  public  in  this  Nation.  Primarily 
it  is  not  a program  to  defeat  the  socialistic  plan- 
ners, but  instead  a program  to  sell  the  American 
public  on  the  necessity  of  Health  Insurance. 
Furthermore,  that  the  Blue  Cross  and  Blue 
Shield  are  voluntary  plans  which  return  to  them 
what  they  pay  for,  and  that  voluntary  plans  are 
their  only  hope  of  having  the  free  choice  of 
physicians,  and  the  kind  of  medical  care  which 
is  rendered  under  free  enterprise,  and  is  the 
envy  of  every  other  nation  in  the  world. 

In  spite  of  Mr.  Ewing’s  vituperative  utter- 
ances against  the  doctors  of  the  country,  it  is 
not  an  odd  observation  that  they  resent  him 
personally.  But  on  the  contrary  they  entertain 
some  hope  for  him  and  others  of  his  type  who 
suffer  from  such  simple  mindedness  and  common 
delusions.  In  fact,  one  branch  of  the  profession 
specializes  in  such  disorders. 


Letter  to  the  Editor 

Dear  Sir: 

In  the  August,  1950,  number  of  “Arizona 
Medicine”  you  printed  an  “Introduction  to  Dian- 
etics”  by  Dr.  Lloyd  F.  Smith. 

Dr.  Smith  ably  summarizes  the  theories,  prac- 
tices, and  boasts  of  the  dianetic  “movement”.  By 
implication  he  briefly  mentions  its  dangers:  “At 
least  Hubbard  is  no  piker.  He  has  stuck  his 
neck  out,  way,  way  out.  ‘With  the  techniques 
presented  in  this  hand  book  ....  (an)  intelli- 
gent layman  can  successfully  and  invariably  treat 


all  psycho-somatic  ills  and  inorganic  aberrations. 
By  ‘inorganic  aberration’  he  seems  to  mean  all 
neuroses  and  all  psychoses.” 

Unfortunately,  it  appears  necessary  at  this 
time  to  make  this  warning  emphatically  stronger. 
Dianetics  is  taking  the  country  by  storm;  the 
dianetic  bible  remains  on  the  best-seller  list  and 
dianetic  clubs  are  springing  up  like  weeds  in 
the  smallest  towns.  The  “movement”  has  found 
followers  even  in  professional  circles. 

It  is  no  wonder  that  cases  begin  to  accumu- 
late where  definite  and  perhaps  even  irreversible 
harm  has  been  done  to  patients  with  this  type 
of  hocus-pocus.  I have  seen  one  patient  where 
a pernicious  schizophrenic  reaction  was  precipi- 
tated by  exposure  to  a dianetic  reverie.  The 
untrained  “auditor”  is  not  in  a position  to  judge 
which  unconscious  “engrams”  to  “clear”  and 
which  engrams  to  leave  alone.  In  other  words, 
the  conservatism  and  hesitancy  which  accom- 
panies all  good  psychotherapy  is  utterly  and 
completely  lacking. 

In  many  ways  I am  reminded  of  criminal 
abortions  performed  without  indication  by  an 
ill-trained  person.  The  fact  that  there  occasion- 
ally might  happen  to  exist  a medical  indication 
and  that  occasionally  the  procedure  is  performed 
without  permanent  injury  to  the  patient  does 
in  no  way  justify  our  open  or  tacit  approval. 

Like  Mesmerism  and  other  fads,  dianetics  is 
likely  to  boast  of  certain  successes.  In  spite  of 
the  fact  that  a few  of  the  dianetic  theories  are 
founded  on  sound  psychotherapeutic  principles, 
the  “movement”  must  be  considered  as  unscien- 
tific and  dangerous. 

Respectfully  yours, 

OTTO  L.  BENDHEIM,  M.D. 

Phoenix 
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PHOENIX  CLINICAL  CLUB 
MASSACHUSETTS  GENERAL 
HOSPITAL  CASE  30251 


The  Case  History  in  this  discussion  is  selected 
from  the  Case  Records  of  the  Massachusetts  Gen- 
eral Hospital,  and  reprinted  from  the  New  England 
Journal  of  Medicine.  The  discussant  under  Differ- 
ential Diagnosis  is  a member  of  the  staff  of  the 
Massachusetts  General  Hospital.  The  other  dis- 
cussants are  members  of  the  Phoenix  Clinical  Club. 


A fifty-six-year-old  toolroom  clerk  was  ad- 
mitted to  the  hospital  complaining  of  increas- 
ing weakness. 

The  patient  had  been  well  until  a year  prior 
to  admission,  at  which  time  he  noted  general- 
ized weakness  becoming  progressively  more  pro- 
nounced. This  was  accompanied  by  gradual 
weight  loss,  amounting  to  25  pounds.  Six  months 
before  entry  he  had  severe  diarrhea,  lasting  about 
two  weeks  and  associated  on  one  ocassion  with 
nausea  and  vomiting.  This  was  followed  by  a 
rise  in  temperature  (105.2°F. ) and  a diffuse 
cherrv-red  erythema  over  the  upper  portion  of 
the  body.  This  episode  lasted  for  about  three 
days,  the  temperature  gradually  reaching  nor- 
mal. Following  it,  weakness  was  more  pro- 
nounced, and  weight  loss  more  rapid. 

Because  of  these  symptoms  he  attended  a local 
outpatient  department,  where  he  was  found  to 
have  anemia  (2,500,000  red  cells,  with  7 per 
cent  reticulocytes).  The  spleen,  but  not  the 
liver,  was  palpable.  The  urine  showed  a 4 plus 
test  for  albumin,  with  rare  hyaline  casts.  The 
stomach  content  contained  no  free  hydrochloric 
acid,  and  was  positive  for  occult  blood  and  lac- 
tic acid.  Treatment  with  Feosol,  yeast  and  dilute 
hydrochloric  acid  resulted  in  little  improvement 
and  three  months  later  he  was  finally  admitted 
to  a local  hospital,  where  he  remained  for  five 
weeks.  At  that  time  the  liver  was  palpable  five 
fingerbreadths  below  the  costal  margin;  the 
spleen  was  still  palpable.  The  red-cell  count 
was  2,750,000,  with  10.5  gm.  of  hemoglobin;  the 
mean  corpuscular  volume  was  109  cubic  microns, 
the  mean  corpuscular  hemoglobin  38  millimi- 
crograms,  and  the  reticulocyte  count  0.4  to  2 per 
cent.  The  bleeding,  clotting  and  prothrombin 
times  were  normal.  The  icteric  index  was  with- 
in normal  range.  The  serum  protein  was  8.7 
gm.  per  100  c.c.,  with  an  albumin-globulin  ratio 
of  2.  The  serum  phosphatase  was  13  Bodansky 


units  per  100  c.c.  X-ray  studies  of  the  chest,  gas- 
trointestinal tract,  long  bones  and  pelvis  were 
negative.  A sternal  marrow  biopsy  revealed  no 
characteristic  cellular  picture,  but  suggested 
pernicious  anemia.  A liver  biopsy  revealed  al- 
most complete  replacement  of  normal  tissue  cells 
by  dense  fibrous  tissue  in  which  there  was  bile- 
duct  proliferation.  The  liver  on  peritoneoscopy 
appeared  grossly  enlarged  and  roughly  granu- 
lar. 

Following  discharge,  the  patient  was  treated 
with  yeast  and  liver  by  mouth  and  parenterally 
with  no  response,  and  he  was  finally  admitted 
to  this  hospital  two  months  later. 

Physical  examination  revealed  a pale  man, 
showing  evidence  of  recent  weight  loss.  A spider 
angioma  was  present  on  the  neck.  An  area  of 
diminished  resonance  and  inconstant  inspiratory 
rales  was  present  at  the  right  base.  The  heart 
revealed  a soft  systolic  murmur,  not  transmitted, 
over  the  pulmonic  area.  The  liver  edge  extend- 
ed from  the  right  iliac  crest  to  the  costal  mar- 
gin in  the  left  midclavicular  line  and  felt  some- 
what nodular.  The  lower  pole  of  the  spleen  was 
palpable.  The  prostate  was  slightly  enlarged. 
There  was  questionable  pitting  edema  of  the 
ankles. 

The  blood  pressure  was  100  systolic,  60  dia- 
stolic. The  temperature  was  99.2°F.,  the  pulse 
80,  and  the  respirations  20. 

Examination  of  the  blood  revealed  a red-cell 
count  of  2,570,000,  with  8.5  gm.  of  hemoglobin. 
The  white-cell  count  was  5700,  with  49  per  cent 
neutrophils,  30  per  cent  lymphocytes,  20  per 
cent  monocytes  and  1 per  cent  eosinophils.  There 
were  a few  macrocytic  red  cells.  The  urine 
revealed  a 4 plus  test  for  albumin,  and  occa- 
sional red  cells,  white  cells  and  granular  casts. 
A bromsulfalein  test  showed  30  per  cent  dye 
retention.  The  van  den  Bergh  was  within  nor- 
mal limits.  The  protein  ranged  from  6.2  to  7.0 
gm.  per  100  c.c.,  with  an  albumin-globulin  ratio 
of  2.1  to  2.5.  The  blood  cholesterol  was  122 
mg.  per  100  c.c.,  the  calcium  10.7  mg.,  and  the 
phosphorus  4.8  mg.  The  alkaline  phosphatase 
was  4.8  units,  and  the  acid  phosphatase  1.8  units 
per  100  c.c.  A Congo  red  test  was  negative  for 
amyloid.  The  prothrombin  time  was  22  seconds 
normal,  16  seconds.  A blood  Hinton  test  was 
negative. 
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A roentgenographic  examination  of  the  chest, 
a gastrointestinal  series  and  a barium  enema  re- 
vealed no  abnormalities,  except  an  enlarged  liver 
and  spleen. 

On  the  sixteenth  hospital  day  a peritoneoscopy 
revealed  an  enlarged  liver,  exactly  as  palpated 
with  a tongue  of  liver  tissue  extending  down 
below  the  umbilicus  in  the  right  lower  quadrant 
and  flank.  The  surface  was  mottled,  reddish- 
yellow  and  questionably  granular;  there  was  a 
fairly  sharp  edge.  There  was  no  evidence  of 
neoplastic  implants.  The  spleen  was  about  twice 
its  normal  size,  smooth  and  dark  brown.  There 
was  no  ascites.  The  liver  was  biopsied. 

DR.  O.  O.  WILLIAMS: 

This  patient  presents  such  a complicated  sym- 
ptomatology that  it  would  seem  almost  impos- 
sible to  correctly  evaluate  into  a differential  diag- 
nosis. Rather  than  offer  a definite  diagnosis,  I 
am  going  to  try  to  offer  a pathological  process 
which  might  account  for  most  of  the  symptoms 
physical  and  laboratory  findings. 

The  onset  of  generalized  weakness  of  a prog- 
ressive nature  and  the  gradual  loss  of  weight  is 
indicative  of  a profound  metabolic  disturbance. 
The  diarrhea  lasting  two  weeks  and  associated 
with  nausea  and  vomiting  and  a diffuse  cherry- 
red  erythema  about  six  months  before  entrance 
would  seem  to  be  an  acute  episode  not  directly 
connected  with  the  patient’s  present  illness  other 
than  to  aggrevate  the  weakness  and  loss  of 
weight. 

In  the  local  outpatient  department,  a profound 
anemia  was  found.  This  anemia,  from  labora- 
tory findings  was  macrocytic  and  probably  hy- 
perchromatic  in  type.  The  findings  of  an  en- 
larged spleen  and  absence  of  free  HC1  in  stom- 
ach contents  further  supports  the  impression  of 
P.A.  However,  I have  never  seen  7%  reticulocy- 
tes in  an  untreated  P.A.  unless  patient  was  be- 
ginning remission.  The  progressing  symptoms 
with  beginning  enlargement  of  liver  and  lack  of 
sustained  response  to  liver  therapy  indicated 
that  a remission  of  a P.A.  was  not  the  cause 
of  the  reticulocystosis.  During  his  stay  in  the 
hospital  the  serum  proteins  were  at  the  upper 
limits  of  normal  and  the  A/G  ratio  was  normal. 
The  serum  phosphatase  was  increased  suggest- 
ing some  bile  duct  blockage.  At  this  time  a 
bone  marrow  biopsy,  if  reported  correctly,  indi- 
cated a bile  duct  metastasis  to  bone  marrow. 


In  view  of  two  later  findings,  I would  have  to 
discard  this  diagnosis  of  the  biopsy  as  a mistake 
of  the  pathologist,  the  person  who  summarized 
the  case  or  the  typist.  There  are  very  few  can- 
cers which  reveal  their  origin  in  their  metastasis. 
These  are  mis-hepatomas,  melanomas,  epider- 
moid carcinoma,  thyroid  cancers  of  functional 
character  etc.  The  first  can  be  ruled  out  as  I 
have  never  seen  a hepatoma  metastasize  to  bone 
marrow  before  manifesting  itself  in  the  lungs, 
and  some  months  later  x-rays  of  the  chest  was 
found  to  be  normal.  However,  Hepatoma  would 
account  for  all  symptoms  including  macrocytic 
anemia  and  the  liver  biopsy  might  support  this 
diagnosis  as  would  also  the  rapid  enlargement 
of  the  liver  and  this  would  be  a logical  diagnosis 
were  it  not  for  the  negative  chest  x-ray.  The 
liver  biopsy  suggested  a cirrhosis  of  the  liver, 
being  finely  granular  but  this  rapid  and  massive 
enlargement  would  not  have  taken  place  unless 
accompanied  by  a malignant  primary  liver  can- 
cer. 

The  negative  clinical  and  x-ray  findings  do  not 
indicate  a primary  carcinoma  elsewhere  in  the 
viscera.  The  positive  renal  findings  might  sug- 
gest a hypermephroma  and  these  may  metasta- 
size to  bone  marrow  before  manifesting  them- 
selves in  the  lungs.  However,  the  kidney  find- 
ings cannot  be  definitely  considered  indicative 
of  primary  renal  cancer  but  are  more  suggestive 
of  chronic  nephritis.  The  enlarged  prostate 
would  seem  to  be  more  suggestive  of  benign 
hypertrophy  than  cancer.  With  the  findings  one 
cannot  identify  a visceral  cancer. 

The  pathological  process  which  might  result 
in  all  this  patients  symptoms  is  a marked  dis- 
turbance of  the  reticulo-endothelial  system  of  the 
bone  marrow,  liver,  spleen  and  perhaps  lymph 
nodes  of  the  mesenteric  or  retroperitoneal  region. 
This  may  be  neoplastic  or  non-neoplastic.  The 
latter  suggests  amyloidosis,  non-lipoid  histiocy- 
tosis, Christians  disease,  Gaucher’s  disease  and 
many  others  as  T.B.,  syphilis  etc.  None  of  these 
fit  the  diagnosis.  Because  of  the  rapid  liver  en- 
largement, loss  of  weight,  increase  weakness  and 
profound  weakness  this  would  seem  to  be  neo- 
plastic or  cancerous  in  character.  One  considera- 
tion has  to  be  made.  Replacement  of  bone  mar- 
row either  benign  or  malignant  may  result  in 
agnogenic  myeloid  metaplasia  associated  with 
anemia  and  rapid  enlargement  of  liver  and 
spleen.  This  occurs  in  marble  bone,  myeloid 
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fibrosis,  or  cancerous  replacement  of  bone  mar- 
row. This  is  however,  usually  associated  with 
immature  cells  in  the  peripheral  blood  and  no 
mention  is  made  of  such  abnormality.  It  is  quite 
possible  that  diffuse  cancerous  involvement  of 
bone  marrow  associated  with  agnogenic  myeloid 
metaplasia  may  be  the  diagnosis  in  this  case. 
This  condition  is  sometimes  called  leucoerythro- 
blastic  anemia  or  non-leukemic  myelosis.  As  has 
already  been  stated  it  may  be  due  to  diffuse 
carcinomatosis  but  one  of  the  frequent  causes 
is  plasma  cell  myeloma  or  plasma  cell  leukemia. 
Diffuse  plasma  cell  myelosis  or  myeloma  may 
cause  replacement  of  bone  marrow  without  x-ray 
findings  of  rarefactions.  It  might  result  in  liver 
and  spleenic  enlargement,  also  on  the  basis  of 
ameloid  replacement.  All  the  findings  in  this 
case  could  be  accounted  for  on  the  basis  of  mye- 
loma. However,  there  are  insufficient  findings 
to  make  a positive  diagnosis  of  myeloma,  lack  of 
x-iay  manifestations,  no  evidence  of  Bence  Jones 
protein,  no  increase  in  serum  proteins  and  a nor- 
mal A/G  ration.  Consequently,  I do  not  believe 
I can  seriously  entertain  this  diagnosis  although 
it  appears  to  be  somewhat  attractive. 

Somewhat  related  to  the  above  is  the  neo- 
plastic reticulo-endothelial  growths  such  as  reti- 
culum-cell  sarcoma,  Hodgkin’s  disease,  Aleuke- 
mic myelosis  or  lymphoblastoma.  Anyone  of 
these  conditions  could  account  for  all  the  mani- 
festations in  this  case.  There  is  however,  noth- 
ing in  the  protocol  to  indicate  which  one  it 
might  be.  Because  of  the  rapid  progress  of 
the  disease,  I would  be  inclined  to  reticulum 
cell  sarcoma  (Hodgkin’s  Sarcoma). 

While  no  one  can  be  definite  about  the  case, 

I would  like  to  summarize  it  as  follows:  We 

have  a patient  with  a profound  reticulo-endothe- 
lial disturbance,  apparently  of  a neoplastic  char- 
acter, associated  with  replacement  of  normal 
bone  marrow  and  enlargement  of  liver  and 
spleen.  The  type  of  bone  marrow  replacement 
would  be  cancerous  in  type,  with  no  specific 
neoplasm  being  named.  It  could  be  carcinoma 
or  sarcoma  of  the  body  elsewhere  which  has 
metastasized  diffusely  to  bone  marrow  but  is 
more  likely  a generalized  neoplasm  involving  all 
the  reticulo-endothelium  including  a myelosis 
of  the  bone  marrow.  Under  the  latter  would  be 
any  of  the  lymphomas  such  as  aleukemic  lym- 
phoid or  myeloid  leukemia,  lymphoblastoma, 
Hodgkin’s  disease,  reticulum  cell  sarcoma  or 


plasma  cell  leukemia  or  myeloma.  Reticulum 
cell  sarcoma  is  the  more  likely.  My  opinion 
therefore  is: 

1.  Primary  cancerous  conditions  of  reticulo- 
endothelial system,  most  likely  reticulum- 
cell sarcoma. 

2.  Metastatic  cancer  to  bone  marrow  and  liver. 

3-  Primary  myeloma  of  bone  marrow  asso- 
ciated with  agnogenic  myeloid  metaplasia. 

DIFFERENTIAL  DIAGNOSIS 

Dr.  Chester  S.  Keefer:  The  patient  was  fifty- 
six  \ ears  of  age  and  had  been  ill  for  over  a year 
with  constitutional  symptoms  and  loss  of  weight, 
increasing  fatigability  and  weakness.  In  the 
past  there  had  been  one  episode  of  diarrhea  of 
two  weeks  duration,  during  which  time  he  de- 
veloped a temperature  of  105° F.,  and  a diffuse 
cherry-red  erythema  over  the  upper  part  of  the 
body.  I am  unable  to  explain  that  episode.  It 
has  occurred  to  me  that  perhaps  this  man 
had  received  some  sulfonamide  from  one  of  his 
physicians  for  the  treatment  of  diarrhea  and 
developed  the  fever  and  skin  eruption  as  a re- 
sult. It  is  not  stated,  however,  in  this  record 
whether  that  was  known.  There  are  few  patients 
who  have  diarrhea  of  more  than  two  or  three 
days  duration  who  do  not  receive  one  of  the 
sulfonamides;  some  of  them  develop  fever  and  a 
skin  eruption  if  the  drug  is  continued  for  a 
period  of  seven  days  or  longer. 

One  might,  for  the  sake  of  mental  exercise,  in- 
dulge in  some  speculations  concerning  what 
other  disorders  cause  diarrhea  and  skin  erup- 
tions. We  know  that  certain  strains  of  hemolytic 
Staphylococcus  aureus  are  capable  of  liberating 
exotoxin  as  well  as  endotoxin  and  occasionally 
these  patients  show  a typical  scarlatiniform  erup- 
tion associated  with  infection.  These  infections 
are  of  short  duration,  the  skin  lesions  are  ex- 
foliative in  character,  and  the  gastronintestinal 
symptoms  appear  within  a short  period  after  the 
ingestion  of  food.  The  common  foods  that  are 
contaminated  by  the  staphylococcus,  of  course, 
are  custard  pies  and  the  filling  of  cream  puffs.  If 
the  organisms  grow  freely,  they  liberate  an  exo- 
toxin and  some  strains  liberate  an  erythrogenic 
toxin,  which  is  exceptionally  difficult  to  distin- 
guish from  the  streptococcal  erythrogenic  toxin. 
Antiscarlatinal  antiserum  will,  on  occasion, 
blanch  the  rash  of  staphylococcal  infection. 

When  this  patient  was  admitted  to  the  first 
outpatient  department  he  had  an  anemia  with 


Vol.  7,  No.  11 


Arizona  Medicine 


Constipation 
in  the  Postsurgical 
or  Bedridden  Patient 


The  combined  effects  of  enforced  inactivity,  poor  appetite  and 
dietary  restrictions  frequently  result  in  bowel  sluggishness. 

By  adding  bland  "smoothage”  and  assuring  a normal  fecal 
consistency  and  volume,  Metamucil  gently  initiates  reflex  peri- 
stalsis and  encourages  a return  of  normal  bowel  function. 

METAMUCIL  is  the  highly  refined  mucilloid  of 

Plantago  ovata  (50%),  a seed  of  the  psyllium  group,  combined 
with  dextrose  (50%)  as  a dispersing  agent.  G.  D.  Searle  & Co., 
Chicago  80,  Illinois. 


RESEARCH  IN  THE  SERVICE  OF  MEDICINE 


SEARLE 


56 


Arizona  Medicine 


November,  1950 


enlargement  of  the  spleen  and  albuminuria.  This 
anemia  apparently  did  not  respond  to  any  form 
of  treatment  that  was  prescribed— iron,  yeast  and 
dilute  hydrochloric  acid.  One  might  expect  that 
the  anemia  would  be  refractory  to  liver  but  not 
to  the  iron  or  the  yeast.  On  admission  to  that 
hospital  the  anemia  was  still  present  and  was 
hyperchromic.  The  sternal  marrow  biopsy  show- 
ed nothing  definite  but  was  suggestive  of  perni- 
cious anemia.  The  liver  biopsy  showed  dense 
fibrous  tissue,  with  bile-duct  proliferation.  That 
is  the  picture  that  one  might  see  in  extensive 
cirrhosis  of  the  liver.  With  fibrosis,  the  bile 
ducts  make  a frantic  effort  to  proliferate  and  to 
join  up  with  the  new  nodules  in  an  attempt  to 
excrete  bile  from  these  cells.  I think  that  we 
cannot  accept  that  conclusively,  however,  in 
light  of  the  fact  that  the  liver  increased  in  size 
rather  than  decreased.  In  any  event  it  seems 
clear  that  this  anemia  was  refractory  and  did  not 
respond  to  liver,  and  that  it  was  not  an  ordinary 
pernicious  anemia. 

The  physical  examination  on  the  last  admis- 
sion says  that  a spider  angioma  was  noted  over 
the  neck.  When  one  finds  spider  angiomas  it 
is  usually  suggestive  that  the  patient  has  liver 
disease.  These  spider  angiomas  attracted  at- 
tention in  the  medical  literature  over  twenty-five 
years  ago.  If  you  read  about  the  old  descrip- 
tions of  cirrhosis  of  the  liver  they  are  freely  dis- 
cussed. Then,  for  a long  time  no  one  paid  any 
attention  to  them,  but  in  the  last  few  years  a 
great  deal  of  interest  has  again  been  shown. 
They  are  dilated  arterioles,  and  when  examined 
carefully,  they  tend  to  occur  only  on  the  upper 
half  of  the  body  and,  for  some  curious  reason, 
over  the  area  drained  by  the  superior  vena  cava. 
It  has  been  suggested  that  the  disturbances  in 
the  estrogenic  hormones  that  take  place  in  liver 
disease  may  be  responsible  for  these  angiomas. 
In  any  event  it  was  noted  here  that  there  was  a 
spider  angioma  on  the  neck,  suggesting  that  the 
man  had  liver  disease. 

Then,  once  again,  there  were  enlargement  of 
the  liver  and  spleen,  anemia  that  did  not  respond 
and  albuminuria.  Someone  expressed  the  opin- 
ion that  this  man  may  have  had  amyloid  disease 
because  of  the  albuminuria,  the  big  liver  and 
the  enlarged  spleen.  This  was  a good  sugges- 
tion, but  the  Congo  red  test  was  negative.  A 
bromsulfalein  test  showed  that  he  retained  at 


least  30  per  cent  of  the  dye,  indicating  that  he 
had  a disturbance  of  hepatic  function. 

The  x-ray  studies  were  negative  except  that 
they  showed  an  enlarged  liver.  Finally,  there 
was  another  peritoneoscopy,  and  they  found 
that  the  liver  was  still  large;  a biopsy  was  taken, 
and  Dr.  Castleman  will  shortly  tell  you  the  diag- 
nosis. 

The  question  that  rises  in  this  patient,  of 
course,  is.  Was  this  simply  a case  of  cirrhosis 
of  the  liver,  or  was  there  some  process  super- 
imposed on  the  cirrhosis?  If  one  assumes  that 
it  was  just  cirrhosis,  it  is  difficult  to  explain  why 
the  liver  was  enlarged.  One  must  believe  the 
record,  which  states  that  the  liver  increased  in 
size  from  the  first  admission  until  the  time  of 
the  biopsy  that  disclosed  the  answer.  Patients 
who  have  an  enlarging  liver  usually  have  some 
infiltrating  process  in  that  organ.  The  one  type 
of  liver  disease  that  is  associated  with  fibrosis, 
and  even  with  cirrhosis,  and  a very  large  liver 
is  the  fatty  liver.  They  may  reach  enormous 
proportions,  weighing  4000  to  5500  gm.  The 
story  in  these  cases  is  usually  characteristic.  The 
patient  is  either  a heavy  gin  or  whisky  drinker, 
consuming  anywhere  from  a pint  to  a quart  a 
day  over  many  years.  There  is  no  evidence  that 
this  was  an  enlarged  fatty  liver. 

The  first  examination,  with  the  tender  spleen 
and  hyperchromic  anemia,  certainly  suggests 
that  he  might  have  had  pernicious  anemia,  but 
that  was  not  borne  out  by  the  therapeutic  test 
and  did  not  seem  to  be  borne  out  by  the  gradual 
enlargement  of  the  liver.  One  may  encounter 
a refractory  form  of  macrocytic  anemia  in  pa- 
tients with  cirrhosis  of  the  liver  or  some  disorder 
of  the  bone  marrow,  such  as  a lymphoma.  That 
naturally  raises  the  question  whether  this  patient 
might  have  had  a lymphoma  with  a big  liver,  a 
big  spleen  and  an  anemia  that  was  macrocytic  in 
type.  From  the  original  biopsy,  however,  there 
is  no  evidence  that  there  was  lymphocytic  infil- 
tration of  the  liver.  The  bone  marrow  showed 
no  changes  consistent  with  the  diagnosis  of  lym- 
phoma. So  we  have  no  basis  in  this  record 
for  making  such  a diagnosis. 

It  seems  to  me  that  the  likeliest  explanation 
for  this  case  is  that  the  patient  had  a cirrhosis 
of  the  liver  on  which  was  superimposed  a car- 
cinoma, but  when  one  makes  that  diagnosis  one 
is  always  treading  on  dangerous  ground.  There 
are  two  forms  of  primary  liver-cell  cancer.  One 
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is  a hepatoma,  in  which  there  is  an  initial  lesion 
that  expands  and  usually  metastasizes  by  way  of 
the  veins,  so  that  there  is  one  large  lesion  with 
multiple  small  or  varying  sized  nodules  in  the 
liver,  with  few  metastases  elsewhere.  The  other 
type  of  liver-cell  carcinoma  usually  arises  from 
the  small  bile  ducts.  There  is  some  evidence  in 
this  case  that  diffuse  fibrosis  of  the  liver  was 
present  with  bile  duct  proliferation.  That  is 
somewhat  suggestive  that  this  proliferation  of  the 
bile  ducts  was  not  just  the  type  that  one  sees 
associated  with  cirrhosis  of  the  liver  with  dis- 
organization of  the  tissue.  The  one  point  that 
I cannot  explain  on  the  basis  of  uncomplicated 
cirrhosis  of  the  liver  is  the  fact  that  the  liver 
was  so  large.  We  know  that  it  was  fibrous  and 
that  the  liver  increased  in  size.  These  are  the 
points  that  lead  me  to  suspect  that  this  man 
had  cirrhosis  of  the  liver  with  a superimposed 
carcinoma  of  the  bile-duct  type.  That  is  the  best 
diagnosis  that  I can  offer;  perhaps,  in  addition, 
the  patient  had  some  degree  of  nephrosclerosis. 

Dr.  Benjamin  Castleman:  The  field  is  still 
wide  open. 

A Physician:  The  patient  had  diarrhea  for  two 
weeks,  high  fever  and  a large  spleen.  The  liver 
increased  in  size  so  rapidly,  without  pain  or 
jaundice,  that  one  might  suspect  that  he  had 
either  amebiasis  or  some  other  infection  that  was 
causing  an  abscess  there 

Dr.  Chester  M.  Jones:  It  seems  to  me  that 

with  an  amebic  abscess,  the  patient  would  have 
been  running  a septic  temperature. 

Dr.  Castleman:  The  chart  was  flat. 

Dr.  Wyman  Richardson:  How  about  the  right 
half  of  the  diaphragm? 

Dr.  Laurence  L.  Robbins:  It  is  normal.  About 
all  that  these  x-ray  films  do  is  to  confirm  that 
findings  of  physical  examination— an  enlarged 
liver,  which  extends  down  over  the  iliac  crest, 
and  a large  spleen,  which  is  visible  below  the 
costal  margin.  The  only  thing  that  I can  add 
is  that  there  are  definitely  no  varices  of  the  eso- 
phagus. The  diaphragm  is  perfectly  smooth  in 
outline  and  shows  nothing  to  suggest  lobulation. 

Dr.  Richardson:  The  bone  marrow  was  nor- 
mal? 

Dr.  Castleman:  That  examination  was  done 

at  another  hospital.  We  have  only  the  report. 

Dr.  Jones  saw  this  patient  and  said:  “I  am 

not  convinced  that  cirrhosis  is  the  answer,  al- 
though it  may  be.  The  lack  of  fever,  varices 
and  ascites  and  the  presence  of  a big  liver  make 


me  question  the  diagnosis  of  cirrhosis  of  the 
liver.”  Have  you  any  further  comment,  Dr. 
Jones? 

Dr.  Jones:  No,  except  I think  that  the  first 
biopsy  report  of  fibrosis  and  apparent  bile-duct 
proliferation  does  not  prove  that  that  was  the 
picture  throughout  the  liver.  I do  not  believe 
that  it  was. 

Dr.  Castleman:  Unless  a man  is  expert  at  tak- 

ing a biopsy  through  a peritonescope,  he  may 
take  a bit  of  the  capsule  of  the  liver,  with  little 
underlying  tissue,  so  that  the  specimen  is  not  a 
true  sample  of  the  liver. 

Dr.  Jones:  The  specimen  may  be  a thickened 
capsule  with  a few  bile  ducts,  and  thus  does  not 
give  an  accurate  picture.  I do  not  believe  that 
this  biopsy  makes  or  breaks  the  diagnosis.  If 
it  were  pure  cirrhosis,  it  would  tend  to  be  a 
fatty  liver,  as  Dr.  Keefer  has  pointed  out,  or 
biliary  cirrhosis.  The  description  given  at  the 
second  peritoneoscopy— a smooth  or  finely  granu- 
lar liver  with  mottled  yellow  areas— is  not  at  all 
unlike  what  we  see  in  cases  of  biliary  cirrhosis, 
but  it  is  curious  for  biliary  cirrhosis  to  show  this 
clinical  picture.  It  does  happen,  but  it  is  un- 
usual. 

Dr.  Castleman:  How  would  Dr.  Keefer  ac- 
count for  the  appearance  of  the  liver  at  the 
second  peritoneoscopy  with  a diagnosis  of  cirr- 
hosis and  hepatoma?  Would  they  not  be  easily 
visible? 

Dr.  Keefer:  That  would  depend  entirely  on 
how  far  from  the  surface  the  hepatoma  was.  In 
some  hepatomas  the  original  mass  is  beneath  the 
capsule  and  does  not  project  beyond  the  capsule. 
Although  many  of  them  produce  large  lobulated 

Dr.  Richardson:  It  would  be  useful  to  have 

detailed  information  regarding  the  blood  picture. 
This  was  a macrocytic  anemia.  Pernicious  ane- 
mia could  account  for  it. 

Dr.  Castleman:  I do  not  believe  that  the 
blood  picture  as  reported  gave  evidence  of  per- 
nicious anemia. 

Dr.  Richardson:  The  mean  cell  volume  was 

109  cubic  microns.  I do  not  know  where  it  was 
done.  If  it  was  done  in  the  Baker  Memorial 
Laboratory  that  would  be  on  the  macrocytic 
side.  Ordinarily  it  should  perhaps  be  more  than 
that  before  one  could  be  sure  that  it  was  really 
a macrocytic  anemia;  120  cubic  microns  would 
be  quite  suggestive,  109  slightly  suggestive. 

Dr.  J.  H.  Means:  I suppose  it  could  be 

lymphoma  although  there  is  no  proof  of  it.  He 
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had  a large  spleen,  anemia  and  fever  on  one 
occasion,  all  of  which  is  suggestive. 

CLINICAL  DIAGNOSIS: 

Cirrhosis? 

Carcinoma  of  liver? 

DR.  KEEFER’S  DIAGNOSIS: 

Cirrhosis  of  liver,  with  superimposed  bile- 
duct-cell  carcinoma. 

ANATOMICAL  DIAGNOSIS: 

Plasma-cell  myeloma  involving  liver  and  bone 
marrow. 

PATHOLOGICAL  DISCUSSION: 

Dr.  Castleman:  The  biopsy  of  the  liver 

showed  no  evidence  of  cirrhosis.  The  most  strik- 
ing finding  was  tremendous  dilatation  of  the 
sinusoids,  which  were  filled  with  typical  plasma 
cells.  This  patient,  therefore,  had  plasma-cell 
myeloma  involving  the  liver. 

To  confirm  that  diagnosis  a sternal  biopsy  was 
done,  and  this  showed  that  the  marrow  was 
almost  completely  replaced  by  plasma  cells. 
When  that  was  confirmed  a peripheral  blood 
smear  was  examined  by  Dr.  Richardson,  who 
found  plenty  of  plasma  cells. 

The  urine  was  examined  and  found  to  contain 


Bence-Jones  protein,  which  had  not  been  looked 
for  before. 

The  patient  died  at  home  three  months  later, 
but  no  post-mortem  examination  was  performed. 

X-ray  films  were  taken  after  the  diagnosis  was 
established. 

Dr.  Robbins:  There  is  nothing  in  the  bones 

to  suggest  myeloma. 

Dr.  Castleman:  I suppose  that  the  one  clue 
to  the  diagnosis  was  the  high  serum  protein. 

Dr.  Richardson:  It  was  not  particularly  high, 

but  perhaps  higher  than  it  should  have  been. 

A Physician:  How  do  you  account  for  the  fact 
that  the  plasma  cells  were  not  reported  in  the 
bone  marrow  biopsy? 

Dr.  Castleman:  We  simply  had  the  report  from 
the  other  hospital. 

A Physician:  Is  there  a diffuse  generalized  in- 
filtration, or  may  it  be  patchy? 

Dr.  Castleman:  Multiple  myeloma  is  by  and 
large,  patchy,  as  its  name  indicates,  but  in  the 
cases  in  which  the  bones  do  not  show  multiple 
lesions  it  is  usually  a diffuse  disease,  or  what 
may  be  called  “plasma-cell  leukemia.”  In  the 
patchy  type  the  liver  and  spleen  are  almost 
always  normal. 
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TOPICS  OF  CURRENT  MEDICAL  INTEREST 


RX,  DX,  AND  DRS. 

By  GUILLERMO  OSLER,  M.D. 


If  confiidence  is  to  be  a factor,  the  HEALTH 
INFORMATION  FOUNDATION  has  appointed  a 
Citizens’  Advisory  Committee  which  is  solid  gold 
...Admiral  Blandy  (U.S.N.,  Ret.)  is  head  of  the 
foundation,  and  ex-president  Herbert  Hoover  is 
chairman  of  the  Committee.  The  new  members 
include  Compton  of  M.I.T.,  Douglas  (Aircraft),  Dr. 
Bridge  of  Caltech,  F.  Eberstadt,  Mrs.  Houghton 
(Federation  of  Women’s  Clubs),  Kline  of  the 
American  Farm  Bureau  Federation,  and  L.  L. 
Strauss  of  Rockefeller  Bros  . . . They  are  to  in- 
vestigate the  medical  services  of  several  typical 
large  towns. 


The  world's  first  "ALUMINUM  HOSPITAL  is 
being  completed  at  Bradford,  Pa.  . . . The  outside 
walls  are  composed  of  dull  panels  of  aluminum, 
a material  which  has  recently  been  used  in  the 
United  Nations  building.  Rockefeller  Center,  etc. 

The  Hospital  also  is  to  have  a two-way  com- 
munications system  between  many  of  its  beds  and 
the  nurses  stations,  and  a central  pharmacy  which 
will  supply  sterile  supplies  and  all  except  emer- 
gency drugs  by  a speedy  dumb-waiter. 


The  Arizona  Blue  Shield  program  has  a 94  PER 
CENT  PARTICIPATION  by  the  state’s  physicians. 

This  is  notable  enough  to  be  given  a news 

paragraph  in  ‘Hospital  Management.’ 

The  NEWER  ANTIBIOTICS  have  an  extra 
hurdle  to  clear  compared  with  their  pioneer 
cousins  ....  They  must  be  tried  out  on  a variety 
of  diseases  and  bacteria,  as  was  pencillin.  They 
also  have  to  show  their  worth  in  cases  where  peni- 
cillin and  other  drugs  have  failed,  or  have  pro- 
duced a bacterial  resistance  ....  Terramycin  seems 
to  be  a good  hurdler. 


A good  brief  for  resection  in  cases  of  DIVER- 
TICULITIS of  the  colon  is  presented  by  Boyden 
in  the  Annals  of  Surgery  ....  He  reports  38  par- 
tial colectomies.  About  95  per  cent  of  those  fol- 
lowed for  more  than  one  year  are  living  and  well. 

. .He  advises  the  use  of  a radical  PARTIAL 
COLECTOMY,  with  the  colostomy  period  limited 
to  an  average  of  only  four  weeks  ...  He  agrees 
with  Pemberton  and  Smithwick  that  these  results 
are  a great  contrast  to  the  poor  late  results  of 
medical  treatment,  or  a more  temporizing  surgical 
therapy. 


Where  might  one  learn  to  REMOVE  VARIOUS 
TYPES  OF  STAINS?  ....  The  American  Insti- 


tute of  Laundering  (Joliet,  Illinois)  will  give  the 
information,  or  the  American  Hospital  Association 
will  arrange  to  obtain  an  answer. 


LEST  WE  FORGET  DEPARTMENT  — ‘The 
Chaser’  is  a san.  paper  published  at  Sanatorium, 
Texas.  It  tells  of  a pioneer  Arizona  physician  in 
its  August,  1950  issue  ....  HIRAM  W.  FENNER 
was  a specialist  in  diseases  of  the  chest  at  Tucson 
near  the  turn  of  the  century.  He  lived  from  1859 
to  1929,  and  practiced  there  for  39  years  . . . . 
Dr.  Fenner  was  an  early  advocate  of  artificial 
pneumothorax,  and  in  1900  “he  prevailed  upon 
the  Sisters  of  St.  Mary’s  Hospital  to  build  a sana- 
torium which  is  still  operated”.  He  also  arranged 
for  the  installation  of  Tucson’s  first  X-ray  equip- 
ment . . . Now  where  do  you  suppose  they  found 
all  that?  Only  a few  physicians  remember  him, 
and  he  really  deserves  to  have  a fund  or  building 
named  after  him. 


A map  of  the  United  States,  showing  the  shift 
of  PHYSICIAN  POPULATION  in  the  past  12 
years,  is  an  interesting  sight  ....  Arizona  has  the 
highest  gain  ( + 66%),  more  than  California  (54%). 
. . . . The  trend  is  westward  in  general,  but  the 
source  of  movement  is  somewhat  surprising.  All 
of  the  'minus'  states  are  either  on  or  contiguous 
to  the  Mississippi  River.  Iowa,  Missouri,  Arkansas, 
Mississippi,  Kentucky,  West  Virginia,  Nebraska, 
Oklahoma,  and  North  Dakota  have  lost  a lot  more 
doctors  than  they  gained.  Kansas  and  S.  Dakota 
show  nearly  no  gain. 


One  would  almost  swear  that  all  the  possible 
variations  of  chest  surgery  for  tuberculosis  had 
been  devised.  Now  Dr.  Richard  Overholt,  a noted 
surgeon  of  Boston,  comes  up  with  a style  of  thora- 
coplasty which  sounds  as  though  it  could  be  a 
sensation.  The  name  is  ’COSTOVERSION  THO- 
RACOPLASTY’. The  ribs  are  removed  as  usual, 
then  inverted  so  that  the  arc  is  reversed,  and  the 
ends  are  sutured  back  in  place.  One  rib  is  laid 
along  the  trough  to  act  as  a strut,  and  sutured 
to  the  first  rib  above  and  the  first  intact  rib  be- 
low ....  The  first  report  tells  of  three  successful 
and  uncomplicated  cases,  but  the  fate  of  the 
‘planted’  ribs  is  not  known  ....  The  simplicity 
of  the  operation  will  make  a lot  of  surgeons  bite 
their  nails  — though  it  was  thought  of  many  years 
ago.  The  fixation  of  the  mediastinum  prevents 
paradoxical  movement,  lessens  pain,  and  improves 
the  collapse.  It  probably  is  not  the  fastest  thoracic 
operation,  but  may  prove  out. 
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If  one  uses  the  weather  as  a conversation  piece, 
the  wheels  of  science  have  turned  out  a new 
gadget  to  make  speculation  more  precise  ...  A 
wet-and-dry-bulb  barometer,  smaller  than  a pen- 
cil, may  be  carried  in  the  pocket.  It  gives  accurate 
readings  which  can  be  turned  into  RELATIVE 
HUMIDITY  FIGURES  by  means  of  a built-in 
slide  rule. 


The  question  of  what  stimulant  to  use,  and 
why,  is  often  raised  these  days.  We  must  expect 
a great  deal  from  drugs,  but  must  use  them  speci- 
fically to  obtain  it  ...  An  ANALEPTIC  is  a drug 
capable  of  stimulating  the  central  nervous  sys- 
tem, and  therefore  used  to  overcome  a depression 
of  that  system.  They  may  be  classified  as  follows: 

1.  Those  which  have  a PRIMARY  STIMULANT 
action  on  the  nervous  systems.  They  include 
picrotoxin,  metrazol,  nikethamide  (coramine),  and 
the  obsolete  strychnine,  caffeine,  and  atropine  .... 

2.  Those  which  act  through  REFLEXES,  chiefly 
from  the  carotid  and  aortic  bodies.  They  include 
alpha  lobeline;  camphor,  alcohol,  and  ether  (by 
injection);  nose,  mouth,  and  stomach  irritants  (in- 
cluding ammonia,  whiskey,  etc.)  ....  3.  Drugs 
which  STIMULATE  BOTH  CNS  AND  CV  SYS- 
TEMS, and  which  in  overdose  produce  convul- 
sions, hypertension,  and  tachycardia.  They  include 
the  aromatic  sympathomimetic  amines;  those  with 
relatively  great  CNS  effect,  such  as  amphetamine 
are  to  be  preferred  to  epiephrine,  ephedrine,  etc. 
....  4.  Substances  which  stimulate  nerve  tissue 
by  the  formation  of  BIOCHEMICAL  REACTIONS. 
They  include  certain  members  of  the  vitamin  B 
complex,  as  well  as  pyruvate,  succinate  and  fuma- 
rate  (of  the  CH  metabolism  cycle)  . . . The  A.M.A. 
Council  of  Pharmacy  and  Chemistry  has  described 
the  mechanisms  by  which  these  analeptics  act. 


Comment  by  Mark  Twain  on  the  gastrointest- 
inal tract:  "Only  presidents,  editors,  and  people 
with  tapeworms  have  the  right  to  use  the  edi- 
torial 'we' 


The  J. A.M.A.  report  by  Graham  and  Wolf  on 
causes  of  CHRONIC  URTICARIA  bears  re-em- 
phasis.  Few  things  have  been  more  puzzling  than 
recurrent  hives  ....  Allergy,  which  is  said  to  have 
nothing  to  do  with  the  condition,  has  often  been 
unjustly  criticized  because  it  has  failed  to  provide 
an  answer  to  the  problem  ....  The  authors  have 
found  that  every  case  was  associated  with  a speci- 
fic, intense  emotion  — A RESENTMENT  at  be- 
ing trapped  in  a situation.  (This  emotion  differs 
from  hostility)  ....  The  urticaria  was  localized 
evidence  of  a more  generalized  cutaneous  vaso- 
dilatation. 


The  Schering  Corporation  has  started  a new 
kind  of  publication.  The  first  issue  of  'MEDICINE 
IN  THE  NEWS'  was  published  by  them  in  August 
1950.  ...  It  consists  of  brief  reviews  of  articles 
on  medical  subjects  which  appear  in  the  public 
press,  chiefly  women's  magazines,  as  well  as  a 
few  books  of  popular  use.  ...  It  is  interesting  to 
look  over  the  literate  patient's  shoulder,  and  might 
be  helpful  to  have  tips  on  the  questions  they  may 
ask. 


I heard  a doctor  forcefully  refuse  to  have  any- 
thing to  do  with  a recent  project  sponsored  by 
the  federal  health  service.  His  attitude  sounded 
narrow,  since  the  project  seemed  praiseworthy.  . . . 
The  M.D.  was  firm,  however,  and  stated  that  he 
did  not  trust  ANY  move  of  a group  (or  ‘camel’) 
which  he  said  would  get  into  a tent  under  a pre- 
tense and  then  push  the  tenant  out.  The  social- 
izes plan  all  sorts  of  subsidies  in  order  to  accom- 
plish ‘health  insurance’  — and  control.  They 
flatter  medicine  by  putting  it  high  on  their  list, 
next  to  banking  and  electric  power.  Unquote. 

The  obstinate  doctor  could  be  right,  but  it  is 
hard  to  decide  on  the  delimiting  line  . . . The 
Chronic  Disease  section  of  the  U.S.P.H.S.,  for  in- 
stance, is  planning  a routine  examination  for  12 
disorders  — the  ‘MULTIPLE  SCREENING’  PRO- 
GRAM (for  tuberculosis,  heart  disease,  syphilis, 
nutritional  deficiencies,  sight  and  hearing  defects, 
malaria,  glaucoma,  anemia,  diabetes,  nephritis,  and 
hypertension).  . . . This  could  be  wonderful  for 
the  public  and  provide  a huge  field  for  physicians, 
since  the  findings  of  the  technicians  are  to  be 
referred  for  diagnosis.  . . . The  U.S.P.H.S.  is  a 
part  of  the  Federal  Security  Agency,  however, 
and  the  boss  of  this  huge  outfit  is  a man  named 
EWING  — and  nobody  needs  to  be  told  that  he 
is  the  chief  proponent  of  socialized  medicine,  with 
its  changes,  controls,  and  enforcements. 


Most  hospitals  would  just  love  to  have  money 
enough  to  copy  the  new  Goldblalt  Memorial  Cancer 
Research  set-up  in  Chicago.  . . . Among  other  firsts 
they  are  said  to  have  the  first  operating  rooms 
which  are  WIRED  FOR  RECORDED  MUSIC.  . . . 
Patients  who  have  spinal,  local,  or  regional  anaes- 
thesia may  select  one  of  two  programs  (classical 
or  popular),  and  receive  the  music  through  ear- 
phones during  the  surgery.  . . . Music  is  said  to 
lessen  the  emotional  disturbance.  Sixty-one  per 
cent  selected  the  classical  recordings;  thirty-one 
per  cent  preferred  popular  music;  and  8 per  cent 
apparently  refused  to  be  distracted  from  their 
malaise.  Nearly  80  per  cent  of  the  trial  group  were 
enthusiastic.  ("Have  I told  you  about  my  opera- 
tion? The  theme  song  was  "Goodnight,  Irene'!") 
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PERSONAL  NOTES 


Dr.  Lowell  C.  Wormley,  Phoenix,  received 
notification  of  his  selection  for  fellowship  in  the 


pital,  that  the  Kiwanis  was  sponsoring  a Ki- 
wanis  Foundation  Clinic  for  Handicapped  Chil- 


American  College  of  Surgeons,  August  20th. 

Drs.  L.  C.  McVay  and  Preston  T.  Brown, 
Phoenix,  attended  the  meeting  in  Milwaukee, 
Wisconsin,  September  21,  22  and  24th,  of  the 
Central  Association  of  Obstetrics  and  Gynecology. 

Drs.  Frank  Edel,  Joseph  M.  Greer,  and  Thomas 
C.  Wilmoth,  all  of  Phoenix,  attended  the  South- 
western Surgical  Congress  September  25,  26  and 
27th  in  Denver,  Colorado. 

The  September  staff  meeting  at  the  Good 
Samaritan  Hospital,  Phoenix,  was  addressed  by 
Dr.  R.  J.  Antos,  Phoenix,  on  the  subject  “Pulmon- 
ary Moniliasis,  an  Established  Case  with  Ap- 
parent Recovery  . This  was  discussed  from  a 
roentgenologic  standpoint  by  Dr.  E.  H.  Bregman. 
W.  E.  Lox,  PhD.,  discussed  the  laboratory  work- 
up. Dr.  Karl  Harris  then  followed  with  a “Pres- 
entation of  Three  Cases  of  Foreign  Body  Granu- 
loma”. 

Dr.  James  A.  Dolce  has  been  appointed  City 
Health  Officer  of  Phoenix,  Arizona.  He  obtained 
his  medical  degree  from  the  University  of  South 
Carolina,  and  a Masters  degree  in  Public  Health 
from  Columbia  University.  He  is  a fellow  of 
the  American  Public  Health  Association,  and 
Certified  by  the  American  Board  of  Preventive 
Medicine  and  Public  Health.  Prior  to  his  com- 
ing to  Phoenix  he  was  professor  of  Preventive 
Medicine  and  Public  Health  at  the  University 
of  Buffalo  Medical  School,  as  well  as  in  charge 
of  the  Maternal  and  Child  Health  in  the  Erie 
County  Health  Department  and  the  Buffalo, 
New  York  Health  Department. 

Dr.  John  Eisenbeiss,  Phoenix,  addressed  the 
August  Staff  Meeting  of  St.  Josephs  Hospital, 
Phoenix,  on  “A  Case  of  Pituitary  Tumor."  Dr. 
John  Green,  Phoenix,  discussed  the  presentation. 

Dr.  John  Emmett,  Epidemilogist  of  the  U.  S. 
Public  Health  Service,  spoke  before  the  St. 
Monica’s  Hospital,  August  Staff  Meeting  on  the 
“Epidemiology  of  Anterior  Poliomyelitis. 

Dr.  DeWitt  W.  England,  Phoenix,  discussed 
“What  Is  Rheumatism”  at  the  meeting. 

Dr.  Paul  Case,  Phoenix,  announced  to  the 
Maricopa  County  Medical  Society  at  its  fiist  fall 
meeting  October  2nd  at  Good  Samaritan  Hos- 


cal  care  for  handicapped  children  not  covered 
by  other  agencies  such  as  the  Arizona  Society 
for  Crippled  Children,  The  Polio  Foundation, 
and  the  Welfare  Board.  Applications  for  treat- 
ment under  this  Foundation  are  to  be  directed 
to  Mr.  Herb  Askins,  Phoenix.  Board  members 
include:  Drs.  Geo.  A.  Williamson,  Geo.  S.  En- 
field, and  Mr.  J.  H.  Laney,  all  of  Phoenix. 

A Clinical  Pathological  Case  of  Acute  Nep- 
hritis in  a twenty-one  year  old  girl  was  discussed 
by  Drs.  R.  Hussong,  F.  W.  Holmes,  and  O.  O. 
Williams,  Phoenix,  at  the  September  Staff  Meet- 
ing at  St.  Joseph’s  Hospital,  Phoenix. 

The  Augusta  Staff  Meeting  at  Good  Samaritan 
Hospital,  Phoenix,  heard  a report  by  Dr.  D. 
Haislip,  of  the  “ACTH-Cortisone  Committee.’ 

A case  of  Lymphatic  Leukemia  treated  by 
ACTH  with  indifferent  resufts  was  presented  by 
Dr.  T.  C.  Wilmoth,  Phoenix. 

Dr.  Harold  West,  Los  Angeles  County  Hospi- 
tal, Los  Angeles,  California,  spoke  on  Recent 
Trends  in  the  Management  and  Care  of  Polio- 
myelitis” at  the  St.  Monica’s  September  Staff 
Meeting,  emphasizing  the  importance  of  ade- 
quate respiratory  interchange  in  the  patients 
and  the  relation  of  acidosis  to  their  care,  as  well 
as  the  importance  of  a high  protein  intake  to 
the  patient. 

Dr.  Albert  Eckstein,  Phoenix,  discussed  “Re- 
cent Advances  in  ACTH  and  Cortisone  Ther- 
apy” at  the  Staff  Meeting  in  September  at  St. 
Monica’s  Hospital;  while  from  the  surgical  de- 
partment of  the  hospital  an  interesting  recovery 
from  measles,  complicated  by  pneumonia  and 
generalized  peritonitis  from  a ruptured  acute 
appendicitis,  followed  by  bilateral  subphrenic 
abscesses  was  reviewed  by  Drs.  W.  H.  Cleve- 
land, Carl  Holmes,  and  Douglas  D.  Gain. 

Dr.  John  B.  McAdams,  of  St.  Paul,  Minnesota, 
has  replaced  Dr.  R.  A.  Gutekunst,  as  resident 
physician  at  the  State  Tuberculosis  Sanitorium 
in  Tempe. 

Dr.  L.  R.  Mezera,  director  of  Maternal  and 
Child  Health  Division  of  the  State  Department 
of  Health,  calls  attention  to  the  marked  increase 
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in  whooping  cough  throughout  Arizona;  over 
1300  cases  has  already  been  reported  in  Arizona 
in  1950  as  contrasted  with  562  cases  for  all  of 
1949.  Adequate  immunization  procedures  should 
improve  the  condition. 

Dr.  Esther  M.  Closson,  Tucson,  has  been  ap- 
pointed assistant  health  officer  of  Tucson-Pima 
County  Health  Unit.  She  replaced  Dr.  Edwin 
West,  who  returned  to  service  in  the  U.  S.  Mar- 
ine Corp. 

Dr.  James  A.  Dolce,  Phoenix,  recently  address- 
ed the  Maricopa  County  Medical  Society.  He 
stated  that  he  was  organizing  the  City  Health 
Department  into  four  departments:— 1 ) Sanita- 
tion. 2)  Nursing.  3)  Laboratory,  and  4)  Health 
Education.  The  major  problem  of  his  health  de- 
partment, he  stated,  was  that  of  tuberculosis 
control  and  case  finding.  The  city  council  had 
just  authorized  expenditure  of  $10,000  on  the 
1951  campaign  for  chest  X-ray  surveys  in  this 
regard,  he  said.  Other  problems  of  prominence 
to  be  worked  upon  vigorously  were— fly  control 
and  refuse  disposal,  the  problem  of  our  1600 
chicken  coops  within  the  city  limits,  education  of 
restaurant  managers  and  control  of  food  hand- 
lers, and  finally  the  starting  of  free  prenatal  and 
well-child  clinics  under  the  city  health  depart- 
ment. 

Dr.  T.  H.  Payne,  of  Detroit,  Michigan,  spoke 
to  the  Maricopa  Medical  Society  meeting  Octo- 
ber 2nd  at  the  Good  Samaritan  Hospital  on 
“Newer  Uses  of  Chloromycetin.”  He  told  of  its 
efficiency  in  trachoma,  keratitis,  gonorrhea,  and 
typhoid.  He  warned  against  massive  initial  dos- 
ages which  might  give  anaphylactoids  type  of 
shock  due  to  massive  death  of  circulating  or- 
ganisms, particularly  in  typhoid  fever. 

Dr.  George  E.  Randall,  Phoenix,  has  been  re- 
called to  active  duty  with  the  U.  S.  Army. 

The  Maricopa  County  Medical  Society  Na- 
tional Medical  Defense  Committee  has  been  or- 
ganized under  the  direction  of  President  Henry 
Williams,  Phoenix.  Its  recent  report  by  Dr. 
Preston  Brown,  Phoenix,  outlined  its  broad  ob- 
jectives, as  first  procurement  of  medical  officers 
for  the  armed  forces  under  the  chairmanship  of 
Dr.  Oscar  Thoeny,  Phoenix,  second,  provision  for 
medical  care  in  the  event  of  national  or  regional 
disaster  under  the  chairmanship  of  Dr.  Ben 
Frissel,  Phoenix;  and  thirdly,  provision  of  means 
to  reduce  hardship  of  these  going  into  the  service 
under  the  chairmanship  of  Dr.  Donald  Poison, 
Phoenix. 


If  members  or  secretaries  of  medical  societies 
other  than  Maricopa  County  would  be  so  kind 
as  to  forward  information  concerning  its  per- 
sonnel, of  general  interest,  to  the  editor  of  Ari- 
zona Medicine,  this  column  in  Arizona  Medicine 
could  be  made  of  considerably  more  statewide 
interest.  Contributions  will  be  welcomed! 

Prior  to  the  death  of  Dr.  Orville  H.  Brown, 
Phoenix,  there  was  undertaken  a collection  of 
facts  and  statistics  with  a view  to  develop  and 
publish  the  history  of  Arizona  medicine.  The 
project  has  not  been  completed  and  Mrs.  Orville 
Brown  has  expressed  the  desire  that  the  work 
be  concluded  as  a historic  reference  material. 
All  available  material  is  on  file  at  the  Central 
Office  of  the  Arizona  Medical  Association.  The 
Arizona  Medical  Association  is  searching  for 
someone  who  will  volunteer  his  services  to  un- 
dertake and  complete  this  work.  Anyone  so  in- 
terested please  contact  the  Arizona  Medical 
Association  through  its  secretary  Dr.  Frank  J. 
Milloy,  Phoenix. 

Help!  Help!  Send  information  of  statewide 
interest  for  Personal  Notes  to  the  Editor,  Ari- 
zona Medicine,”  Phoenix,  Arizona. 

Dr.  John  Kruglick  of  Phoenix,  at  the  invitation 
of  the  Central  Arizona  Light  and  Power  Com- 
pany, appeared  on  its  KPHO-Television  program 
September  29,  1950,  at  5:30  P.M.  His  subject 
was  “Preventive  Colds— What  To  Do  and  What 
Not  To  Do.”  This  presentation,  entitled  “Reddy 
Kids,”  is  a service  program  for  children  spon- 
sored by  Calapco  and  from  all  reports  Dr.  Krug- 
lick’s  presentation  was  very  ably  presented  and 
well  received. 

Members  of  the  Maricopa  County  Medical 
Society  and  its  Woman’s  Auxiliary  recently  com- 
pleted a course  of  Effective  Speaking  with  em- 
phasis on  the  subject  Socialized  Medicine  and 
The  American  Way  conducted  through  facilities 
offered  by  the  Central  Arizona  Light  and  Power 
Company  of  Phoenix,  Arizona,  which  was  well 
presented  with  effective  results. 

Dr.  Marcy  L.  Sussman  delivered  the  Carpenter 
Memorial  Lecture  at  the  New  York  Academy 
of  Medicine  on  October  12.  His  subject  was 
“Skeletal  Changes  Associated  With  Disease  of 
the  Blood.” 

Dr.  Blair  W.  Saylor,  Tucson  has  passed  his 
examinations  for  the  American  Board  of  Oto- 
laryngology which  were  held  in  Chicago,  Oc- 
tober, 1950. 
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THE  ARIZONA  MEDICAL 
ASSOCIATION,  INC. 

PROFESSIONAL  BOARD 


Organizational  meeting  of  the  Professional 
Board  of  The  Arizona  Medical  Association,  Inc., 
held  in  Parlor  E of  the  Pioneer  Hotel,  Tucson, 
Arizona,  Sunday,  September  10,  1950  convened 
at  11:10  A.M.,  Dr.  Arthur  J.  Present,  Chairman, 
presiding. 

PRESENT:  Doctors— Kinkade,  J.  M.,  Present, 
Arthur  J.,  Chairman;  Snyder,  B.  L.,  Thompson, 
Hugh  C.,  Van  Epps,  C.  E.,  Zemsky,  Boris. 

EXCUSED:  Doctors-Born,  E.  A.,  Hastings, 
Robert  E.,  President;  Lytton-Smith,  James,  Mil- 
loy,  Frank  J.,  Secretary. 

GUESTS:  Doctors— Poison,  Donald  A.,  Ward, 
James  P.,  Westervelt,  Marcus  W. 

MINUTES 

It  was  regularly  moved  and  unanimously  car- 
ried that  the  minutes  of  the  Meeting  of  the 
Professional  Board  held  in  Phoenix  April  16, 
1950  be  approved  as  printed  and  circulated 
among  the  Members. 

ELECTION  OF  CHAIRMAN 
It  was  moved  by  Dr.  Snyder,  seconded  by  Dr. 
Kinkade  and  unanimously  carried  that  Dr. 
Arthur  J.  Present  be  elected  Chairman  of  the 
Professional  Board  for  the  ensuing  fiscal  year; 
and  that  Dr.  Bertram  L.  Snyder  be  elected  alter- 
nate to  serve  as  Chairman  in  the  event  Dr. 
Present  is  recalled  to  active  military  duty. 
1950-1951  SEMINAR  AND  EDUCATIONAL 
PROGRAM-ATOMIC  WARFARE 
Dr.  Poison  advised  that  at  the  request  of  the 
Arizona  Military  District  in  May  of  this  year 
he  attended  a six-day  Army  Graduate  Medical 
School  course  in  Nuclear  Energy  and  its  Medical 
Aspects  at  Walter  Reed  Hospital  in  Washington. 
Dr.  Westervelt  in  December  of  last  year  took 
a similar  course  at  the  request  of  the  National 
Guard.  It  was  the  opinion  of  Dr.  Present  that 
any  Seminar  program  this  year  should  include 
not  only  the  presentation  to  the  doctors  of  the 
state  the  medical  aspects  of  atomic  warfare,  but 
on  warfare  in  general  and  that  the  Seminar 
Committee  should  consider  itself  ready  to  co- 
operate in  any  way  in  the  Governor  s Civil  De- 
fense Board  if  called  upon  so  to  do  with  the 
thought  that  the  management  and  organization 
of  the  medical  profession  should  be  left  to  this 
Committee  of  the  State  Association.  Dr.  Ward 
indicated  that  there  is  a good  possibility  of  ex- 


periencing a large  number  of  civilian  casualties 
and  a considerable  influx  of  people  in  this  State. 
This  latter  possibility  may  occur  well  in  ad- 
vance of  any  actual  atomic  warfare  and  it  was 
believed  advisable  to  include  in  any  course  of 
training  what  individual  communities  might 
expect  and  do  in  the  handling  of  evacuees  be 
they  casualties  or  otherwise. 

Dr.  Thompson  proposed  that  Seminars  be 
handled  in  Maricopa  and  Pima  Counties  in  con- 
junction with  its  respective  Medical  Society 
Meetings  and  that  a schedule  be  arranged  to 
conduct  similar  courses  of  instruction  through- 
out  the  outlying  Counties  in  much  the  same 
fashion  as  post  graduate  training  was  conducted 
during  the  last  fiscal  year.  The  Southern  Dis- 
trict would  include  such  areas  as  Globe-Miami, 
Safford,  Bisbee-Douglas  and  Coolidge-Florence 
in  one  circuit,  the  Northern  District  Winslow, 
Flagstaff,  Prescott  and  Kingman  and  the  Yuma 
area  as  a separate  district. 

Reporting  on  the  resists  of  a canvass  of  the 
membership  in  which  Seminars  were  held  last 
season.  Dr.  Thompson  reported  that  the  response 
was  approximately  50-50  as  to  whether  they 
desire  the  same  type  of  Seminars  previously  held 
which  involved  three  men  from  outside  at  con- 
siderable expense  or  whether  they  wished  doc- 
tors from  the  State  to  conduct  the  one-day  Sem- 
inars at  a greatly  reduced  expense.  Out  of  a 
response  of  60,  45  indicated  attendance  and  in 
answer  to  the  question  4 / indicated  a desire  f oi 
similar  Seminars  with  outside  physician  instruc- 
tors; approximately  4 did  not  wish  them;  and  4 
suggested  they  be  not  held  until  1951.  In  an- 
swer to  the  question  whether  such  Seminars 
should  be  conducted  by  Arizona  physicians  20 
voted  Yes,  16  No  and  15  doubtful,  however  all 
were  definitely  in  favor  of  Seminars. 

Following  considerable  discussion  it  was  con- 
cluded that  this  Board  through  its  Seminar  Com- 
mittee arrange  a series  of  Seminars  to  be  con- 
ducted in  the  Southern  and  Northern  Districts 
also  the  Yuma  area  for  the  purpose  of  acquaint- 
ing the  physicians  of  the  State  with  necessaiy 
available  information  on  Medical  Defense  against 
Atomic  Warfare  and  measures  to  be  taken  in  the 
event  of  a mass  evacuation  from  California. 
Such  Seminars  are  to  be  of  one  day  duration 
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with  sessions  from  2 to  5 P.M.  and  8 to  10  P.M. 
Dr.  Poison  of  Phoenix  agreed  to  conduct  the 
course  of  instruction  in  the  Northern  group  in- 
cluding Defense  Against  Atomic  Bombs  and  the 
Modern  Treatment  of  Burns  and  in  the  Southern 
District  Dr.  Westervelt  agreed  to  conduct  dis- 
cussion on  Defense  Against  Atomic  Bombs  with 
Dr.  Wilkins  Manning  of  Tucson  assuming  dis- 
cussion on  the  Modern  Treatment  of  Burns.  Dr. 
Ward  agreed  to  supply  an  instructor,  possibly 
Frank  Williams,  representing  the  State  Depart- 
ment of  Health  who  will  discuss  Public  Health 
Measures  including  sanitation,  mass  evacua- 
tion, etc.,  at  each  session  at  no  cost  to  the  Asso- 
ciation and  will  similarly  supply  transportation. 
The  schedule  is  to  be  developed  at  the  conven- 
ience of  both  the  instructors  and  members  of 
the  profession  in  the  localities  to  be  selected. 
The  State  of  Arizona  will  be  asked  to  assume 
the  expense,  but  it  was  agreed  in  the  event  the 
State  did  not  the  Medical  Association  will. 

It  was  moved  by  Dr.  Thompson,  seconded  by 
Dr.  Zemsky  and  unanimously  carried  that  the 
Professional  Board  conduct  Seminars  through- 
out the  small  communities  of  the  State  to  be 
given  by  one  of  the  physicians  trained  in  atomic 
defense  and  a surgeon  who  can  discuss  burns, 
treatment  and  other  surgical  emergencies,  to- 
gether with  a member  of  the  State  Department 
of  Health,  compensation  to  be  given  the  two 
speakers  who  are  practicing  physicians  at  $50 
a day  and  expenses,  the  Seminars  to  be  held 
within  the  next  two  or  three  months. 

Following  completion  of  the  development  of 
the  Seminar  program  it  was  directed  that  a 
suitable  letter  be  forwarded  to  the  Governor  of 
this  State  requesting  financial  assistance  in  the 
cost  of  conducting  these  courses  of  instruction 
and  that  the  over  all  program  be  given  proper 
publicity. 

Discussion  also  ensued  as  to  what  steps  should 
be  taken  to  properly  and  adequately  instruct 
the  lay  public  as  to  the  aspects  of  atomic  war- 
fare in  order  that  they  might  be  better  able  to 
help  themselves  and  understand  the  problem 
in  such  emergency.  At  the  request  of  the  Board, 
Drs.  Poison  and  Westervelt  agreed  to  develop  in- 
formation for  release  to  the  public. 

Dr.  Thompson  further  expressed  the  thought 
that  decision  should  be  made  at  this  time  as 
to  whether  or  not  additional  Seminars  will  be 
given  by  Medical  School  teams  during  the  com- 
ing year.  Two  or  three  months  are  required  to 


arrange  such  a program  and  if  determined  upon 
plans  should  be  undertaken  now.  The  Seminars 
held  last  year  with  the  State  Department  of 
Health  participating  involved  an  expenditure  of 
approximately  $3,000,  the  State  contributing 
$1,200  thereof,  the  attending  physicians  $600 
and  the  State  Medical  Association  the  remaining 
$1,100.  After  considerable  discussion  it  was 
concluded  that  inasmuch  as  another  Board  Meet- 
ing will  be  held  in  about  two  months  decision 
could  be  made  at  that  time.  It  was  suggested 
that  Members  of  the  Board  contact  Members 
of  their  respective  local  Societies  and  obtain 
their  views  as  to  the  continuance  of  the  Semin- 
ar Program.  It  was  the  impression  of  Dr. 
Thompson  that  it’s  an  awful  lot  of  money  to 
spend  for  so  relatively  a small  group  of  men, 
Maricopa  and  Pima  Counties  being  excluded, 
and  yet  it  is  offering  post  graduate  education 
practically  at  the  doors  of  the  hometown  at  a 
very  small  cost  to  those  in  attendance  and 
that  it  is  an  excellent  thing  to  do. 

SUB-COMMITTEE  REPOBTS 
Venereal  Diseases 

Dr.  Zemsky,  Sub-Committee  Chairman  on 
Venereal  Diseases,  reported  that  the  State  De- 
partment of  Health  now  has  an  active  V.D. 
Control  Officer  who  has  outlined  a rather  inten- 
sive educational  program.  Commencing  the 
program  in  October,  two  weeks  each  will  be  de 
voted  to  the  Phoenix  and  Tucson  areas  followed 
by  a schedule  of  one  week  each  in  two  other 
counties.  The  over  all  program  will  consist  of 
radio  time,  newspaper  advertising,  talks  before 
civic  and  lay  groups,  P.T.A.,  etc.,  and  effort  is 
being  made  to  run  educational  shorts  in  the  mo\  - 
ing  picture  theaters.  The  group  would  like  the 
activity  co-sponsored  by  the  Arizona  Medical 
Association  at  no  cost  to  the  Society.  Material 
will  be  furnished  by  the  U.  S.  Public  Health 
Service  through  the  facilities  of  Columbia  Uni- 
versity and  Hollywood  where  movie  shorts, 
scripts,  etc.  have  been  completed.  The  public 
will  be  encouraged  to  take  seriously  the  V.D. 
problem  in  their  community  and  seek  the  ad- 
vice of  the  physician  of  their  choice  or  the 
facilities  of  the  local  health  officer  for  examina- 
tion. 

It  was  regularly  moved  and  unanimously  cai- 
ried  that  this  Association  co-sponser  as  a joint 
effort  the  V.D.  educational  program  of  the 
Arizona  State  Department  of  Health  at  no  ex- 
pense to  the  Association. 
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WHEN  AN  ORTHOPEDIC 
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Restful,  healthful  body  adjustment  is 
supplied  by  the  Spring  Air  Back  Supporter 
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Tuberculosis 

Dr.  Snyder,  Sub-Committee  Chairman  on  Tu- 
berculosis, reported  that  his  Committee  had  con- 
tinued work  with  all  the  organizations  inter- 
ested in  tuberculosis  control  in  the  State.  One 
matter  of  importance  is  that  during  the  next 
session  of  the  Legislature  effort  will  be  made, 
following  agreement  with  the  Tucson  doctors, 
to  develop  some  plan  to  add  possibly  50  beds  as 
an  addition  to  the  Pima  County  Hospital  or  some 
other  facility  here  in  Tucson  as  an  adjunct  to 
the  facilities  in  Phoenix.  Effort  was  rather  futile 
during  the  last  session  of  the  Legislature  to  ob- 
tain authority  to  increase  bed  capacity  at  the 
State  Sanitarium  in  Phoenix.  It  is  believed  the 
Legislature  might  look  with  more  favor  upon 
the  development  of  additional  bed  capacity  in 
Tucson  to  serve  the  Southern  area.  While  the 
proposed  project  will  probably  be  approached 
through  the  medium  of  the  Tuberculosis  Associa- 
tion, Dr.  Snyder  expressed  the  desire  to  meet 
with  several  of  the  Tucson  physicians  interested 
seeking  their  views  and  cooperation  to  this  end. 
It  was  the  concensus  of  opinion  that  following 
a meeting  with  the  local  physicians  here  in 
Tucson  if  some  agreement  could  be  reached  as 
to  the  desirability  of  increasing  the  bed  capa- 
city in  this  area  and  such  recommendation  is 
submitted  to  the  State  Association  through  the 
Professional  Board  its  weight  might  then  be 
employed  to  support  such  a program. 

Reporting  on  the  results  of  the  Pneumothorax 
Questionnaire  previously  circularized,  Dr.  Snyder 
advised  that  one  of  the  biggest  problems  at  the 
State  Sanitarium  is  that  due  to  surgical  facilities 
the  turnover  of  patients  is  rather  great  and  they 
have  not  been  able  to  keep  them  as  long  as  they 
would  like  to.  Many  are  borderline  cases  and 
an  attempt  has  been  made  through  the  canvass 
of  the  membership  to  find  out,  particularly  as 
regards  pneumothorax  treatments,  if  the  doctors 
have  the  equipment  and  are  willing  to  continue 
those  treatments  on  discharge  of  the  patients 
from  the  sanitarium.  If  some  of  these  borderline 
cases  could  be  discharged  a little  sooner  and 
you  can  be  assured  that  they  will  receive  ade- 
quate care  if  sent  back  to  some  of  the  more 
isolated  communities,  the  situation  would  be 
improved.  Information  received  through  the 
questionnaire  indicates  that  there  are  quite  a 
number  of  physicians  that  have  the  equipment 
and  are  willing  to  follow  up  the  cases. 

Maternal  and  Child  Health 


Dr.  Van  Epps,  Sub-Committee  Chairman  on 
Maternal  and  Child  Health,  reported  that  he 
was  anxious  to  organize  his  Sub-Committee  and 
expected  to  make  appointments  in  the  near  fu- 
ture. The  Committee  is  apprehensive  of  the 
infant  and  maternal  death  rates  in  the  State  of 
Arizona  and  effort  will  be  made  to  develop 
statistics  which  are  essential  in  the  formulation 
of  an  effective  program.  While  the  maternal 
mortality  is  not  great,  27  cases  being  of  record 
last  year,  it  was  suggested  that  a questionnaire 
be  sent  out  on  every  maternal  death  through 
this  Sub-Committee  requesting  the  physician  to 
report  in  detail  the  circumstances  surrounding 
each  case.  With  the  interest  of  the  Association 
behind  the  inquiry  it  is  felt  certain  that  such 
maternal  mortality  may  be  further  reduced. 

Dr.  Thompson  discussed  the  infant  mortality 
problem  in  Arizona.  He  stated  that  in  an  effort 
to  get  perhaps  a little  information  and  knowledge 
of  the  situation,  the  Arizona  Pediatrics  Society 
sponsored  a group  of  trips  to  the  Indian  Reser- 
vations which  the  State  Department  of  Health 
paid  for  and  conducted.  A report  was  submitted 
and  as  might  be  expected  the  situation  is  so 
intimately  tied  up  with  economics  that  it  is  tar 
from  being  purely  medical  but  still  the  medical 
set  up  they  have  is  perfectly  horrible,  at  least 
on  the  Papago  Reservation.  It  is  utterly  and 
totally  inadequate  and  I think  it  might  be  nice 
to  eventually  get  not  only  the  Arizona  Pediatric 
Society,  whom  I hope  will  go  on  record  as  giv- 
ing definite  recommendations,  but  also  the  Pro- 
fessional Board  and  through  it  the  Medical  As- 
sociation, put  the  bee  on  the  Indian  Bureau  and 
the  Congress  of  this  State  to  work  on  more 
decent  equipment.  It  was  pointed  out  that  the 
Papago  Reservation  has  an  area  as  large  as  the 
State  of  Connecticut  comprising  73  villages  with 
one  physician  to  cover  the  area  and  the  only 
hospital  at  present  is  at  the  extreme  eastern  end 
of  the  Reservation,  in  fact  off  the  main  Reser- 
vation. and  as  far  as  85  to  100  miles  from  some 
of  the  villages.  The  only  transportation  that 
these  people  have  to  get  to  the  villages  is  pro- 
vided by  the  government  for  the  very  sick,  ex- 
cept they  have  horses  and  wagons.  Only  two 
field  nurses  are  available  to  cover  this  entire 
huge  area  and  the  problem  is  further  compli- 
cated by  the  fact  that  the  field  nurses  and  doc- 
tors speed  no  Papago  and  a third  of  the  Papagos 
speak  no  English.  Papago  is  not  a written  lan- 
guage so  little  can  be  accomplished  with  visual 
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aids,  at  least  with  written  visual  aids.  An  infant 
mortality  rate  of  between  20  and  25%  exists  on 
the  Papago  Reservation  with  a life  expectancy 
at  birth  of  only  17  years.  It  was  pointed  out 
that  effort  is  being  made  by  the  Indian  Service 
to  improve  the  plight  of  the  Indian  and  within 
the  year  Dr.  Lynn  J.  Lull  has  been  assigned  to 
the  area  as  Medical  Consultant.  The  Council 
of  this  Association  has  referred  to  the  Medical 
Economics  Committee  the  problem  at  hand  and 
conferences  are  now  being  held  through  its 
Chairman,  Dr.  George  G.  McKhann,  and  it  is 
expected  a report  with  recommendations  will 
soon  be  forthcoming.  Lengthly  discussion  ensued 
pertaining  to  the  over-all  Indian  problem  and 
it  was  concluded  that  there  is  hope  for  further 
progress  and  accomplishment  in  the  year  ahead. 
Crippled  Children 

Dr.  Kinkade,  Sub-Committee  Chairman  on 
Crippled  Children,  reported  in  detail  the  results 
of  its  Conservation  of  Hearing  program,  the 
result  of  effort  of  the  Easter  Seal  Crippled  Chil- 
dren Society.  Six  weeks  of  speech  instruction 
in  Flagstaff  was  provided  this  summer  for  the 
second  season  supervised  by  Lydia  Newton. 
Twenty-seven  children  were  in  attendance  and 
one  of  the  best  lip  readers  and  speech  instruc- 
tors in  the  country  from  Milwaukee  and  another 
from  Chicago  participated.  The  children  resid- 
ing in  all  parts  of  the  State  ranging  from  pre- 
school age  up  to  17  and  IS  years  were  selected 
for  the  course.  The  result  was  gratifying  and 
it  is  hoped  the  work  may  be  expanded  in  the 
future. 

A survey  of  national  scope  on  polio  and  tonsil- 
lectomy was  undertaken  and  completed  with  the 
assistance  of  Dr.  Ward  and  his  staff  which  sums 
up  one  fact  that  there  is  no  connection  between 
the  two.  Copies  of  the  report  are  available  to 
those  who  may  find  them  of  interest. 

Dr.  Ward  inquired  as  to  whether  or  not  it 
was  the  wish  that  his  department  take  over  the 
hard  of  hearing  program.  With  the  passage  of 
the  new  Social  Security  law  additional  federal 
funds  will  now  be  available  in  the  State’s  Ma- 
ternal and  Child  Hygiene  program  which  might 
make  it  possible.  Dr.  Kinkade  expressed  the 
belief  that  this  would  be  a proper  thing  at  least 
as  a beginning  which  will  enable  the  Crippled 
Children  Society  to  go  on  and  do  something  else. 
Industrial  Hygiene 

Dr.  Present  reported  that  the  Association  has 
been  circularized  by  the  Council  on  Industrial 


Health  of  the  AMA  relative  to  an  interim  con- 
ference now  passed  held  in  Minneapolis  on  May 
10.  On  this  occasion  the  Director  of  the  Divi- 
sion of  Industrial  Hygiene  of  the  Minnesota 
State  Health  Department  announced  plans  for 
renewed  activity  in  Industrial  Hygiene  Consul- 
tation Services  together  with  the  active  promo- 
tion of  a plan  for  part  time  Industrial  Nursing 
Services  to  be  made  available  to  small  Industrial 
units.  It  was  pointed  out  that  the  Board  has 
no  organization  or  any  set  up  for  a program  of 
Industrial  Medicine.  It  is  believed,  however,  that 
the  industrial  situation  in  Arizona  is  such  that 
one  is  not  needed  at  this  time.  Dr.  Ward  ex- 
pressed the  view  that  the  industrial  problem 
in  the  State  is  more  of  an  engineering  one  than 
medical  at  the  present  time. 

State  Department  of  Health  - Maternal  and 
Child  Health  Director 

Communication  from  Dr.  M.  L.  Mezera  was 
presented  and  read  advising  that  he  is  now  the 
full  time  Maternal  and  Child  Health  Director 
of  the  Department  and  that  he  is  now  active  in 
this  particular  field.  It  was  indicated  that  the 
recommendation  for  such  appointment  origi- 
nated out  of  this  Board  and  Dr.  Ward  stated 
that  this  recommendation  is  one  that  has  been 
fulfilled. 

Standard  of  Medical  Laboratory  Services 

Communication  from  Dr.  Palmer  Dysart  was 
presented  in  the  matter  of  low  standards  and 
lack  of  control  of  clinical  laboratories  through- 
out the  country.  Legislation  is  sought  to  license 
laboratory  technicians  in  Arizona.  Dr.  Ward  re- 
ported that  while  most  states  have  some  kind 
of  a licensing  body  regulating  the  operation  of 
laboratories  the  problem  at  hand  involves  a 
question  of  need  in  this  State. 

Meeting  adjourned  at  1 P.M. 

FRANK  J.  MILLOY,  M.D. 

Secretary. 


DISTRICT  NO.  1 

ARIZONA  STATE  NURSES  ASS'N 

(Constituent  of  the  American 
Nurses’  Ass’n) 

Nurses'  Professional  Registry 

711  East  Monroe  Phoenix  Ph.  4-4151 
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REPORT  TO  THE  ARIZONA  MEDICAL 
ASSOCIATION,  INC. 

MARICOPA  COUNTY 
CHEST  X-RAY  PROGRAM 

Your  Executive  Secretary,  on  Tuesday  even- 
ing, October  10,  1950,  in  the  Little  Theatre  of 
West  Phoenix  High  School,  attended  a meeting 
called  to  discuss  the  possibilities  of  developing 
a free  mass  chest  X-ray  program  to  be  under- 
taken in  Maricopa  County  through  the  coopera- 
tion of  state,  county  and  municipal  authorities 
and  other  interested  groups,  with  the  coopera- 
tion and  assistance  of  the  U.  S.  Public  Health 
Service.  In  excess  of  250  representatives  of  all 
groups  from  every  section  of  the  County  were 
in  attendance,  and  displayed  an  enthusiasm 
which  assured  its  undertaking,  financial  as  well. 

All  persons  15  years  of  age  or  older  residing 
in  Maricopa  County  will  be  given  the  opportu- 
nity to  obtain,  at  no  cost  directly  to  the  indi- 
vidual, a free  chest  X-ray.  These  X-rays  are 
expected  to  reveal  approximately  3,400  persons 
in  the  County’s  approximately  325,000  popula- 
tion to  have  tuberculosis,  based  on  an  estimate 
of  the  experience  of  12  other  cities  in  the  United 
States  where  a total  of  over  5,000,000  X-rays 
have  been  completed. 

Now  scheduled  to  move  into  the  County  pos- 
sibly in  early  February  of  next  year  will  be  at 
least  18  U.S.P.H.S.  units,  with  a medical  team 
of  from  two  to  seven  for  each  unit. 

More  than  $35,000  of  the  $40,000  to  be  con- 
tributed by  the  County,  et  al.,  has  been  assured, 
to  be  matched  by  an  expenditure  approximat- 
ing $120,000  by  U.S.P.H.S. 

Victor  Baumann,  vice  president  of  the  Greater 
Phoenix  Tuberculosis  and  Health  Association, 
presided.  Talks  were  given  by  George  V. 
Christie,  its  President;  Dr.  D.  W.  Melick,  repre- 
senting Maricopa  County  Medical  Society;  Dr. 
James  P.  Ward,  Director  of  the  State  Depart- 
ment of  Public  Health;  Dr.  Paul  W.  McCracken, 
Director  of  the  County  Health  Department;  and 
Dr.  James  A.  Dolce,  Director  of  the  City  Health 
Department;  Dr.  Lloyd  K.  Swasey,  Medical  Di- 
rector of  Arizona  State  Tuberculosis  Sanitorium. 
The  X-ray  Project  Committee  of  the  Greater 
Phoenix  Association  includes,  besides  Baumann 
as  Chairman,  Doctors  Swasey,  Harold  Randolph, 
and  Ralph  Sprague. 


To  realize  a successful  result,  the  X-ray  pro- 
gram must  cover  at  least  90%  of  the  population 
involved,  and  there  was  every  evidence  that 
this  objective  would  be  achieved,  and  for  the 
first  time  the  medical  and  health  authorities  of 
Maricopa  County  will  have  an  accurate  check 
on  tuberculosis,  which  will  be  a forward  step 
in  the  fight  toward  its  eventual  eradication. 

Respectfully  submitted, 
ROBERT  CARPENTER 
Executive  Secretary 


FRASER  MEDICAL  SUPPLY 
COMPANY 

• PHARMACEUTICALS 

• ENDOCRINES 

• SPECIALTIES 

2207  E.  Indian  School  Rd. 

Phone  5-0421  Phoenix,  Arizona 


WAYLAND’S 

TWO  STORES 

☆ 

Wayland's  Prescription  Pharmacy 
13  E.  Monroe  Street 
Phone  4-4171 

Wayland's  McKinley  Pharmacy 
138  W.  McKinley  Street 
Phone  4-7243 

PHOENIX.  ARIZONA 

☆ 

FREE  DELIVERY 


74 


Arizona  Medicine 


November,  1950 


PRESIDENT'S  ANNUAL  REPORT 
SCHOOL  HEALTH  COUNCIL 

322  South  Fifth  — Tucson,  Arizona 
August  1,  1950 


The  School  Health  Council  for  Pima  County 
was  organized  last  August  under  the  direction 
of  Robert  D.  Morrow,  Superintendent  of  the 
Tucson  City  Schools,  and  sponsored  by  the 
P.T.A.  to  aid  in  improving  the  health  of  indi- 
gent school  children  in  this  area. 

Realizing  that  such  a program  could  not  be 
entirely  successful  unless  some  financial  aid  was 
given  in  those  cases  where  the  family  or  the 
school  could  not  provide  remedial  or  preventive 
medical  and  dental  attention  for  the  child,  the 
School  Health  Council  established  a Revolving 
Health  Fund  with  donations  received  from  many 
local  groups  interested  in  child  welfare. 

In  this,  the  President  s Annual  Report,  grate- 
ful acknowledgment  of  your  generous  financial 
support  is  given,  as  well  as  appreciation  for  the 
wholehearted  cooperation  the  School  Health 
Council  has  received  from  members  of  the  Medi- 
cal and  Dental  Societies,  Hospitals,  and  other 
Social  Agencies  which  have  enabled  us  to  ar- 
range in  some  manner  for  the  care  of  every  child 
referred  to  us  by  the  schools. 

HOW  THE  SCHOOLS  HELPED 
At  the  outset,  members  of  the  Council  realized 
that  the  all-important  nucleus  in  its  health  pro- 
gram was  the  unit  in  each  school  comprising  the 
nurse,  the  principal,  the  teacher,  and  the  school’s 
P.T.A.  health  chairman.  In  most  cases,  the 
parents  have  acted  promptly  to  correct  the  phy- 
sical defect  through  their  family  doctors.  (The 
Council  always  follows  the  directions  of  the 
family  doctors  and  dentists.  When  the  family 
does  not  have  one,  it  endeavors  to  have  them 
make  a selection.) 

REVOLVING  HEALTH  FUND  AIDS 
In  those  cases  where  investigation  showed  the 
family  budget  could  not  provide  the  needed  care, 
and  the  child  not  eligible  for  medication  under 
County  Welfare  aid,  or  as  a dependent  of  the 
state,  the  case  has  been  referred  to  the  School 
Health  Council  coordinator.  (This  is  true  in  the 
county  as  well  as  the  city  schools.) 

TYPE  FAMILIES  SELECTED 
Under  the  plan  adopted  by  our  Council,  a 
family  with  one  child,  earning  not  more  than 


$100  per  month  above  rent  and  utilities,  is  con- 
sidered eligible  for  care  of  its  child.  An  extra 
$10  income  was  allowed  for  each  additional 
child;  thus  a family  of  five  children  with  an  in- 
come of  $140  plus  rent  and  utilities  is  con- 
sidered eligible  if  the  parent  cannot  finance  care 
alone,  or  in  part. 

Until  the  School  Health  Council  was  organ- 
ized in  Pima  County,  the  health  of  a large 
number  of  school  children  in  these  low-income 
families  was  neglected  year  after  year.  The  chil- 
dren lost  many  days  of  school.  Some  were  poor 
students  merely  because  they  could  not  see  or 
hear  clearly,  or  were  undernourished.  But  in  the 
year  the  Council  has  functioned,  622  cases  have 
been  cleared  through  the  funds  made  available 
to  ns. 

VARIETY  OF  CASES  HELPED 

Some  idea  of  the  type  of  cases  presented  by 
those  children  is  illustrated  in  the  following 


summary  of  cases  treated. 

Heart  Clinic  38 

Vision 

Refraction  123 

Glasses  96 

Eye,  ear,  nose,  throat  41 

T & A Hearing  Loss  23 

T & A General  Health  needs 57 

Medical 

T.  B.— Lab.  X-ray 64 

Surgical 

Lab.— X-ray  25 

Electroencephalogram  6 

Drugs  17 

Free  Bed  (for  major  surgery)  ....  7 

Orthopedic  69 

Dental  34 

Rejected  22 

Total  622 


REJECTED  CASES  TREATED 
Twenty-two  cases  referred  to  the  Council 
were  rejected  because  the  parent’s  income  ex- 
ceeded our  limitations,  but  in  each  case  the  co- 
ordinator was  able  to  arrange  proper  care  for 
the  child,  usually  by  asking  the  doctor  to  take 
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the  patient  at  a reduced  fee  the  parent  could 
afford,  thus  enabling  the  case  to  be  cleared 
through  the  family  doctor.  The  Medical  and 
Dental  Societies  have  been  most  cooperative  in 
these  instances  because  they  know  these  cases 
are  properly  screened  and  there  is  a real  need. 

CIVIC  GROUPS  SUPPORT 
It  is  a tribute  to  Tucson’s  Civic  groups  that 
have  established  the  Revolving  Health  Fund 
by  their  contributions  that  our  School  Health 
Council  is,  as  far  as  we  know,  the  only  one  in 
the  United  States  financed  entirely  by  voluntary 
groups,  rather  than  by  state  aid. 

AGENCIES  SUPPORT 
Because  the  coordinator  is  in  touch  with  all 
organizations  rendering  aid,  and  knows  all  their 
rules  and  regulations  and  the  type  of  cases 
they  take,  there  has  not  been  an  instance  where 
a child  has  not  been  properly  cared  for.  In 
these  cases  already  established  services  were 
used.  Our  policy  has  been  to  use  the  services 
available  rather  than  to  create  other  agencies 
which  might  prove  duplicating  agencies.  The 
Easter  Seal  Society  has  provided  the  administra- 
tive service  by  loaning  their  Secretary,  Mr.  E.  Jay 
Howenstine,  who  has  served  as  coordinator. 

ANNUAL  FINANCIAL  REPORT 
Receipts 

From  Parent-Teacher  Associations ..  $ 805.00 


Soroptimist  Club  200.00 

Catalina  Jr.  Women’s  Club  620.00 

Women’s  Medical  Aux 250.00 

St.  Mary’s  Hosp.  Nurses  Alumnae  . . 25.00 

Kiwanis  Club  440.00 

Anonymous  15.00 

Reimbursements  3.00 


$2,358.00 

Disbursements: 

Checks  1 to  121  inclusive,  totaling  . . $2,347.09 

Balance  on  hand  $ 10.91 

Mrs.  William  Titsworth,  Treas. 

August  25,  1950 
In  computing  the  total  cost  of  caring  for  the 
622  cases  handled  during  the  year,  no  financial 
accounting  is  made  of  34  dental  cases— courtesy 
of  the  Dental  Society,  38  Heart  Clinic  cases— 
courtesy  of  Dr.  A.  J.  Present,  7 free  hospital  beds 
and  service— courtesy  St.  Mary’s  Hospital  and 
Tucson  Medical  Center,  and  the  contributions 


which  private  doctors  made  to  the  22  “Rejected’ 
cases.  We  note  the  following  items  which  were 
paid  direct  by  the  organizations  as  listed: 

Easter  Seal  Society  $ 938.00 

Lions  Club  600.00 

Hutchison  Fund 334.75 


$1,872.75  $1,872.75 
School  Health  Council $2,347.09 


Total  Expended  $4,219.84 

B.  E.  Beck,  President 


DOWELL  LABORATORIES 

3%  East  5th  St.,  Tempe 
LU  CRECE  B.  DOWELL,  M.  S. 


“$eeds  for  $ecurity” 

DON  A.  SEEDS,  C.  L.  U. 

Life  Insurance  Counselor 

WEST  COAST  LIFE  INSURANCE  CO. 

623  Security  Bldg. 

Phoenix,  Arizona  Phone  3-1957 


CULVER'S  REST  HOME 

GLENDALE 

Reasonable  Beautiful  Acreage  Accredited 

No  Tuberculars  or  Open  Carcinoma 
Cases  Accepted 

120  W.  B Street  Phone  549 


PRESCRIPTION 

Complete  line  of 

Hospital  Beds,  Crutches,  Trusses  and 
Surgical  Garments 

KELLY'S  PRESCRIPTION  SHOP 

45  East  Broadway  Phone  3-4701 

TUCSON 

D.  F.  Scheigert  L.  J.  McKenna 
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ACCEPTED  AND  APPROVED  BY 
• American  Medical  Association 

• Federal  Communications  Commission 
• Underwriters  Laboratory 

The  New  BURDICK  MF-49  Diathermy 


Distributed  in  Arizona  by 

STANDARD  SURGICAL  SUPPLY 

(Flexibility  and  Economy  in) 


PHOENIX 


TUCSON 


PATHOLOGY 


This  is  to  announce  that  tissues  for  diagnosis  are  accepted  by  the  following 
physicians  who  practice  in  Arizona,  are  not  exclusively  governmentally  employed, 
and  are  qualified  as  pathologic  anatomists: 


J.  D.  BARGER,  M.D. 

Maricopa  County  Hospital 
3435  W.  Apache 
Phoenix,  Arizona 

RALPH  H.  FULLER,  M.D. 

St.  Mary’s  Hospital 
Tucson,  Arizona 

GEORGE  O.  HARTMAN.  M.D. 

20  East  Ochoa  Street 
Tucson,  Arizona 


LOUIS  HIRSCH,  M.D. 

Tucson  Medical  Center 
Tucson,  Arizona 

MAURICE  ROSENTHAL.  M.D. 

St.  Monica’s  Hospital 
Phoenix,  Arizona 

O.  O.  WILLIAMS.  M.D. 

425  North  Fourth  Street 
Phoenix,  Arizona 


HAROLD  WOOD.  M.D. 

1033  East  McDowell  Road 
Phoenix,  Arizona 


RADIOLOGY 


TUCSON  TUMOR  INSTITUTE 

LUDWIG  LINDBERG.  M.D.  JAMES  H.  WEST.  M.D..  F.A.C.R. 

Diplomales  of  American  Board  of  Radiology 


RADIUM 

721  North  4th  Ave. 


AND  X-RAY 


THERAPY 

TUCSON,  ARIZONA 
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WOMAN’S  AUXILIARY 


MEETING  OF  THE  EXECUTIVE  BOARD  OF 
THE  WOMEN’S  AUXILIARY 

The  executive  board  of  the  Woman’s  Auxiliary 
to  the  Arizona  Medical  Society  met  September 
27th,  1950  at  the  Old  Pueblo  Club  in  Tucson. 

Mrs.  Herzberg  greeted  the  board  members 
and  profusely  thanked  them  for  their  excellent 
cooperation  and  for  the  enthusiasm  displayed  in 
their  work.  Much  had  been  done  throughout 
the  summer  to  prepare  the  yearly  program,  and 
each  committee  chairman  gave  a resume  of  the 
work  she  hoped  to  accomplish  this  year. 

The  Bulletin  chairman,  Mrs.  J.  C.  Ehrlich,  has 
alerted  all  county  bulletin  chairmen  to  get  re- 
newals and  new  subscriptions,  and  to  actually 
sell  the  bulletin  this  year  by  calling  to  the  at- 
tention of  the  members  the  interesting  articles 
contained  therein,  and  that  it  is  the  only  way  to 
know  and  understand  the  functions  of  National 
and  what  Auxiliaries  throughout  the  country 
are  doing.  Reading  this  publication  cannot 
help  but  make  all  aware  of  the  value  and  pur- 
pose of  Auxiliary. 

Mrs.  Carlos  C.  Craig,  chairman  of  the  Nurses’ 
Loan  Fund  Committee,  gave  an  interesting  re- 
port as  to  what  had  been  accomplished  to  date 
and  made  suggestions  as  to  the  future  function- 
ing of  this  very  important  committee.  As  you 
are  aware,  two  girls  are  now  in  training  with 
money  received  from  this  fund.  Inasmuch  as 
nurses  already  in  training  have  requested  finan- 
cial aid,  it  was  recommended  that  this  commit- 
tee be  authorized  to  consider  such  requests  and 
to  give  financial  assistance  provided  the  girls 
have  the  necessary  qualifications. 

Much  time  was  given  to  the  discussion  of 
programming.  Mrs.  George  Enfield,  chairman, 
stressed  the  extreme  importance  of  having  each 
county  chairman  give  a short  report  at  every 
meeting,  informing  the  membership  of  what  is 
actually  being  accomplished  and  what  could  be 
accomplished.  There  is  much  to  be  done  and 
programs  of  interest  should  be  planned  around 
auxiliary  activities.  She  stated  further,  that  pro- 
grams should  be  timely,  speakers  interesting 
and  suggested  more  audience  participation. 
Above  all,  Auxiliary  programs  should  be  plan- 


ned to  inform  doctor’s  wives  how  to  be  good 
public  relations  ambassadors  to  other  organiza- 
tions and  in  the  community  at  large. 

Our  publicity  chairman,  Mrs.  Matthew  Cohen, 
stressed  the  fact  that  she  is  dependent  upon  the 
cooperation  of  the  State  officers  and  County 
Publicity  chairmen  for  news  items;  that  when 
requested,  they  immediately  prepare  an  article 
and  submit  pictures  with  biographical  sketches. 
Arizona  Medicine  is  our  medium  for  publicity 
and  inasmuch  as  this  magazine  is  sent  to  every 
doctor’s  wife  throughout  the  State  and  to  the 
Chicago  Office  of  the  National  Auxiliary,  we 
should  extend  every  effort  to  see  that  timely  and 
interesting  articles  get  into  the  magazine.  The 
deadline  for  the  magazine  is  the  15th  of  each 
month. 

Public  relations  and  health  activities  being  so 
closely  related,  will  work  hand-in-hand.  The 
State  Society  has  requested  the  help  of  the 
auxiliaries  in  furthering  its  drive  for  club  en- 
dorsements against  compulsory  health  insurance. 
Some  1500  organizations  were  contacted  by  the 
Society  and  it  is  now  up  to  the  organized  auxil- 
iaries and  the  members-at-large  throughout  the 
State  to  follow  through.  This  is  a very  im- 
portant project  and  means  much  work,  the  suc- 
cess depending  upon  the  full  cooperation  of  all. 
A further  project  to  be  investigated  is  aid  to 
the  Visiting  Nurses  Association  by  volunteer 
help.  It  is  hoped  that  when  this  project  is  pre- 
sented to  the  auxiliaries,  the  membership  will 
respond  and  give  time  to  this  worthwhile  or- 
ganization. 

Timely  legislation  will  be  relayed  to  the  county 
legislation  chairmen  by  Mrs.  Louis  Hirsch,  State 
chairman,  with  a request  that  sufficient  time  be 
allotted  at  each  county  meeting  to  convey  such 
information  to  the  members.  This  should  be 
a “must”  at  each  county  meeting  so  that  doctor’s 
wives  are  informed  and  able  to  disseminate 
proper  information,  and  to  enable  them  to  be  en- 
lightened voters. 

Mrs.  D.  L.  Secrist,  1st  vice-president,  hopes 
to  reactivate  members,  bring  in  new  women 
and  attempt  to  organize  some  of  the  members- 
at-large. 
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The  board  anticipates  cooperation  of  all 
auxiliary  members.  Those  attending  this  meet- 
ing were: 

Mrs.  Benjamin  Herzberg,  President,  Phoenix; 
Mrs.  Royal  Rudolph,  President  Elect,  Tucson; 
Mrs.  R.  Lee  Foster,  Finance,  Phoenix;  Mrs.  Don- 
ald Carlson,  Health,  Phoenix;  Mrs.  Hollis  Brain- 
ard,  Today’s  Health,  Tucson;  Mrs.  Louis  Hirsch, 
Legislation,  Tucson;  Mrs.  Delbert  Secrist,  Or- 
ganizations, Tucson;  Mrs.  [.  D.  Hamer,  Parlia- 
mentarian, Phoenix;  Mrs.  George  Enfield,  Pro- 
gram, Phoenix;  Mrs.  L.  L.  Tuveson,  Public  Rela- 
tions, Phoenix;  Mrs.  Thomas  Bate,  Revisions, 
Phoenix;  Mrs.  Carlos  C.  Craig,  Nurses  Loan 
Fund,  Phoenix;  Mrs.  Brick  P.  Storts,  Treasurer, 
Tucson;  Mrs.  Charles  Starns,  Director,  Tucson; 
Mrs.  A.  E.  Cruthirds,  Corresponding  Secretary, 
Phoenix;  Mrs.  Karl  Harris,  Maricopa  County 
President,  Phoenix;  Mrs.  Roy  Hewitt,  Pima 
County  President,  Tucson;  and  Mrs.  T.  C.  Har- 
per, Gila  County  President,  Globe. 

Respectfully  submitted, 

Mrs.  Matthew  Cohen,  Publicity  Chairman 


MARICOPA  COUNTY  ACTIVITIES 

The  annual  fall  luncheon  of  the  Woman’s 
Auxiliary  of  the  Maricopa  County  Medical  Asso- 
ciation was  held  Tuesday,  October  10,  at  the 
Arizona  Country  Club.  The  meeting  honored 
all  new  members  of  the  past  year. 

Mrs.  John  Findley,  hospitality  chairman,  in- 
troduced Mesdames  John  L.  Ford,  John  F.  Mc- 
Kenn,  and  Robert  W.  Ripley  of  Phoenix  and 
Mrs.  Fred  Ewart  of  Mesa. 

The  program  for  the  Southwest  Medical  Asso- 
ciation Convention  to  be  held  in  Phoenix  Thurs- 
day and  Friday,  October  26th  and  27th  was  an- 
nounced by  Mrs.  Robert  Cummings. 

The  auxiliary  approved  the  board’s  recom- 
mendation that  the  auxiliary  members  contribute 
one  half  day  per  week  to  the  Visiting  Nurse 
Service  at  the  Social  Service  Center. 

Mrs.  Karl  Harris,  new  president,  presided. 

Those  so  desiring  remained  to  play  bridge 
and  canasta  after  the  meeting  was  adjourned. 

Respectfully  submitted, 
Mrs.  John  Eisenbeiss,  Phoenix,  Arizona 


Left  to  Right:  Mrs.  Charles  Van  Epps,  Phoenix 
(Serving) , Mrs.  John  L.  Ford,  Phoenix,  Mrs. 
Robert  Ripley,  Phoenix,  Mrs.  John  McKenna, 
Phoenix  and  Mrs.  Fred  Ewart,  Mesa,  Arizona 
are  the  new  members  to  the  Maricopa  County 
Medical  Auxiliary. 
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PUBLIC  RELATIONS 


As  Public  Relations  Chairman  of  the  Woman’s 
Auxiliary  to  the  Arizona  Medical  Association,  I 
have  recently  written  to  the  various  county 
Chairmen  asking  their  support  and  cooperation 
in  the  state  program. 

A Meeting  was  held  this  summer  with  the 
members  of  the  Public  Relations  committee  of 
the  Arizona  Medical  Association.  It  was  agreed 
that  the  way  in  which  the  Auxiliary  could  be  of 
most  aid  was  to  follow  through  with  the  en- 
dorsement program  already  well  started  by  them. 
These  gentlemen  stated  that  this  was  the  most 
pressing  need  at  the  moment  and  the  State 
Auxiliary  agreed  to  do  its  utmost  to  supplement 
their  program. 

The  central  office  has  mailed  packets  to  many 
hundreds  of  organizations  asking  them  to  go  on 
record  against  Socialized  Medicine.  These 
packets  included  a letter  from  Dr.  Robert  Hast- 
ings requesting  their  aid,  various  literature  and 
a sample  resolution  to  be  used  or  copied  if  de- 
sired. 

As  these  were  all  mailed  out  during  the  sum- 
mer and  many  organizations  were  not  function- 
ing, the  response  has  quite  naturally  been  slow. 
Our  job  is  to  follow  through  by  contacting  these 
people,  finding  out  if  anything  has  been  done, 
and  if  not,  urging  that  it  be  taken  up  as  soon 
as  possible. 


Several  methods  of  approach  have  been  sug- 
gested. To  some  a letter  can  be  sent,  to  others 
a personal  interview  or  even  a phone  call  is 
more  effective.  Auxiliary  members  who  belong 
to  any  of  these  groups  can  naturally  be  of  great 
service. 

County  chairmen  have  received  ( 1 ) a list  of 
names  to  whom  this  packet  was  sent,  (2)  a 
sample  resolution.  Dr.  Hastings’  letter,  and  litera- 
ture contained  in  the  packet,  (3)  a suggested 
letter  to  be  used  by  them  in  contacting  these 
people,  and  (4)  a list  of  the  organizations  who 
have  taken  action  in  favor  of  the  Voluntary 
Way. 

The  two  main  points  being  stressed  are  these: 
First,  try  to  get  action  taken  and  second,  let  the 
central  office  know  as  soon  as  possible  when  they 
do.  We  feel  it  is  of  little  value  unless  we 
know  about  it,  and  get  it  on  file  at  National 
Headquarters. 

The  Public  Relations  Chairman  has  no  other 
statewide  plan  at  the  moment.  It  is  felt  that 
the  local  chairmen  knew  their  own  problems 
best.  I do  wish  to  stress  the  fact  that  whenever 
the  Auxiliary  can  help  shoulder  the  civic  respon- 
sibilities in  its  own  community  it  is  of  inestimable 
value. 

Mrs.  L.  L.  Tuveson 
Phoenix,  Arizona 


THE  ORTHOPEDIC  CLINIC 

For  the  Treatment  of  Fractures,  Diseases  and  Surgery  of 
the  Bones  and  Joints 

ORTHOPEDIC  SURGERY 

W.  A.  BISHOP,  Jr.,  M.D.,  F.A.C.S.  ALVIN  L.  SWENSON,  M.D. 

Diplomates  of  the  American  Board  of  Orthopedic  Surgery 

ARTHRITIS 

DeWITT  W.  ENGLUND,  M.D. 

1313  North  Second  Street  Phone  8-1586 


Phoenix,  Arizona 
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THE  INTERNATIONAL 
PHARMACY 

Ethical  Prescription  Pharmacy 
Phone  302 . 

212  Main  Street  Yuma,  Arizona 

JOHNSON'S  DRUG  STORE 

PRESCRIPTIONS 

“Service  you  will  like” 

Corner  Speedway  and  Park  Avenue 
Phone  2-8865  Tucson,  Arizona 

R & B DRUG  STORE 

Prescription  Pharmacists 
Phone  363 

Yuma,  Arizona 

STONE  AND  3RD  PHARMACY 

Let  us  serve  you  and  your  patient 
Phone  3-6041 

749  N.  Stone 

(Cor.  3rd  and  Stone)  Tucson,  Arizona 

DENMAN  AND  THOMPSON 

“The  Friendly  Store” 

Health  Sundries 

Gila  Bend,  Arizona 

WILSON  PHARMACY 

PRESCRIPTIONS 
El  Mirage,  Arizona 

FOX  DRUG  STORE 

PRESCRIPTIONS 

(Directions  in  Spanish) 

2nd  and  Jefferson  Phone  3-0830 

Phoenix,  Arizona 

ENSMINGER  PHARMACY 

RELIABLE  PRESCRIPTIONS 
121  North  Cortez 

Phone  188  Prescott,  Arizona 

HODGES  PHARMACY 

The  REXALL  Store 
Phone  7982  Eloy,  Arizona 

HAMILTON'S  DRUG 

The  REXALL  Store 
Benson,  Arizona 

PALMER'S  PHARMACY 

MORTON  PALMER,  R.Ph.G 

1027  East  6th  Street 
Tucson,  Arizona 

FLORES  PHARMACY 

(FARMACIA  FLORES) 

“Your  Nyal  Service  Drug  Store” 

W.  Congress  and  Meyer  Sts.  Phone  3-3362 

Tucson,  Arizona 

JONES  DRUG  COMPANY 

DEPENDABLE  Rx  SERVICE 
Two  Convenient  Locations 
111  East  Congress  - Phone  2-6437 
1225  South  Cherry  - Phone  3-3164 
Tucson,  Arizona 

MARUMI 

28  Registered  Pharmacists 

Tucson  Casa  Grande 

LA  CONCHA  DRUG  STORE 

MONTE  DAVILA,  Prop. 

415  South  Meyer  - Phone  2-4191 

Tucson,  Arizona 
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CAMPBELL  DRUG  COMPANY 

1007  No.  7th 
“Right  Now  Delivery” 

Phone  3-1992 
Phoenix,  Arizona 

EVERYBODY'S  DRUG  COMPANY 

Prescription  Druggists 
Phone  4587 
Mesa,  Arizona 

KASH  DRUG  COMPANY 

3610  No.  7th 
Phone  5-3531 
Phoenix,  Arizona 

HOWARD'S  Rx  PHARMACY 

Professional  Prescription  Service 
Phone  8-3694  312  W.  McDowell  Rd. 

Phoenix,  Arizona 

WOOD'S  PHARMACY 

Prescription  Pharmacists 
100  Washington  Street 
Peoria,  Arizona 

McDowell  pharmacy 

545  E.  McDowell  Rd.  Phone  2-3137  - 3-4332 

Phoenix,  Arizona 

SHARPE  & PULLINS 

Prescriptions 
229  E.  Glendale 
Phone  Glendale  298 
Glendale,  Arizona 

MESA  DRUG  COMPANY 

(Walgreen  Agency) 

Prescriptions 

101  Main  Street  Phone  5679 

Mesa,  Arizona 

MURRAY'S  PHARMACY 

PRESCRIPTION  DRUGGISTS 
Phone  28 
Superior,  Arizona 

Physicians  and  Surgeons  Pharmacy 

PRESCRIPTIONS 

753  E.  McDowell  Road  Phone  4-8434 

Phoenix,  Arizona 

pAfi/i  ikl'C 

PROFESSIONAL  PHARMACY 

Where  Pharmacy  Is  a Profession 

39  EaJC  Monroe  Street 
6 Doors  East  of  Professional  Bldg. 
Phone  3-3470 
PHOENIX,  ARIZONA 

BOWMAN  DRUG  COMPANY 

PRESCRIPTIONS 
Phone  533 
Goodyear,  Arizona 

LAIRD  & DINES 

The  REXALL  Store 

Reliable  Prescription  Service 
Tempe  422  Mill  Ave.  & 5th 

Tempe,  Arizona 

MAC  ALPINE  DRUG  CO. 
The  *R&KcdUL  Store 

This  label  is  your  guarantee  of  accurate 
prescription  compounding 

FREE  DELIVERY  PHONE  4-2606 

2303  No.  7th  St.  Phoenix,  Arizona 
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NEUROLOGY  and  PSYCHIATRY 


EDWARD  BLANK,  M.D. 

PSYCHIATRY  and  NEUROLOGY 

733  West  McDowell  Road 
Phoenix 

Hours  by  Appointment 

CHARLES  W.  SULT,  Jr.,  M.D. 
RICHARD  E.  H.  DUISBERG,  M.D. 

Diplomates  of  the  American  Board 

NEUROLOGY,  PSYCHIATRY  AND 
ELECTROENCEPHALOGRAPHY 

419  Professional  Building  Phoenix,  Arizona 

OTTO  L.  BENDHEIM,  M.D. 

MILTON  H.  ERICKSON,  M.D. 

NEUROLOGY  and  PSYCHIATRY 

PSYCHOTHERAPY  AND  PSYCHIATRY 
Certified  bv  American  Board  of 

1515  North  Ninth  Street 
PHOENIX,  ARIZONA 

Psychiatry  and  Neurology 

Certified  by  American  Board  of 

32  West  Cypress  Street  Phone  2-4254 

Psychiatry  and  Neurology 

Phoenix,  Arizona 

NEUROLOGICAL  SURGERY 

JOHN  A.  EISENBEISS,  M.D. 

JOHN  RAYMOND  GREEN,  M.D. 

Certified  by  American  Board  of 

Certified  by  the  American  Board 

Neurological  Surgery 

of  Neurological  Surgery 

Lois  Grunow  Memorial  Clinic 

1010  Professional  Building 

926  E.  McDowell  Road 

Telephone  8-3756 

Phoenix,  Arizona 

PHOENIX,  ARIZONA 

UROLOGY 

MERRIWETHER  L.  DAY,  M.D. 

W.  G.  SHULTZ,  M.D.,  F.  A.  C.  S. 

F.  A.  C.  S. 

Diplomate  of  The  American 

Diplomate  of  The  American 

Board  of  Urology 

Board  of  Urology 

LADDIE  L.  STOLFA,  M.D. 

Lois  Grunow  Memorial  Clinic 

1010  N.  Country  Club  Road 

926  East  McDowell  Road 
Tel.  4-3674  Phoenix 

Telephone  5-2609  Tucson,  Arizona 

PAUL  L.  SINGER,  M.D.,  F.  A.  C.  S. 

DONALD  B.  LEWIS,  M.D. 

Certified  American  Board  of 

UROLOGY 

UROLOGY 

1313  N.  Second  Street  Phone  3-1739 

123  So.  Stone  Ave.  Phone  4500 

PHOENIX,  ARIZONA 

Tucson,  Arizona 
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UROLOGY— (Cont'd.) 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 

ROBERT  H.  CUMMINGS,  M.D. 

write  to 

Diplomate  of  the 

ARIZONA  MEDICINE 

American  Board  of  Urology 

401  Heard  Bldg. 

808  Professional  Building 

Phone  2-4884 

15  East  Monroe  Phone  4-3577 

PHOENIX,  ARIZONA 

Phoenix,  Arizona 

INTERNAL  MEDICINE 


ROBERT  S.  FLINN,  M.D. 

INTERNAL  MEDICINE 

CARDIOLOGY  and  ELECTROCARDIOGRAPHY 
1118  Professional  Building 
Phone  4-1078 
Phoenix,  Arizona 

DANIEL  H.  GOODMAN,  M.D. 

INTERNAL  MEDICINE  CARDIOLOGY 

ELECTRO  CARDIOGRAPHY 

607  Heard  Bldg.  Phone  4-7204 

Phoenix,  Arizona 

JESSE  D.  HAMER,  M.D. 

F.  A.  C.  P. 

INTERNAL  MEDICINE 
CARDIOLOGY 

Suit  910  Phoenix 

15  E.  Monroe  St.  Arizona 

KENT  H.  THAYER,  M.D. 

F.  A.  C.  P. 

INTERNAL  MEDICINE 
Diplomate  of  the 

American  Board  of  Internal  Medicine 

ROBERT  H.  STEVENS,  M.D. 

INTERNAL  MEDICINE  ALLERGY 

1313  N.  Second  St.  Phone  4-8841 

Phoenix,  Arizona 

FRANK  J.  MILLOY,  M.D. 
F.  A.  C.  P. 

INTERNAL  MEDICINE 

611  Professional  Building 
Phone  4-2171 
Phoenix,  Arizona 

JOSEPH  BANK,  M.D. 

Diplomate  of 

American  Board  of  Internal  Medicine 
American  Board  of  Gastroenterology 

JOHN  W.  FINDLEY,  Jr.,  M.D. 

GASTROENTEROLOGY,  GASTROSCOPY 

800  North  First  Avenue  Phone:  4-7245 

PHOENIX,  ARIZONA 

ROBERT  E.  RIDER,  M.D. 

INTERNAL  MEDICINE 
ELECTROCARDIOGRAPHY 

Del  Sol  Hotel  Bldg.  Phone  26 

Yuma,  Arizona 

W.  PAUL  HOLBROOK,  M.D, 
F.A.C.P. 

DONALD  F.  HILL,  M.D.,  F.A.C.P. 
CHARLES  A.  L.  STEPHENS,  Jr.,  M.D. 

Tucson,  Arizona  Phone  5-1511 
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HOSPITAL 

WALTER  V.  EDWARDS,  Jr.,  M.D. 

Lawrence  Memorial  Hospital 
Cottonwood,  Arizona 

H.  B.  LEHMBERG,  M.D. 

J.  T.  O'NEIL,  M.D. 

Casa  Grande  Clinic  Phone  4495 

Casa  Grande,  Arizona 

PHYSICAL  MEDICINE 

ALLERGY 

M.  E.  FULK,  M.D. 

GLENDALE  CLINIC  HOSPITAL 
Clinic  Open  Daily:  9 a.m.  to  6 p.m. 

Sundays  and  Holidays  l>y  Appointment 
245  East  A Avenue  Phone  240 

Glendale,  Arizona 

E.  A.  GATTERDAM,  M.D. 

ALLERGY 

15  E.  Monroe  St.,  Professional  Bldg. 
Office  Hours:  11  A.  M.  to  5 P.  M. 
Phoenix,  Arizona 

CHEST  DISEASES 

AND  SURGERY 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 

write  to 

ARIZONA  MEDICINE 

401  Heard  Rldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 

GEORGE  D.  BOONE,  M.D.,  F.A.C.S. 

DISEASES  AND  SURGERY  OF  THE  CHEST 

601  East  Sixth  Street  Telephone  4-1561 

TUCSON,  ARIZONA 

PROCTOLOGY 

CLINIC 

WALLACE  M.  MEYER,  M.D. 

PROCTOLOGY 

903  Professional  Bldg. 

Phone  2-2822  - 3-4189 
Phoenix,  Arizona 

MESA  MEDICAL  CENTER 

MARK  H.  WALL,  M.D. 
FRANKLIN  B.  LANEBACK,  M.D. 
J.  EDWIN  KEPPEL,  M.D. 

206  East  Main  St. 

Mesa,  Arizona 
Office  Phone  4350 

BUTLER  CLINIC 

D.  E.  NELSON,  M.D. 

SUN  VALLEY  CLINIC 

F.  W.  BUTLER,  M.D. 

34  North  Macdonald 

501-505  Fifth  Avenue 

MESA,  ARIZONA 

SAFFORD,  ARIZONA 
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ORTHOPEDIC  SURGERY 

GEORGE  L.  DIXON,  M.D. 

GEO.  A.  WILLIAMSON,  M.D., 

PHILIP  G.  DERICKSON,  M.D. 

F.A.C.S. 

ORTHOPAEDIC  SURGERY 

LEO  L.  TUVESON,  M.D. 

Diplomate  of  the  American  Roarcl 

ORTHOPAEDIC  SURGERY 

of  Orthopaedic  Surgery 

744  N.  Country  Club  Road  Telephone  5-1533 

800  North  First  Ave.  Telephone  2-2375 

TUCSON,  ARIZONA 

PHOENIX,  ARIZONA 

ROBERT  E.  HASTINGS,  M.D., 
F.A.C.S. 

ALFRED  0.  HELDOBLER,  M.D. 

JAMES  LYTTON-SMITH,  M.D. 

RONALD  S.  HAINES,  M.D. 

Diplomates  American  Board  of  Orthopaedic 

JOHN  H.  RICKER,  M.D. 

Surgery 

STANFORD  F.  HARTMAN,  M.D. 

ORTHOPAEDIC  SURGERY 

1811  East  Speedway 

926  East  McDowell  Road 

TUCSON,  ARIZONA 

Phoenix,  Arizona 

PHYSICIANS 

and  SURGEONS 

GEORGE  B.  IRVINE,  M.D. 

THIS  SPACE  FOR  SALE 

FOR  INFORMATION  AND  RATES 

W.  G.  PAYNE,  M.D. 

write  to 

PHYSICIANS  AND  SURGEONS 

ARIZONA  MEDICINE 

8 West  Fifth  Street  Phone  526 

401  Heard  Bldg. 

Tempe,  Arizona 

Phone  2-4884 

PHOENIX,  ARIZONA 

ANESTHESIOLOGY 

THIS  SPACE  FOR  SALE 

LOUISE  BEWERSDORF,  M.D. 

FOR  INFORMATION  AND  RATES 
write  to 

F.  A.  C.  A. 

ARIZONA  MEDICINE 

ANESTHESIOLOGY 

401  Heard  Bldg. 

208  West  Glenrosa 

Phone  2-4884 

Phone  5-4471  - 8-2392 

PHOENIX,  ARIZONA 

Phoenix,  Arizona 

DERMATOLOGY 

GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 

KENNETH  C.  BAKER,  M.D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 

Dermatology  and  Syphilology 

Telephone  3-0602  729  N.  Fourth  Ave. 

Phone  3-5264 

Tucson,  Arizona 

105  W.  McDowell  Road  Phoenix,  Arizona 

86 


Arizona  Medicine 


November,  1950 


PHYSICIANS'  DIRECTORY 


THIS  SPACE  FOR  SALE 

THIS  SPACE  FOR  SALE 

FOR  INFORMATION  AND  RATES 
write  to 

FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

ARIZONA  MEDICINE 

401  Heard  Bldg. 

401  Heard  Bldg. 

Phone  2-4884 

Phone  2-4884 

PHOENIX,  ARIZONA 

PHOENIX,  ARIZONA 

SURGERY 


ALFRED  D.  LEVICK,  M.D. 

LOUIS  P.  LUTFY,  M.D. 

PROCTOLOGY 

SURGERY  and  GYNECOLOGY 

1137  West  McDowell  Road 

301  West  McDowell  Rd.  Phone  3-4200 

Phones  8-2194  - 3-4189 

Phoenix,  Arizona 

Phoenix,  Arizona 

H.  D.  KETCHERSIDE,  M.D. 

SURGERY  and  UROLOGY 

DELBERT  L.  SECRIST,  M.D., 
F.A.C.S. 

DONALD  A.  POLSON,  M.D. 

GENERAL  SURGERY 

123  South  Stone  Avenue 

Certified  by  the  American  Board  of  Surgery 

800  North  First  Avenue 

Tucson,  Arizona 

Phone  4-7245 
Phoenix,  Arizona 

Office  Phone  2-3371  Home  Phone  5-9433 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

W.  R.  MANNING,  M.D.,  F.A.C.S. 

SURGERY 

ARIZONA  MEDICINE 

Diplomate  American  Board  of  Surgery 

401  Heard  Bldg. 
Phone  2-4884 
PHOENIX,  ARIZONA 

620  North  Country  Club  Road  Phone  5-2687 

Tucson,  Arizona 

CHILDREN'S 

DISEASES 

WILLIAM  F.  SCHOFFMAN,  M.D. 
CECILIA  H.  SHEMBAB,  M.D. 
JAMES  L.  COFFEY,  M.D. 

DOCTORS  BUILDING 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

401  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 

316  West  McDowell  Road  Telephone  4-7287 

Phoenix,  Arizona 
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OBSTETRICS  and  GYNECOLOGY 

HARRY  J.  FELCH,  M.D. 

Physician  and  Surgeon 

Residence  Office 

325  W.  Granada  703  Professional  Bldg. 

Phoenix,  Arizona  15  E.  Monroe  Street 

Residence  3-1151  Office  3-1151 

PATHOLOGICAL  LABORATORIES 
G.  O.  HARTMAN,  M.D. 

PATHOLOGICAL  LABORATORY 
20  E.  Ochoa  St.  Phone:  3-4861 

TUCSON,  ARIZONA 

EYE,  EAR,  NOSE  and  THROAT 


PATHOLOGICAL  LABORATORY 

507  Professional  Building  Telephone  3-4105 

W.  WARNER  WATKINS  AND 
ASSOCIATES 

1313  North  Second  Street  Telephone  8-3484 

Phoenix,  Arizona 


CLARENCE  B.  WARRENBURG,  M.D. 

Diplomate  of  American  Board  of 
Obstetrics  and  Gynecology 

Grunow  Clinic 

926  E.  McDowell  Road  Phoenix,  Arizona 


DUNCAN  G.  GRAHAM,  M.D. 

EYE,  EAR,  NOSE  and  THROAT 
Certified  by  American  Board  of  Otolaryngology 

114  West  Pepper  Street 
Mesa,  Arizona 


JOHN  S.  MIKELL,  M.D. 

1811  East  Speedway 
Tucson,  Arizona 

EAR,  NOSE  AND  THROAT 
BRONCHOSCOPY 


BERNARD  L.  MELTON,  M.D. 
F.A.C.S.,  F.I.C.S. 

EYE,  EAR,  NOSE  AND  THROAT 

Certified  by  American  Board  of  Ophthalmology 
Certified  by  American  Board  of  Otolaryngology 
Certified  by  International  College  of  Surgeons 

605  Professional  Bldg.  Phone  3-8209 

PHOENIX,  ARIZONA 


ARCHIE  E.  CRUTHIRDS,  M.D., 
F.A.C.S.,  F.I.C.S. 

EYE,  EAR,  NOSE  AND  THROAT 
Certified  by  American  Board  of  Otolaryngology 
American  Academy  of  Ophthalmology  and 
Otolaryngology 

1011  Professional  Bldg.  Phone  3-5121 

Phoenix,  Arizona 


D.  E.  BRINKERHOFF,  M.D.,  F.A.C.S. 

EAR,  NOSE  AND  THROAT 
Certified  by  American  Board  of  Otolaryngology 

ROBERT  D.  SMITH,  M.D. 

EYE,  EAR,  NOSE  AND  THROAT 
Lois  Grunow  Memorial  Clinic 
926  E.  McDowell  Rd.  Phone  4-3807 

Phoenix,  Arizona 


H.  FIELDING  WILKINSON,  M.D. 

Organic  Diseases  and  Psychogenic  Disorders  of 
Eye,  Ear,  Nose  and  Throat 

Refractions  (Fitting  of  Glasses) 

39  West  McDowell  Road  Phone  8-3167 

Phoenix,  Arizona 
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GENERAL  MEDICINE 

GENERAL  PRACTICE 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

401  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 

RAYMOND  1.  McGILVRA,  M.D. 

GENERAL  PRACTICE 
307  E.  Indian  School  Road 
Office  Phone  5-0750 

Office  Hours:  10-12  and  2-5  By  Appointment 

Phoenix,  Arizona 

J.  REICHERT,  M.D. 

General  Practice 

CARDIO  VASCULAR  DISEASES 
ELECTROCARDIOGRAPHY 

303  West  McDowell  Rd.  Office  Phone  4-7028 

Phoenix,  Arizona 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

401  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 

RADIOLOGY 

GOSS  - DUFFY  LABORATORY 

X-RAY  AND  CLINICAL  DIAGNOSIS 

316  West  McDowell  Road 
Phoenix,  Arizona 

PATHOLOGICAL  LABORATORY 

507  Professional  Building  Telephone  3-4105 

MEDICAL  CENTER  X-RAY 
LABORATORY 

1313  North  Second  Street  Telephone  8-3484 

W.  Warner  Watkins,  M.D.  R.  Lee  Foster,  M.D. 

John  W.  Kennedy,  M.D. 

Diplomates  of  American  Board  of  Radiology 
Phoenix,  Arizona 

DRS.  HAYDEN,  PRESENT,  WELSH 
AND  HILEMAN 

Diplomates  of 

American  Board  of  Radiology 
DIAGNOSTIC  ROENTGENOLOGY 

23  East  Ochoa 
T ucson 

MARCY  L.  SUSSMAN,  M.D., 
F.A.C.R. 

Diplomate  of  American  Board  of  Radiology 

801  North  Second  Ave. 

Telephone  8-1027 
Phoenix,  Arizona 

JOHN  FOSTER,  M.D. 

Diplomate  of  American  Board  of  Radiology 
Diagnostic  Roentgenology  X-Ray  Therapy 

Radium  Therapy 
MEDICAL  ARTS  BLDG. 
DIAGNOSTIC  LABORATORY 

543  E.  McDowell  Road  Phone  8-1601 

Phoenix,  Arizona 


SPEECH  PATHOLOGY 
ROBERT  N.  PLUMMER,  Ph.D. 

SPEECH  PATHOLOGY 
including 

Lip  Reading  and  Speech  for  the  Deaf 
Professional  Member 

American  Speech  and  Hearing  Association 
Medical  Arts  Bldg.  Phone  3-2051 

Phoenix,  Arizona 
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CHLORO  M YCETH 


CHLORAMPHCNICft 
50  mg. 

Cu  tion— To  be  dispense 
only  by  or  on  the  present 
tion  of  a physician 


iflJilTl'MIH 


OtT»OIT.  MICH..  U 1 » 


CHLORAMPHENICOt 
250  mg* 

Caution— Tb  be  dispense) 
only  by  or  on  the  prescrip- 
tion of  a physician 


Chloromycetin 


( chloramphenicol,  Parke-Davis ) 
is  supplied  in  Kapseals®  of  250  mg., 
and  in  capsules  of  50  mg. 


PARKE,  DAVIS 


bar  pneumonia  with  bacteremia 

ter  initiation  of  Chloromycetin  therapy  the  temperature  returned 
normal  within  forty-eight  hours,  and  prompt  subsidence  of  the 
ugh  and  chest  pain  occurred."1 

’•onchopneumonia 

inically,  the  child  improved  rapidly  and  was  out  of  the  oxygen 
it  in  24  hours  and  afebrile  in  36  hours.’ 2 

rimary  atypical  (virus)  pneumonia 

i the  first  evening  of  Chloromycetin  treatment  the  subjective  symptoms 
ire  less  severe,  and  within  24  hours  his  fever  began  to  settle.’’3 

hloromycetin  is  effective  against  practically  all  pneumonia- 
using organisms.  Response  is  strikingly  rapid,  temperatuie  drops, 
e lungs  clear . . . and  your  patient  is  convalescent. 

hloromycetin  is  unusually  well  tolerated.  Side  effects 
e rare,  severe  reactions  almost  unknown. 
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of  OVALTINE 


As  the  bar  chart  so  vividly  indicates,  Ovaltine  is  an  excep- 
tionally economical  source  of  many  essential  nutrients. 
Using  whole  milk  as  the  basis  for  comparison,  the  chart  con- 
trasts the  relative  amounts  of  nutrients  supplied  by  8 cents’ 
worth  of  Ovaltine  granules  (3  servings)  and  by  8 cents’ 
worth  of  whole  milk.  In  8 of  the  13  nutrients  listed, 
Ovaltine  supplies  greater  amounts,  and  in  the  remaining  5, 
high  proportions  of  the  amounts  found  in  milk. 

It  should  be  noted  that  Ovaltine  specially  enriches  milk 
in  those  nutrients  in  which  milk  is  low.  Thus  Ovaltine  is 
not  only  economical  in  use  but  constitutes  with  milk  an 
ideal  protective  supplementary  food  drink.  It  finds  wide 
usefulness  whenever  dietary  supplementation  becomes 
necessary,  either  because  of  poor  appetite,  inability  to  con- 
sume a normal  diet,  or  illness  which  often  makes  normal 
eating  difficult  or  impossible. 

THE  WANDER  COMPANY 

360  N.  MICHIGAN  AVE.,  CHICAGO  1,  ILL. 


Two  kinds.  Plain  and  Chocolate  Flavored. 
Serving  for  serving,  they  are  virtually 
identical  in  nutritional  content. 
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Doctors 

see 

Roy  Brooks 

about  your 
Plumbing 
and 

Heating 

PHONE  4-2215 

913  North  Seventh  St.  Phoenix,  Arizona 


ACCIDENT  - HOSPITAL  - SICKNESS 

INSURANCE 


For  Physicians,  Surgeons,  Dentists  Exclusively 


ALL 


PREMIUMS 

COME  FROM 


/ PHYSICIANS  \ 
SURGEONS 
V DENTISTS  J 


CLAIMS  7 


$5,000.00  accidental  death  $8.00 

$25.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$10,000.00  accidental  death  $16.00 

$50.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$15,000.00  accidental  death  $24.00 

$75.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$20,000.00  accidental  death  $32.00 

$100.00  weekly  indemnity,  accident  and  sickness  Quarterly 
Cost  has  never  exceeded  amounts  shown. 

ALSO  HOSPITAL  POLICIES  FOR  MEMBERS,  WIVES 
AND  CHILDREN  AT  SMALL  ADDITIONAL  COST 


85c  out  of  each  $1 .00  gross  income 
used  for  members’  benefit 


$3,700,000.00 

INVESTED  ASSETS 


$16,000,000.00 
PAID  FOR  CLAIMS 


$200,000  deposited  with  State  of  Nebraska 
for  protection  of  our  members. 

Disability  need  not  be  incurred  in  line  of  duty  — benefits 
from  the  beginning  day  of  disability. 

PHYSICIANS  CASUALTY  ASSOCIATION 
PHYSICIANS  HEALTH  ASSOCIATION 

48  years  under  the  same  management 
400  First  National  Bank  Building  Omaha  2,  Nebraska 
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NOW.. 


a single-tube 
Maxicon  combination  unit  with 
table -mounted  tube  stand 


Component  construction  now  makes  available  a new  combina- 
tion table  in  the  expansive  Maxicon  line  of  diagnostic  x-ray 
apparatus.  Hand-tilt  or  motor-driven,  this  single-tube  radiographic 
and  fluoroscopic  table  is  designed  for  operation  with  100  or  200 
ma  equipment,  usually  with  the  matching  control  stand  illustrated. 
Its  table-mounted  tube  stand  makes  it  so  compact  it  will  fit  in  a 
small  room. 

Discover  for  yourself  the  remarkable  flexibility  of  the  Maxicon. 
Ask  your  GE  representative  for  unique  booklet  demonstration,  or 
write. 


GENERAL  ELECTRIC 
X-RAY  CORPORATION 


Direct  Factory  Branch:  333  North  Sixth  Avenue,  PHOENIX 


n a 


critical  evaluation 


of  drugs  for  treating 


urinary  tract 
infections 


it  has  been  noted  that: 


SULAMYD 


(Sulfacetimide) 


“combines  the  features  of  good  antibacterial  activity, 
low  toxicity,  and  rapid  renal  elimination  resulting 
in  high  urinary  level.  . . . Sulfacetimide  . . . has  the 
advantage  of  high  solubility  even  in  the  physiological 
acid  range  of  the  urine,  thereby  minimizing  almost 
to  a negligible  point  the  danger  of  concrement 
formation.  . . .” 1 Because  of  its  wide  antibacterial 
range  it  may  be  preferable  to  penicillin  and 
streptomycin.2  It  is  well  tolerated  and  remarkably 
free  from  side  effects.3 


DOSAGE  : Therapeutic:  2 tablets  t.i.d.  for  10  days. 
Prophylactic:  1 tablet  t.i.d. 

SULAMYD  Tablets  0.5  Gm.  in  bottles  of 
100  and  1000  tablets. 


1.  Nesbit,  R.  M.,  anJ  Clickman,  S.  I.:  J.  Michigan  State  M.  Soc. 
46:664,  1947. 

2.  Dodson,  A.  I.:  West  Virginia  MJ.  45:1,  1949. 

3.  Seneca,  H.;  Henderson,  E.,  and  Harvey,  M.:  J.  Urol.  61:1105,  1949. 


CORPORATION'S  LOOMFIELD,  NEW  JERSEY 


SULAMYD 
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a significant  advance  in  the 
treatment  of  ventricular  arrhythmias . . . . 


Effect  of  a single  oral  dose  of  PRONESTYL 

in  ventricular  premature  contractions 


Lead  II. 
Control  tracing: 
normal  sinus  rhythm, 
ventricular  extrasystole. 


Lead  II. 

Tracing  30  minutes  after 
1 Gm.  Pronedtyl  orally. 
No  ventricular  premature 
contractions  present. 


Lead  II. 
Tracing  7 Yz  hours 
later  shows 
persistent  effect. 
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PRONESTYL  Hydrochloride 


less  toxic  than  quinidine 


IN  CONSCIOUS 
PATIENTS 


IN  ANESTHESIA 


Indications  and  Dosage 

For  the  treatment  of  ventricular  tachycardia: 

Orally:  1 Gm.  (4  capsules)  followed  by  0.5-1.0  Gm.  (2  to  4 capsules)  every 
four  to  six  hours  as  indicated. 

Intravenously : 200-1000  mg.  (2  to  10  cc.).  Caution- administer  no  more  than 
200  mg.  (2  cc.)  per  minute. 

Hypotension  may  occur  during  intravenous  use  in  conscious  patients.  As  a 
precautionary  measure,  administer  at  a rate  no  greater  than  200  mg.  (2  cc.) 
per  minute  to  a total  of  no  more  than  1 Gm.  Electrocardiographic  tracings 
should  be  made  during  injection  so  that  injection  may  be  discontinued  when 
tachycardia  is  interrupted.  Blood  pressure  recordings  should  be  made  fre- 
quently during  injection.  If  marked  hypotension  occurs,  rate  of  injection 
should  he  slowed  or  stopped. 

For  the  treatment  of  runs  of  ventricular  extrasystoles: 

Orally:  0.5  Gm.  (2  capsules)  every  four  to  six  hours  as  indicated. 

During  anesthesia,  to  correct  ventricular  arrhythmias : 

Intravenously:  100-500  mg.  (1  to  5 cc.).  Caution  -administer  no  more  than 
200  mg.  (2  cc.)  per  minute. 


Pronestyl  Hydrochloride  Capsules,  0.25  Gm.,  bottles  of  100  and  1000. 
Pronestyl  Hydrochloride  Solution,  100  mg.  per  cc.,  10  cc.  vials. 


Supply 


Hydrochloride 


SQUIBB  PROCAINE  AMIDE  HYDROCHLORIDE 


••PRONESTYL" 


A TRAOEMARK  OF  E.  R.  SQUIBB  & SONS 


SQJJIBB 


10 


Arizona  Medicine 


December,  19.50 


Cortone 


NOW  AVAILABLE 


WITHOUT  RESTRICTION 


CORTONE*  (Cortisone)  is  now  available,  through  your  usual  source  of 
medicinal  supplies,  without  restriction.  Pharmacists  are  prepared 
to  fill  your  prescriptions  for  use  of  this  remarkable  hormonal 
substance  in  your  daily  practice.  Hospitalization  of  individual  patients 
is  at  the  discretion  of  the  physician. 


ACETATE 

(CORTISONE  Acetate  Merck) 


(11  -Dehydro-1 7 -hydroxycorticosterone-2 1 -acetate  ) 


* CORTONE  is  the  registered 
trade-mark  of  Merck  & Co., 
Inc.  for  its  brand  of  cortisone. 


R A H W A Y, 


NEW 


JERSEY 
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HYDROCHLORIDE  CRYSTALLINE 

in  Brucellosis 


The  chronic  ill  health  and  mortality  associated  with 
undulant  fever,  caused  by  one  of  the  strains  of 
brucellae  organisms,  has  been  a serious  medico- 
social  and  economic  problem  in  this  country.  The 
treatment  of  these  infections  in  man  can  now  be 
satisfactorily  carried  out  with  aureomycin. 


Capsules: 

Bottles  of  25  and  100,  50  mg.  each  capsule. 
Bottles  of  16  and  100,  250  mg.  each  capsule. 

Ophthalmic: 

Vials  of  25  mg.  with  dropper,-  solution  pre- 
pared by  adding  5 cc.  of  distilled  water. 


Aureomycin  has  also  been  found  effective  for 
the  control  of  the  following  infections:  acute  ame- 
biasis, bacterial  and  virus-like  infections  of  the  eye, 
bacteroides  septicemia,  boutonneuse  fever,  gon- 
orrhea, Gram-positive  infections  (including  those 
caused  by  streptococci,  staphylococci,  and  pneu- 
mococci), Gram-negative  infections  (including 
those  caused  by  the  coli-aerogenes  group),  granu- 
loma inguinale,  H.  influenzae  infections,  Klebsiella 
pneumoniae  infections,  lymphogranuloma  venereum, 
primary  atypical  pneumonia,  psittacosis,  puerperal 
infections,  Q fever,  rickettsialpox,  Rocky  Mountain 
spotted  fever,  surgical  infections,  subacute  bacte- 
rial endocarditis  resistant  to  penicillin,  tick-bite 
fever  (African),  trachoma,  tularemia  and  typhus. 


LEDERLE  LABORATORIES  DIVISION  amek/cam  Cfantunid co\iPA\r  30  Rockefeller  Plaza,  New  York  20,  N.\ 


12 


Arizona  Medicine 


December , 1950 


early 

diagnosis 


While  reducing  immediate  morbidity 
and  mortality,  early  diagnosis  of  venous 
thrombosis  and  prompt  anticoagulant 
therapy  also  protect  against  femoral  vein 
destruction  for  . . the  instantaneous 
action  of  heparin  nearly  always  puts  an 
end  to  upward  spreading  of  the  process,”! 
with  its  later  sequelae  of  valvular  incom- 
petence, venous  stasis,  pain,  chronic  ed- 
ema and  ulceration.  Effective  and  readily 
controllable  anticoagulant  therapy  is 
available  with  these  Upjohn  prepara- 
tions: 


Heparin  Sodium,  Sterile  Solution 
Depo* -Heparin  Sodium,  Sterile  Solution 
’ Trademark , Reg.  U.  S.  Pat,  Off. 
1.  Bauer,  G.:  Angioloay  1:  161-169  (Apr.)  1950. 


Upjohn 


Medicine  ...  Produced  with  care...  Designed  tor  health 


THE  UPJOHN  COMPANY.  KALAMAZOO  99.  MICHIGAN 


Vol.  7,  No.  12 
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f * Stick-to-it-iveness 
is 

fine— 
tor 

everyone 
else ... 


"but  take  me— I just  can't  stick  to  my  diet. 

I can't  resist  desserts.  Oh,  dear,  this  diet  is  getting  me  down!'' 

If  she  thinks  it's  getting  her  down  what's  it  doing  to  physicians  who  have 
to  listen  to  such  explanations  every  day?  This  is  especially  true  for  the  doc- 
tor who  hasn't  prescribed  Efroxine  Hydrochloride. 

Efroxine  makes  it  easier  for  most  patients  to  reduce  by  depressing  the  appetite 
and  elevating  the  mood.  Efroxine  offers  a number  of  advantages  over  other 
sympathomimetic  amines. 

...It  has  a more  rapid  and  longer-lasting  effect  with  smaller  dosage. 

...It  has  little  pressor  effect  in  the  recommended  dosage  range.  This  advan- 
tage is  particularly  valuable  in  the  treatment  of  obesity. 

...  It  is  more  likely  to  produce  cerebral  stimulation  with  relatively  few  side 
effects. 

Efroxine  Hydrochloride  Tablets  and  Elixir 

Mallbie  Brand  of  Methamphet'amine  Hydrochloride 


Maltbie  Laboratories,  Inc.  Newark  1,  New  Jersey 
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A Complete,  Protective  Infant  Food  . . . 


S-M-A,  diluted  and  ready 
to  feed,  provides  in  each 
quart  the  following  propor- 
tions of  the  minimum  daily 
requirements  for  infants. 


VITAMIN  A 
5,000  U.S.P.  units 

333% 

VITAMIN  D 
800  U.S.P.  units 

200% 

THIAMINE 
0.67  mg. 

250% 

RIBOFLAVIN 
1 mp. 

200% 

VITAMIN  C 
50  mg. 

500% 

NIACINAMIDE 
5 mg. 

- 

Ready-to-feed  S-M-A  is  the  most  complete  formula  for 
infants.  Its  protective  vitamins  are  administered  in  the  most 
satisfactory  way — right  in  the  food  and  in  each  feeding. 
No  danger  of  forgetting,  no  extra  burden  for  busy  mothers. 

No  infant  food  is  more  like  breast  milk  than  S-M-A — in 
content  of  protein,  fat,  carbohydrates  and  ash,  in  chemical 
constants  of  the  fat  and  in  physical  properties. 

S-M-A  CONCENTRATED  LIQUID— cans  of  13  fl.  oz. 
S-M-A  POWDER— 1 lb.  cans 

S' 

vitamin  C added 

builds  husky  babies 

Wyeth  Incorporated,  Philadelphia  3,  Pa. 


Vol.  7,  No.  12 
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preferred  by  us  is 
Tremarin,’  a mixture 
of  conjugated  estrogens, 
the  principal  one 
of  which  is 
estrone  sulfate.” 

Hamblen, E.  C.: North  Carolina  M.J. 7:533  (Oet.)  1946. 


In  treating  the  menopausal  syndrome 
with  “Premarin”  Perloff*  reports  that 
“Ninety-five  and  eight  tenths  per  cent 
of  patients  treated  with  3.75  mg. 
or  less  daily  obtained  complete  relief 
of  symptoms”;  also,  “General  tonic 
effects  were  noteworthy  and  the  greatest 
percentage  of  patients  who  expressed 
clear-cut  preferences  for  any  drug 
designated  ‘Premarin.’  ” 

Thus,  the  sense  of  “well-being” 
usually  imparted  represents  a “plus”  in 
“Premarin”  therapy  which  not  only 
gratifies  the  patient  but  is  conducive  to 
a highly  satisfactory  patient-doctor 
relationship. 

Four  potencies  of  “Premarin” 
permit  flexibility  of  dosage:  2.5  mg., 
1.25  mg.,  0.625  mg.  and  0.3  mg.  tablets; 
also  in  liquid  form,  0.625  mg.  in 
each4cc.  (1  teaspoon  ful). 

•Perloff,  W.  H.:  Am.  J.Obst.&  Gy  nee.  58:684  (Oct.)  1949. 


While  sodium  estrone  sulfate  is  the  principal  estrogen  in 
“Premarin”  other  equine  estrogens. ..estradiol,  equilin, 
equilenin,  hippulin...are  probably  also  present  in  varying 
amounts  as  water-soluble  conjugates. 

I39SM 


Estrogenic  Substances  ( water-soluble)  also  known  as  Conjugated  Estrogens  ( equine) 


Ayerst,  McKenna  & Harrison  Limited 
22  East  40th  Street,  New  York  16,  N.  Y. 
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Your  stairs  would  be  crowded 


IF  ALL  THE  PATIENTS  CAME  AT  ONCE  WHO 
REPRESENT  EACH  OF  THE  MANY  CONDITIONS  FOR 
WHICH  SHORT-ACTING  NEMBUTAL  IS  EFFECTIVE 


T 


here’d  be  at  least  44  on  hand,  Doctor,  for  that’s  how  many 
clinical  uses  for  short-acting  Nembutal  have  been  reported 
in  the  literature.  No  matter  what  degree  of  cerebral  depression 
you  desire — from  mild  sedation  to  deep  hypnosis — you  can 
achieve  it  with  short-acting  Nembutal.  Dosage  required  is 
small,  only  about  one-half  that  of  many  other  barbiturates.  Small 
dosage  means  less  drug  ro  be  inactivated  shorter  effeo, 
widei  margin  of  safety  and  less  possibility  of  hangovei  ' 
Pharmacies  everywhere  have  short-acting 
Nembutal  as  capsules,  tablets,  supposi- 
tories, elixir  and  solution  prepared  from 
the  Nembutal  acid,  or  the  sodium  or 
calcium  salts.  Convenient  small-dosage 
sizes  simplify  administration.  For  a 
40-page  booklet,  ”44  Clinical  Uses 
for  Nembutal,”  just  drop  a line  now  to 
Abbott  Laboratories, 

North  Chicago,  111.  GJMjrytt 

In  equal  oral  doses,  no  other  barbiturate 
combines  QUICKER,  BRIEFER, 

MORE  PROFOUND  EFFECT. 


NOTE  THE  NAME 


Nembutal 

(PENTOBARBITAL,  ABBOTT) 


» 


SALT 


SODIUM 


Salt  without  sodium:  Neocurtasal  palat- 
ably seasons  all  foods. 


Neocurtasal  looks,  pours  and  is  used  like 
table  salt.  Available  in  convenient  2 oz. 
shakers  and  8 oz.  bottles. 


Cardiac  failure,  renal  disease  asso- 
ciated with  edema,  hypertension, 
arteriosclerosis,  or  certain  pregnancy 
complications  call  for  sodium  restric- 
tion. But,  without  seasoning,  low  sodium 
diets  are  difficult  to  endure. 


neocurtasal* 


170  VARICK  STREET,  NEW  YORK,  N.  Y. 


NEOCURTASAL,  trademark  reg.  U.  S.  & Canada 
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ntibiotics 


gents . . • 

treated 


WITH  TERRAMYCIN 


duration  following  u 
infection);  previous  t 

and  chemotherapeutic 


divided 


Therapy 


suggested  for , 

acute  Pneumococcal 

bacteremia;acutestj 
septic  sore  throat,  tor, 
^ciliary  infections,  i, 

to  £ coli  A 

’ A-  nerogene 
erramycin-sensitiVe  0 
melUe’“‘‘.suM;hemoi 
a vene 

Pneumonia  1 t^r  t-»  L . . _ / 


including 

infections. 


staphyU 


i urinary 
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cw“ accepted 

spectrum  antibiotic  Ig 
effectiVe~Well  tolerated  ^ 

7nTm  Tyhe  high‘y  Active 

" "hen  other  antibiotics  fail., 
rramycin  may  be  well  tolerated 
" When  0ther  antibiotics  are 


ndings  obtained  at  over  ioa 
ers,  2 Gm.  daily  by  mouth  m to 
;ted  for  acute  infections. 

capsules,  bottles  of  16  an^  ™ 

.capsules,! Miles  of  2S  and  : 

. capsules,  bottles  of  25  «» 

_ . -p  i Jr.;  Johnson,  J-  I 

N.;  Welch,  H.;  Clark,  ■ ^ J43:1  (May  ( 
R.,  and  Comely,  • 

WE  and  Bartholomew.  1 

F R • Wellman,  W- 

an;,  1 OOISS  (Apr.  12)  1950. 


Antibiotic  Division 

CHAS.  PFIZER  & CO.,  INC.,  Brooklyn  6,  N .Y. 
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WHEN  OBESITY  IS  A PROBLEM 


| 

i 


S.  H.  CAMP  and  COMPANY 

JACKSON,  MICHIGAN 

World's  Largest  Manufacturers 
of  Scientific  Supports 

Offices  in  New  York  • Chicago 
Windsor,  Ontario  • London,  England 


Clinicians  have  long  noted 
that  the  forward  bulk  of  the 
heavy  abdomen  with  its  fat- 
laden wall  moves  the  center 
of  gravity  forward.  As  the 
patient  tries  to  balance  the 
load,  the  lumbar  and  cervical 
curves  of  the  spine  are  in- 
creased, the  head  is  carried 
forward  and  the  shoulders 
become  rounded.  Often  there 
is  associated  visceroptosis. 
Camp  Supports  have  a long 
history  among  clinicians  for 
their  efficacy  in  supporting 
the  pendulous  abdomen.  The 
highly  specialized  designs  and 
the  unique  Camp  system  of 
controlled  adjustment  help 
steady  the  pelvis  and  hold  the 
viscera  upward  and  backward . 
There  is  no  constriction  of 
the  abdomen,  and  effective 
support  is  given  to  the  spine. 
Physicians  may  rely  on 
the  Camp- trained  fitter  for 
precise  execution  of  all  in- 
structions. 

If  you  do  not  have  a copy  of 
the  Camp  “Reference  Book 
for  Physicians  and  Surgeons’  ’ , 
it  will  be  sent  on  request. 


THIS  EMBLEM  is  displayed  only  by  reliable  merchants 
in  your  community.  Camp  Scientific  Supports  are  never 
sold  by  door-to-door  canvassers.  Prices  are  based  on 
intrinsic  value.  Regular  technical  and  ethical  training  of 
Camp  fitters  insures  precise  and  conscientious  attention 
to  your  recommendations. 
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LIVERMORE  SANITARIUM 


• The  Hydropathic  Department 
devoted  to  the  treatment  of  gen- 
eral diseases,  excluding  surgical 
and  acute  infectious  cases.  Special 
attention  given  functional  and  or- 
ganic nervous  diseases.  A well 
equipped  clinical  laboratory  and 
modern  X-ray  Department  are  in 
use  for  diagnosis. 


• The  Cottage  Department  (for 
mental  patients)  has  its  own  fa- 
cilities for  hydropathic  and  other 
treatments.  It  consists  of  small 
cottages  with  homelike  surround- 
ings, permitting  the  segregation  of 
patients  in  accordance  with  the 
type  of  psychosis.  Also  bungalows 
for  individual  patients,  offering 
the  highest  class  of  accommoda- 
tions with  privacy  and  comfort. 


GENERAL  FEATURES 

1.  Climatic  advantages  not  excelled  in  United  States.  Beautiful  grounds  and  attractive  surrounding  country. 

2.  Indoor  and  outdoor  gymnastics  under  the  charge  of  an  athletic  director.  An  excellent  Occupational  Department. 

3.  A resident  medical  staff.  A large  and  well-trained  nursing  staff  so  that  each  patient  is  given  careful  individual  attention. 


Information  and  circulars  upon  request. 

Address:  O.  B.  JENSEN,  M.D. 
Superintendent  and  Medical  Director 
Livermore,  California 
Telephone  313 


CITY  OFFICES: 

San  Francisco  Oakland 


450  Sutter  Street 
GArfield  1-5040 


1624  Franklin  Street 
GLencourt  1-5988 


SOUTHWESTERN  SURGICAL 
SUPPLY  CO. 


YOUR  COMPLETE  SOURCE  IN  THE  SOUTHWEST 
FOR  ALL  ETHICAL  MEDICAL  EQUIPMENT  AND 
SUPPLIES. 


PHOENIX 


TUCSON 


EL  PASO 
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SURPRISING  COMPACTNESS 
FOUR  CHOICES  OF  POWER 
15  - 30  - 50  - 100  ma. 


WA9TT-RANDOLPH  EQUIPMENT  COMPANY 

Distributors  for  North  American  Philips  Company,  Inc. 

539  E.  McDowell  Road  Medical  Arts  Building  Phoenix,  Arizona 


ARIZONA  MEDICINE 

Journal  of  ARIZONA  MEDICAL  ASSOCIATION 


VOL.  7,  No.  12  © DECEMBER,  1950 


THE  ADVANCING  CURABILITY 
POTENTIAL  BY  SURGERY  OF  THE  CHEST 


HOWELL  S.  RANDOLPH,  M.D. 
Phoenix,  Arizona 


Lester  Ward  writes,  “The  whole  of  medicine 
and  surgery  is  a violent  interference  with  bi- 
ological competition— Man  repudiates  nature  and 
applies  art.  The  constant  tendency  is  to  render 
everything  more  artificial,  which  means  more 
and  more  perfect.”  No  field  of  surgery  has  seen 
more  rapid  progress  than  has  the  treatment  of 
chest  conditions.  It  is  the  family  physician  who 
fir:  meets  these  problems.  Pie  is  in  a position 

to  idvise  treatment  at  a time  when  it  is  feasible 
to  perform  curative  surgery  in  what  may  other- 
w je  be  an  incurable  condition.  A frequent  re- 
e aluation  of  the  possibilities  is  therefore  obliga- 
ti ry.  The  average  length  of  time  between  onset 
or  the  first  symptoms  and  surgical  consultation 
in  cases  of  carcinoma  of  the  lung  is  twelve 
months.  This  is  not  altogether  due  to  the  slow- 
ness of  the  patient  to  seek  medical  advice  but 
frequently  because  the  first  phyisican  seeing  the 
patient  adopts  a “wait  and  see”  attitude.  All  of 
us  have  been  guilty  of  this  policy  in  the  border- 
line case  where  a clear-cut  diagnosis  may  be 
difficult.  The  same  factor  is  found  in  the  more 
chronic  lesions  and  it  is  good  to  take  stock  of 
the  advances  that  are  being  made.  Prolonged 
trials  of  antibiotic  therapy  must  not  be  permitted 
to  take  the  place  of  diagnostic  procedures  which 
could  yield  an  earlier  diagnosis. 

The  physician  must  properly  evaluate  the  gen- 
eral considerations  affecting  the  surgical  risk. 
Where  surgery  is  imperative  as  in  carcinoma,  ex- 
ploration may  be  done  under  conditions  which 
would  make  it  inadvisable  if  the  lesion  were  a 
small  round  lung  tumor  diagnosed  as  probably 
benign  cyst.  Cardiovascular  disease  frequently 
will  be  the  primary  contraindication  for  surgery 

•Read  before  the  Regional  Meeting  of  the  Am.  Col.  Phys.  Oct. 
22,  1949. 


which  would  be  imperative  otherwise.  Never- 
theless. the  cardiovascular  factors  must  be  evalu- 
ated chiefly  on  the  functional  capacity  of  the 
heart  rather  than  on  its  anatomical  or  patholog- 
ical changes.  In  the  presence  of  cardiac  decom- 
pensation with  edema,  no  procedure  that  would 
not  immediately  increase  the  cardiac  output  or 
the  ventilatory  capacity  of  the  lungs  could  be 
considered. 

However,  many  cases  of  constrictive  pericardi- 
tis operated  upon  have  some  degree  of  heart 
failure.  Giant  cysts  of  the  lung  may  be  removed 
with  the  expectation  of  immediately  increasing 
the  ventilatory  capacity  of  the  lung.  In  general, 
the  margin  of  cardiac  reserve  should  be  greater 
for  thoracotomy  than  for  surgery  in  other  parts 
of  the  body.  This  is  true  partly  because  of  the 
time  consumed  by  the  procedure  but  chiefly  be- 
cause of  the  pressure  changes  on  the  cardiac 
chambers  involved  when  open  pneumothorax  is 
produced.  Blalock1  found  in  animals  that  the 
cardiac  output  was  increased  during  general 
surgical  procedure  76%.  Others  have  shown  that 
the  cardiac  output  immediately  following  sur- 
gery, while  the  patient  is  still  asleep,  is  greatly 
reduced  and  does  not  return  to  normal  for  sev- 
eral days.  Snyder2  measured  this  and  reported 
an  average  of  minus  41%.  Following  thoractomy 
this  may  be  more  pronounced. 

Most  important  in  determining  the  cardiac 
reserve  in  the  surgical  patient  is  his  exercise  tol- 
erance. What  are  the  activities  which  he  can 
carry  on  without  great  dyspnea  or  fatigue?  A 
rapid  heart  is  frequently  a sign  of  poor  cardiac 
output  and  lowered  cardiac  reserve.  If  the  con- 
templated procedure  will  reduce  the  pulmonary 
ventilation,  greater  cardiac  reserve  is  necessary. 
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5-20-44  7-20-45 


Fig.  1.  N.  K.  Lead  1 of  serial  tracings  from  1943  to  7-20-45.  The 
gradual  development  of  Stokes-Adams  syndrome  with  complete 
disassociation  of  the  auricular  (104)  and  ventricular  (22)  con- 
tractions. Sound  tracings  demonstrate  prolonged  systolic  murmur. 
Three-stage  thorocoplasty  successfully  carried  out  in  1948. 


The  following  case  (Fig.  I)  is  illustrative  of 
the  fact  that  serious  degrees  of  myocardial  dam- 
age may  not  preclude  surgical  approach  to  the 
chest  problem. 

Case  N.  K.  This  patient  was  in  a Sanatorium 
for  the  treatment  of  tuberculosis  from  December, 
1936  to  September,  1938.  Pneumoperitoneum 
was  administered  and  he  was  considered  to  have 
made  excellent  progress.  He  was  discharged  as 
apparently  arrested.  He  was  followed  in  Phoe- 
nix from  1938  to  1943,  during  which  time  the 
pneumoperitoneum  was  discontinued,  his  spu- 
tum was  negative  but  the  X-rays  of  the  left  apex 
showed  a moth-eaten  appearance  with  report  of 
possible  outline  of  small  cavities.  He  had  no 
sputum  most  of  the  time,  however,  and  he  felt 
well  and  continued  to  work. 

The  first  available  electrocardiograph  tracing 
was  made  on  August  31,  1943,  when  the  patient 
was  40  years  of  age.  (Figure  I).  At  this  time  we 
show  a bundle  branch  block  with  a propagation 
time  of  0.12  and  an  a.v.  block  with  a conduction 
time  of  .22.  The  second  tracing  shows  a slowing 
of  the  heart  beat  with  a rate  of  54  and  2 to  1 
heart  block.  In  August  1944  the  ventricular  rate 
is  40  and  a complete  block  persists.  The  loud 
systolic  murmur  is  well  demonstrated  on  this 
sound  tracing.  In  November  1944  the  heart 
block  was  changed  to  a ventricular  rate  of  27 
and  an  auricular  rate  of  90.  In  April  1945  we 
see  an  increase  in  the  width  of  the  QRS  now 
measuring  .16.  In  July  of  1945  the  ventricular 


rate  was  22  against  an  auricular  rate  of  100.  The 
patient  continued  working  and  remained  fairly 
comfortable,  using  large  doses  of  ephedrine 
when  the  ventricular  rate  fell  below  30.  In  1948 
a large  cavity  was  noted  at  the  left  apex  and  a 
6-rib  three  stage  thoracoplasty  was  performed 
by  Dr.  Melick  under  general  anesthesia  without 
complication.  The  case  is  included  in  this  re- 
port because  of  the  unusual  nature  of  the  cardiac 
pathology  and  the  demonstration  of  the  evolu- 
tion of  complete  heart  block. 

Insofar  as  the  thoracotomy  may  be  elective, 
we  hesitate  to  perform  major  surgery  in  the 
presence  of  psychopathic  tendencies.  The  de- 
velopment of  psychic  reactions  may  interfere 
seriously  with  carrying  out  follow-up  procedures 
such  as  bronchoscopy  or  empyema  drainage. 

In  open  thoracotomy  it  is  essential  that  the 
chest  wall  heal  firmly  if  complete  re-expansion 
of  a lung  is  to  be  obtained  and  if  prevention  of 
intrathoracic  infection  is  to  be  accomplished. 
Nutritional  factors  are  particularly  important  and 
must  he  reckoned  in  the  surgical  risk  in  any  in- 
dividual case.  For  example,  out  of  14  patients 
subjected  to  pleural  decortication,  one  had  late 
breaking  down  of  the  chest  wall  incision,  de- 
feating the  objective  of  the  procedure.  There 
was  a dehiscence  of  the  chest  wound  occurring 
twenty  days  after  surgery  attributed  to  poor 
nutrition.  Another  had  a similar  complication, 
with  partial  failure  for  the  same  cause. 

The  chronological  age  of  the  patient  is  less 
often  a factor  in  deciding  whether  malignancy 
should  be  attacked  than  the  physiological  age, 
and  should  be  estimated  by  careful  physical  ex- 
amination. The  chronological  plus  the  physiolog- 
ical age  determines  also  the  degree  or  extent  of 
the  resection.  The  oldest  patient  in  series  was  a 
74  year  old  man  who  had  a lobectomy  for  car- 
cinoma. There  were  no  complications  and  an 
apparently  good  result  was  obtained.  He  is  now 
months  post-operative.  Pneumonectomy  when 
feasible  offers  a better  chance  of  cure  of  carcin- 
oma. Lobectomy  was  elected  in  this  patient  be- 
cause of  his  age  and  the  presence  of  consider- 
able emphysema. 

We  must  attempt  to  diagnose  carcinoma  of 
the  lung  earlier.  Routine  fluoroscopy  on  annual 
health  examinations  and  survey  X-rays  will  help. 
Hospital  patients  should  have  chest  X-rays  on 
admission.  Keener  suspicion  of  early  symptoms 
and  greater  readiness  to  explore  the  chest  are 
the  key  points.  Sputum  examination  for  malig- 
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Fig.  2.  (a)  Extensive  carcinoma  producing  superior  venacaval 

obstruction,  (b)  after  X-radiation  obstruction  temporarily  relieved 
(c)  Showing  collateral  circulation  by  infra-red  photograph,  (d) 
Another  case  of  inoperable  carcinoma  producing  left  vocal  cord 
and  diaphragm  paralysis. 

nant  cells  should  be  more  widely  employed. 
Bronchoscopic  removal  of  bronchial  secretions 
for  cytologic  studies  has  increased  the  diagnostic 
value  of  bronchoscopy  from  50%  to  more  than 
80%.  “False  positives”  occur  in  occasional  cases 
of  squamous  metaplasia,  so  that  the  exploratory 
thoracotomy  must  include  frozen  section  biopsy 
in  any  questionable  case. 

Precluding  surgery  are  the  signs  of  mediastinal 
involvement  such  as  superior  venacaval  obstruc- 
tion as  shown  in  the  accompanying  roentgeno- 
grams and  infrared  photograph.  Note  the  ex- 
treme dilatation  of  jugular  veins  and  the  exten- 
sive collateral  circulation  developed  over  the 
thorax.  (Fig.  2.  a-b-c. ) These  are  usually  signs 
of  inoperability. 

One  cannot  judge  operability  by  the  apparent- 
ly confluent  solidification  of  a lobe,  which  may 
be  due  to  atelectasis  from  bronchial  obstruction 
rather  than  carcinoma  extension.  Extensive  pul- 
monary atelectases  may  be  the  result  of  a small 
resectable  carcinoma.  Fluid  in  the  pleural  cavity, 
especially  when  bloody,  usually  means  incurable 
metastases.  However,  an  exploratory  should  be 
done  if  tumor  cells  cannot  be  found  in  the  fluid. 

Most  round  tumors  of  the  chest  should  be  re- 
moved on  suspicion,  unless  there  are  physical 
contraindications.  Even  the  neurofibroma  is  po- 


tentially malignant.  Kent  et  al3  reported  41% 
malignant,  some  with  metastases.  Dermoids  un- 
dergo malignant  change  in  a small  number  of 
cases.  Cysts  may  be  silent  for  years,  then  become 
infected  or  grow  and  cause  pressure  symptoms. 


Fig.  3.  (a)  Planigraph  showing  cyst  in  mid  lung  field  on  left  in 

an  8 year  old  girl,  (b)  32  year  old  female  with  a cyst  in  lowe: 
right  pericardial  location. 


(Fig.  3)  G.  G.  was  a little  girl  of  8 years, 
whose  pathology  was  found  on  routine  X-ray 
survey.  Upon  exploration  the  cyst  was  found  to 
occupy  most  of  the  left  upper  lobe,  requiring 
lobectomy.  L.  M.  F.  (Figure  3-B)  was  a 33  year 
old  woman  with  only  a chronic  cough.  The 
lesion  was  discovered  on  routine  examination 
and  found  on  removal  to  be  an  endothelial  lined 
pulmonary  cyst. 

Mild  bronchiectasis,  even  well  localized,  may 
be  tolerated  rather  than  resected  in  patients  past 
middle  age.  Individual  ligation  technique  brings 
cure  or  much  relief  to  many  patients  who  would 
have  been  rejected  as  hopeless  a short  time  ago. 
Parts  of  all  five  lobes  may  now  be  resected.  Re- 
moval of  five  or  six  of  the  9 segments  on  one 
side  may  leave  most  of  the  functioning  part  of 
lhat  lung  intact. 

Figure  4 illustrates  the  condition  for  which  the 
procedure  is  used.  This  patient  had  been  re- 
jected for  resection  in  the  past  because  of  very 
extensive  disease. 

Case  II  R.M.,  female,  aged  32  had  been  work- 
ing as  a clerk  at  the  airport.  Her  pulse  rate  was 
76,  blood  pressure  120/80,  heart  sounds  were 
normal  and  breath  holding  time  was  35  seconds. 
This  indicated  good  vital  capacity  considering 
the  extensive  saccular  bronchiectasis.  The  op- 
eration is  technically  possible  because  the  blood 
supply  to  the  lower  four  segments  and  the 
bronchi  below  the  opening  of  the  dorsal  segment 
bronchus  of  the  lower  lobe  is  anatomically  a 
separate  unit.  The  resection  proceeded  in  a re- 
trograde manner  without  undue  blood  loss,  con- 
tamination or  air  leak.  The  dorsal  lobule  of  the 
lower  lobe  which  was  not  resected  was  twice  the 
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Pig.  *4.  Extensive  bronchiectasis  involving  segments  of  all  five 
lobes.  Diagram  shows  segments  affected.  Segmental  resection  of 
left  side  resulted  in  marked  improvement  with  no  reduction  in  vita’ 
capacity. 

volume  of  all  the  four  diseased  lower  lobe  seg- 
ments together.  Little  functioning  lung  tissue 
was  found  supplied  by  these  four  segmental 
bronchi,  but  the  dorsal  lobule  appeared  enlarged. 
The  removal  of  the  lower  branches  and  the  small 
lateral  lingular  branch  of  the  upper  lobe  in  the 
same  manner  seemed  to  reduce  the  functioning 
volume  of  the  left  lung  very  little.  The  bronchi 
were  kept  clear  following  surgery  by  broncho- 
scopy and  aspirations.  The  patient’s  temperature 
was  never  above  99.2°.  She  returned  to  her  regu- 
lar work  five  weeks  after  surgery,  much  im- 
proved. The  amount  of  sputum  is  greatly  re- 
duced, and  the  breath  holding  time  three  months 
following  operation  was  36  seconds. 

Chronic  lung  abscess  is  now  treated  by  pul- 
monary resection  when  it  has  failed  to  respond 
to  the  presently  known  antimicrobial  agents. 
Many  cases  which  have  come  to  resection  fol- 
lowing drainage  operations  have  responded  to 
resection  satisfactorily.  Even  though  well  local- 
ized and  in  a location  that  is  easily  accessible  to 
open  drainage,  the  treatment  of  choice  may  be 
resection.  The  putrid  abscess,  the  granuloma  of 
coccidioidomycosis  when  serious  symptoms  are 
present,  and  the  tuberculoma,  if  large  and  of 
relatively  recent  origin,  may  all  be  subject  to  re- 
section. Pulmonary  actinomycosis4  and  histoplas- 
mosis'’' may  now  be  added  to  the  list  when  the 
lesions  are  sufficiently  localized. 


A 50  year  old  male  in  good  general  condition 
was  found  on  exploration  for  possible  carcinoma 
to  have  a granulomatous  lesion  consolidating  the 
left  upper  lobe.  At  operation  the  frozen  section 
was  diagnosed  an  inflammatory  condition  and  a 
lobectomy  was  done.  The  sections  revealed  ac- 
tinomycosis. 20,000,000  units  of  penicillin  in  6 
weeks  followed,  and  the  patient  has  remained 
well  seven  months.  In  view  of  the  solid  total  in- 
volvement of  the  lobe  it  is  doubtful  whether 
medical  treatment  alone  would  have  been  ef- 
fective. 

In  1947  a pneumonectomy  was  performed  on 
a patient  in  whom  a diagnosis  of  possible  car- 
cinoma had  been  made.  Grossly  the  upper  lobe 
and  part  of  the  middle  and  lower  lobes  were  in- 
durated, and  it  was  felt  that  a palliative  resection 
was  indicated.  On  microscopic  study  this  proved 
to  be  an  actinomycosis  infection.  Complete  thor- 
acoplasty and  a plastic  operation  on  the  bron- 
chus has  not  entirely  closed  the  broncho-cutane- 
ous fistula,  and  the  patient’s  condition  at  this 
time  is  poor  although  there  is  no  apparent  in- 
volvement of  the  remaining  lung. 

Antibiotic  therapy  in  pulmonary  actinomycos- 
is infections  is  encouraging,  but  resections  of 
accessible  foci  is  still  considered  essential.  At  the 
present  time  it  seems  feasible  to  remove  localized 
large  pulmonary  foci  when  the  age  and  general 
condition  of  the  patient  make  the  operation  rela- 
tively safe.  Pencillin  in  massive  doses  and  blood 
transfusions  have  been  successful  and,  combined 
with  resection  surgery,  offer  the  best  chance  of 
cure  of  otherwise  fatal  disease.  To  remove  the 
major  portion  of  the  involved  area  together  with 
what  may  be  the  primary  focus,  leaves  less  in- 
fection to  be  taken  care  of  by  antimicrobial 
agents. 

SUMMARY 

A few  pulmonary  problems  are  presented  to 
demonstrate  the  place  of  surgical  aid  in  their 
treatment.  Changing  approaches  to  the  treat- 
ment of  pulmonary  infections,  bronchiectases, 
and  tumors  of  the  lung  are  discussed. 
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Early  reparative  surgery  aids  in  the  preven- 
tion of  disability  and  the  restoration  of  function. 
Supportive  measures  such  as  fluids,  electrolytes, 
blood,  antibiotics,  chemotherapy,  proteins,  etc., 
must  be  instituted  where  necessary.  An  evalua- 
tion of  the  defect  and  a plan  for  surgery  must 
be  patterned.  Such  a plan  must  include  the 
primary  treatment  and  dovetail  into  secondary 
repair  where  required.  (FIG.  4) 

Gentleness  with  tissue,  a respect  for  circula- 
tion, an  eye  for  hemostasis,  the  hoarding  of  all 
attached  tissue  fragments  until  they  are  thor- 
oughly proved  to  be  useless  before  discarding, 
and  being  ever  ready  and  present  to  duel  with 
any  complications  as  they  may  arise  are  prere- 
quisites in  plastic  surgery. 

The  individual  case  presents  a specific  prob- 
lem demanding  that  treatment  and  procedures 
be  modified  to  adjust  themselves  to  the  require- 
ments. It  may  be  necessary  to  delay  intervention 
for  cosmetic  improvement  in  order  to  save  tissue 
and  at  some  later  date,  after  the  dividends  of 
time  have  accrued,  revisions  may  be  instituted. 

WOUNDS 

Immediate  care : The  creation  of  a clean  sur- 
gical theatre  is  important.  The  adjacent  area 
and  the  wound  should  be  cleansed  and  copiously 
washed  with  saline.  Meticulous  surgical  asepsis 
is  in  order. 

Tetanus  and  gas  anti-toxin  are  given  along 
with  specific  antibiotics  and  such  supportive 
treatment  as  is  required. 

Suturing  should  be  done  without  tension  on 
the  tissues.  Subcutaneous  sutures  of  silk  or  cat- 
gt  may  be  employed  to  gain  approximation.  Fine 
black  silk,  interrupted,  everting  sutures  or  a run- 
ning subcuticular  suture  is  used  in  the  skin.  Care 
must  be  taken  to  avoid  large  stitches  across  the 
skin  which  will  result  in  cross  marks  that  may  ne- 
cessitate wide  removal  for  secondary  revision. 

Viable  tissue  should  not  be  trimmed  or  heed- 
lessly sacrificed.  Secondary  repair  is  always  kept 

°*Presented  at  the  79th  Annual  Meeting  of  the  California 
Medical  Association,  April  30-May  3,  1950,  San  Diego,  California. 

°From  the  Division  of  Plastic  and  Reconstructive  Surgery  at 
the  Los  Angeles  County  Harbor  General  Hospital.  (Chief  of  the 
Service) 


in  mind  and  such  tags  or  flaps  may  be  indispens- 
able for  an  ideal  final  result. 

Bleeding  is  carefully  controlled.  A resultant 


(A) 


FIGURE  IV 

Burned  face:  (A)  Deep  third  degree  lye  burns  of  the  face 
and  eyes  with  complete  destruction  of  the  tissues.  (B) 
Depicting  early  skin  grafting  to  cover  the  denuded  areas 
over  the  whole  face.  Further  revision  has  been  done 
and  more  will  be  carried  out.  The  eyelids  have  been 
reconstructed,  mucous  membrane  grafts  to  the  eyeballs; 
several  “Z”  plasty  operations. 
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hematoma  is  an  excellent  breeding  ground  for 
bacteria  and  may  also  cause  the  loss  of  a par- 
tially evulsed  flap. 

The  dressing  should  be  done  as  carefully  as 
the  surgery.  Vaseline  or  parresine  gauze  is  laid 
over  the  wound  and  this  overlaid  with  gauze 
flats.  Where  necessary,  mechanic’s  waste  is  em- 
ployed over  this  for  pressure.  Adhesive  tape, 
elastoplast  or  stockinette  bandage,  depending 
upon  the  site,  is  used  for  immobilization  and 
pressure.  If  there  is  a large  wound  adjacent  to 
a joint,  the  latter  is  immobilized  in  order  to 
restrict  movement  and  relax  tension  over  the 
wound. 

Stitches  are  removed  early  in  order  to  avoid 
suture  marks,  and  adhesive  bridges  are  used 
over  the  wound  for  a period  of  two  to  four 
weeks.  The  latter  aids  in  preventing  spread  and 
also  tends  to  flatten  the  scar. 

Where  there  is  suspicion  of  keloid  formation, 
early  X-ray  treatment  may  be  introduced. 

Secondary  Repair : A large  wound  with  loss  of 
tissue  may  result  in  either  a contracted  or  unat- 
tractive scar.  Revision  is  employed  for  both  func- 
tional and  cosmetic  improvement. 

In  removing  a scar,  the  lines  of  incision  are 
outlined  with  Gentian  Violet  3%  U.S.P.  Usually 
this  in  the  form  of  an  ellipse  or  half  moon,  and 
when  possible  should  follow  Langer’s  lines.  Such 
a method  usually  results  in  a line  that  causes  less 
distortion  and  blends  with  the  skin. 

The  scalpel  is  held  perpendicular  to  the  skin 
so  that  a straight  rather  than  a beveled  edge  is 
created.  Again,  meticulous  hemostasis  is  import- 
ant. Careful  undermining  of  each  side  is  carried 
at  least  twice  the  width  of  the  resulting  defect 
thus  relieving  the  tension  for  approximation.  The 
subcutaneous  tissue  is  sutured  with  fine  silk  or 
catgut  and  the  sutures  so  placed  that  the  skin 
edges  are  everted.  The  skin  is  united  with  fine 
black  silk  interrupted,  everting  mattress  sutures. 

The  surgical  site  is  dressed  as  in  the  initial 
repair.  Immobilization  results  in  a finer  scar. 

Loss  of  Tissue:  Wounds  may  result  in  loss  of 
tissue  causing  a large  deforming  scar  or  a raw 
granulating  area,  requiring  coverage  both  for 
functional  and  cosmetic  improvement. 

When  possible  local  tissue  is  used  for  repair. 
Its  close  simulation  of  color  and  character 
coupled  with  the  relative  ease  of  reconstruction 
make  it  the  most  feasible.  Adjacent  relaxing  in- 
cisions allowing  a flap  to  be  shifted  onto  a defect 
are  often  applicable.  The  resultant  defect  (creat- 


ed in  forming  the  flap  may  be  closed  directly  or 
if  necessary  it  can  be  grafted. 

In  some  cases,  contractures  may  be  overcome 
by  a “Z”  plasty  operation,  where  the  flaps  of  the 
“Z”  are  interchanged  thus  altering  the  line  of 
tension. 

Should  local  tissue  prove  ineffective  in  the 
plan,  then  tissue  may  be  brought  from  some 
other  part  of  the  body  in  the  form  of  either  free 
skin  or  a pedicle  flap.  Composite  grafts  taken 
from  the  ear  are  applicable  in  some  cases  for 
transfer  onto  a defect. 

Skin  grafts  for  a defect  above  the  clavicle 
should  be  donated  from  the  same  locality.  The 
supra-clavicular  space,  behind  the  ear,  and  the 
upper  eyelid  are  the  usual  donor  sites.  This 
axiom  should  be  followed  because  skin  on  the 
face  possesses  a peculiar  reddish  tinge  indigen- 
ous to  the  area  and  when  substitution  is  neces- 
sary, it  should  be  simulated. 

For  other  parts  of  the  body,  the  thigh,  back, 
flanks,  chest  and  abdomen  can  donate  skin.  The 
thinner  the  skin,  the  easier  the  take,  but  it  also 
contracts  more  and  there  is  greater  opportunity 
for  color  change.  The  thicker  the  graft,  the  op- 
posite is  usually  true.  Full  thickness  grafts  are 
mainly  reserved  for  areas  that  are  closed  and 
clean  and  are  to  be  substituted  for  a healed  scar. 

In  some  instances  a pedicle,  including  skin 
and  subcutaneous  fat  may  be  used.  The  pedicle 
may  be  simple  or  compound  (lined  with  skin  or 
mucous  membrane).  It  can  be  transferred  to  its 


FIGURE  V 

Evulsion  of  skin  and  muscles  of  the  left  leg:  (A)  The 
denuded  area  was  primarily  skin  grafted.  A jump  ped- 
icle from  the  abdomen  was  carried  down  to  the  leg  to 
cover  the  exposed  tibia.  Patient  is  now  returned  to 
normal  function. 
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new  residence  by  employing  the  wrist,  hand,  etc., 
as  a carrier.  (FIG.  5)  Primarily,  the  pedicle  is 
raised  (and  if  necessary  outlined  and  delayed) 
then  attached  to  the  wrist.  At  a later  date,  usu- 
ally about  three  weeks,  the  pedicle  is  severed 
from  its  original  abode  and  transferred  onto  the 
defect.  Again,  in  approximately  three  weeks,  it 
is  detached  from  the  carrier  and  completely 
approximated  to  the  new  site.  A number  of  tech- 
niques have  been  introduced  to  gauge  the  time 
necessary  between  stages  (atropine,  flourescine, 
temperature  tests,  etc. ) . 

At  some  later  date,  the  transferred  pedicle 
may  be  raised  separately  on  each  side  and  thin- 
ned so  that  it  more  closely  resembles  the  cir- 
cuitous tissues. 

A pedicle  may  be  tubed  and  then  migrated, 
leaving  one  end  attached  at  all  times.  A direct 
contra-lateral  flap  can  be  used,  as  from  the  thigh 
to  the  opposite  heel,  the  calf  to  the  opposite 
lower  leg,  a biceps  or  abdominal  flap  to  the 
hand. 

Bone  from  the  ilium  or  tibia,  cartilage  from 
the  ribs,  ears  or  nose  and  necrocartilage  can  be 
employed  for  struts  or  filling  material.  Again, 
their  choice  will  depend  upon  the  defect. 

Each  procedure  has  a particular  use  and  its 
choice  will  be  dependent  upon  the  specific  prob- 
lem and  the  judgment  of  the  surgeon.  Exhaus- 
tive pre-operative  planning  cannot  be  over  em- 
phasized. 


(A) 


FIGURE  VI 

Third  degree  burns  of  the  whole  body:  (A)  Deep  burns, 
with  eschar  circling  both  legs,  of  the  abdomen,  chest, 
arms,  hands  and  face.  Baby  received  forty  transfusions 
of  whole  blood.  (B)  Split  skin  grafts  taken  from  all 
available  sites.  Some  donor  areas  were  used  several 
times  after  the  skin  was  regenerated.  Child  is  now 
walking.  X-Ray  is  helpful  over  the  heavy  scars.  Second- 
ary revision  has  been  done  to  overcome  an  ectropion  of 
the  mouth.  Further  revision  will  be  done  after  time  is 
allowed  to  do  its  work. 


(B) 


BURNS 

Initially  the  burned  patient  must  be  saved. 
Shock  and  infection  are  attacked.  Fluids,  gauged 
by  the  intake  and  output;  blood,  judged  by  the 
hemoerit  readings  are  the  most  important  im- 
mediate adjuncts.  Pressure  dressings,  all  modes 
of  supportive  treatment  and  early  skin  grafting 
follow. 

First  and  second  degree  burns  (partial  de- 
struction of  the  skin)  usually  epithelialize  and 
cover.  Third  degree  burns  (total  destruction  of 
the  skin)  though  they  may  cover  by  scar  and 
contracture,  usually  require  skin  grafting.  (FIG. 
6). 

The  burned  patient  is  taken  directly  to  the 
operating  room  and  under  complete  aseptic 
technic,  the  burned  sites  are  cleansed  and 
washed  with  suds  of  white  soap.  A pressure 
dressing  is  applied:  vaseline  gauze,  gauze  flats, 
mechanic’s  waste  and  stockinette  bandage. 

At  the  first  re-dressing,  four  to  five  days  later, 
the  patient  is  taken  to  surgery,  the  dressings  are 
removed,  the  burned  sites  thoroughly  washed 
and  irrigated  with  saline.  All  dead  tissue  is  re- 
moved. The  burn  is  evaluated.  In  some  cases, 
grafting  may  be  done  at  this  time,  in  others  it 
must  be  delayed. 
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When  grafting,  as  much  skin  as  possible  is 
cut  from  all  available  donor  sites  (usually  .008- 
.010  inches  thick).  The  grafts  are  sutured  where 
required,  overlaid  with  parresine  mesh,  gauze 
Hats,  mechanic’s  waste  and  stockinette  bandage 
is  used  for  pressure.  Sometimes,  especially  in 
children,  a light  cast  is  applied  over  this  for 
immobilization.  If  the  burn  appears  especially 
dirty,  wet  dressings  may  be  used  by  inserting 
numerous  catheters  into  the  pressure  dressing 
and  irrigating  through  these  every  two  hours 
around  the  clock.  (FIG.  3). 

When  the  patient  is  going  downhill  and  does 
not  have  sufficient  skin  of  his  own  to  use  for 
grafts,  then  donors  from  the  immediate  family 
should  be  used  for  homogenous  grafting.  These 
grafts,  though  they  disappear  (unless  utilized 
between  identical  twins)  in  three  to  nine  weeks, 
serve  admirably  as  a skin  dressing  until  the 
patient  is  in  condition  to  contribute  his  own  skin. 

Usually  the  patient  is  grafted  in  three  to  four 
weeks  following  a severe  burn.  Baths  are  most 


(A) 


FIGURE  III 

Circular  burn  of  left  leg  and  part  of  the  right:  (A)  A 

third  degree  burn  after  first  dressing  in  5Vfe  year  old  hoy. 
Sloughing  surface  debride  and  allowed  to  granulate 
before  grafting.  All  denuded  surfaces  first  covered  with 
homografts  from  mother  because  child  was  toxic  and 
going  downhill.  Homographs  lasted  four  weeks,  patient 
gained  ten  pounds  and  had  normal  temperature.  ( B ) Split 
skin  grafts  from  his  own  back,  abdomen,  chest  and 
flanks  applied,  with  restoration  of  function. 


(B) 


helpful  in  preparing  the  granulating  wounds  for 
grafting.  Good,  healthy,  clean,  firm,  red  granula- 
tion tissue  insures  the  skin  take. 


Following  surgery,  the  grafts  are  subsequently 
dressed  on  the  fifth  or  sixth  day.  The  sites  are 
cleansed  and  a moderate  pressure  dressing  is 
reapplied  until  the  eighth  or  ninth  day.  (FIG.  1). 

The  donor  sites  are  dressed  with  vaseline 
gauze,  gauze  Hats  and  a stockinette  bandage. 
They  are  usually  healed  in  eight  to  ten  days. 

Early  movement  is  most  important  and  this  is 
especially  true  of  the  extremities.  Physiotherapy 
is  a partner  in  the  early  treatment  of  burns. 

Late  Treatment:  The  late  treatment  of  burns, 
includes  all  of  the  procedures  mentioned  under 
the  section  on  “WOUNDS.”  Revision  of  scars, 
ihe  “Z  plasty,  full  and  split  thickness  skin  grafts, 
advancement  of  tissue  from  local  areas  and  flaps 
of  all  types  may  be  required.  Time  is  the  best 
friend  of  the  burned  patient,  and  its  friendship 
should  be  allowed  to  mature  before  intervening. 
ULCERS 

Ulcers  may  be  caused  by  injury,  burns,  infec- 
tion, neurogenic,  circulatory  disturbances,  etc. 
In  strategic  areas,  healing  may  result  in  contrac- 
ture, ectropion,  joint  fixation  and  deformity.  The 
nicer  may  remain  chronic,  causing  physical  de- 
bilitation, discomfort  and  economic  loss.  It  can 
assume  an  acute  stage,  leading  to  fluid  loss,  de- 
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bilitation  and  eventual  death.  Repeated  healing 
and  breaking  down  may  occur. 

The  systemic  effects  of  chronic  ulceration  aside 
from  debilitation  may  cause  anemia,  hypopro- 


(A) 


FIGURE  I 

Burned  hand:  (A)  Destruction  of  the  skin  and  underly- 
ing tissues.  Tendon  sheaths  are  exposed.  The  hand  has 
been  debride  and  readied  for  grafting.  (B)  Split  skin 
grafts  applied  over  the  hand  and  fingers.  Function  has 
been  restored.  Patient  continues  in  physiotherapy  fol- 
lowing plastic  repair. 


teinemia,  generalized  infection  and  chronic  en- 
ervation. The  patient’s  general  health  must  be 
stabilized  with  the  aid  of  fluids,  proteins,  blood, 
anti-biotics,  baths  and  general  supportive  treat- 
ment. As  soon  as  possible  the  ulcer  should  be 
exchanged  for  a normal  skin  covering. 

Large  ulcers  that  heal  by  scar  contain  a cover- 
ing devoid  of  normal  skin  elements  and  are  sen- 
sitive to  trauma.  Repeated  ulceration  results  in 
a piling  up  of  relatively  avascular  scar  tissue  sur- 
rounding the  wound.  Local  ointments  or  medi- 
cation will  not  change  this  picture.  The  ulcer 
and  all  of  the  surrounding  scar  up  to  good 
healthy  skin  must  be  resected  and  replaced  with 
skin  from  a healthy  donor  site.  In  some  ulcers 
of  the  lower  extremities  vein  ligation  is  required 
in  conjunction  with  reparative  surgery. 

It  may  be  necessary  to  bring  a pedicle  onto 
the  defective  area,  which  can  be  done  at  the 
time  while  in  some  cases  it  can  be  delayed  and 
substituted  for  the  immediate  skin  covering. 

Regardless  of  the  etiology,  if  the  ulcer  be  of 
long  standing  it  should  be  resected  widely  and 
replaced  with  healthy  skin.  (FIG.  2). 

SUMMARY 

When  skin  has  become  absent  it  is  important 
to  replace  it  as  soon  as  possible.  Sheets  of  skin 
or  pedicles  can  be  judiciously  employed.  Chronic 
loss  of  skin  results  in  ulceration  which  may  lead 
to  general  debilitation.  Surgical  principles  of 
wound  care,  early  closure,  meticulous  suturing, 
avoidance  of  wound  tension,  gentleness  with 
tissue,  respect  for  circulation,  careful  dressings 
and  general  supportive  treatment  are  of  prime 
importance. 


FIGURE  II 

Decubitus  Ulcer  in  a paraplegic:  (A)  The  ulcer  and  sur- 
rounding scar  tissue  has  been  resected.  The  bony 
prominence  removed.  An  adjacent  pedicle  flap  has  been 
rotated  onto  the  defect  and  the  area  closed.  Two  years 
have  elapsed  since  the  surgery  without  recurrence. 
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RENAL  HYPERTENSION 

WILLIAM  G.  SHULTZ,  M.D.,  F.A.C.S. 
and  GEORGE  L.  GARSKE,  M.D. 
Tucson,  Arizona 


The  importance  of  hypertension  as  a medical 
problem  exists  in  over  fifteen  million  people  in 
the  United  States  who  show  some  degree  of 
elevation  of  blood  pressure  above  the  standard 
normal.  Fifteen  million  people  over  25  years  of 
age  have  hypertension,  and  about  one  million 
over  45  years  of  age  die  every  year  and  of  this 
million,  450  thousand,  or  one  out  of  every  two, 
dies  of  one  or  another  sequaelae  of  cardiovascu- 
lar renal  disease.  The  magnitude  of  this  prob- 
lem is  certainly  extensive  especially  when  we 
consider  our  lack  of  thorough  understanding  of 
the  origin  of  this  disorder  and  our  lack  of  pro- 
gress in  its  treatment.  Hypertension  is  being 
recognized  by  the  laymen  as  a killer  more  malig- 
nant than  cancer.  In  such  a widely  publicized 
disorder  as  this,  it  is  natural  for  the  layman  to 
hold  certain  views  concerning  it.  These  have,  in 
a large  part,  been  based  upon  mortality  statistics 
derived  from  insurance  companies,  which  tend 
to  over  emphasize  the  high  death  rate  associated 
with  hypertension,  and  completely  ignore  those 
hypertensive  individuals  who  have  a favorable 
outlook  for  a normal  life  expectancy  with  rela- 
tively little  impairment  in  health  and  economic 
status.  It  is  this  latter  group  with  which  we  are 
concerned  in  this  presentation. 

Medical  measures  of  treatment  have  proven 
inadequate  and  impractical  in  many  cases.  A 
survey  of  the  use  of  the  multitude  of  drugs  in 
the  treatment  of  hypertension  merely  serves  to 
re-emphasize  the  fact  that  a substance  easily 
administered  with  a prolonged  hypotensive  ac- 
tion and  without  toxic  effects  is  yet  to  be  found. 
The  hope  and  search  for  an  antipressor  sub- 
stance continues  and  until  such  is  found,  regi- 
mens emphasizing  drug  therapy,  rest,  and  inac- 
tivity are  substituted  but  not  accepted  by  all 
patients. 

Now  the  development  of  more  effective  diag- 
nostic, and  consequently  surgical  techniques,  has 
given  new  hope  to  those  hypertensives  falling 
within  the  group  of  patients  not  benefited  by,  or 
dissatisfied  with,  drug  therapy.  A number  of 
considerations  have  stimulated  renewed  interest 
in  the  treatment  of  essential  hypertension  by 
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means  of  surgery.  Surgical  measures  now  avail- 
able for  the  alleviation  of  hypertension  involve 
interruptive  procedures  of  the  sympathetic  ner- 
vous system.23'31  There  are  instances  of  extra 
renal  hypertension19  which  demand  surgery  and 
these  are  briefly  pheochromocytoma,  Cushing’s 
syndrome,  coarctation  of  the  aorta,  thyrotoxi- 
cosis, and  arteriovenous  fistulae.  We  are  not 
concerned  with  these  at  this  time.  There  is  one 
group  of  hypertensives  which  we  are  particularly 
interested  in  evaluating  and  attempting  to  re- 
lieve by  surgical  measures.  These  individual’s 
hypertensive  state  is  on  the  basis  of  a unilateral 
renal  disease.  This  very  small  group  can  be 
benefited  by  surgical  measures  in  one  of  every 
two  instances  by  removal  of  the  diseased  kid- 
ney.2'1 The  possibility  of  the  presence  of  any  of 
these  diseases  must  be  thoroughly  investigated 
before  removing  a kidney  of  a hypertensive 
patient  even  though  that  individual  does  show 
unilateral  renal  surgical  disease. 

General  Considerations 
It  has  long  been  known  that  hypertension  is 
related  in  some  manner  to  pathological  changes 
in  the  renal  substance.  Many  investigations  have 
indicated  a relationship  between  renal  disease 
and  hypertension.  In  1909,  Janeway18  demon- 
strated a rise  in  blood  pressure  was  present  on 
ligating  the  branches  of  the  renal  artery  of  the 
dog.  In  1910,  Longcope18  definitely  showed  a 
relationship  between  chronic  pyelonephritis  and 
sustained  elevation  of  blood  pressure.  In  1930, 
Goldblatt,11  12  Page,  ,i'21  25  and  Longcope18  con- 
cluded from  experimental  work  that  arterial 
hypertension  was  probably  the  result  of  an  ob- 
struction to  the  renal  circulation,  and  that  sec- 
ondary hypertension  was  more  often  associated 
with  renal  disease  than  with  diseases  of  all  other 
parts  of  the  body  combined.  Simple  experiments 
performed  by  Goldblatt1 112  and  his  associates 
have  demonstrated  this  most  clearly,  and  par- 
ticularly so  in  demonstrating  the  impairment  of 
renal  circulation  by  a unilateral  lesion.  This  has 
been  very  definitely  correlated  on  a clinical 
basis.2'3  Clinical  reports  have  shown  that  an 
elevated  blood  pressure  may  return  to  normal, 
and  remain  so,  for  a period  following  removal 
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of  a kidney  in  which  there  is  non-nephritic  or 
so-called  “surgical”  disease.  Page  and  his  collab- 
orators02425 have  shown  that  a vasopressor  sub- 
stance, which  they  have  called  “angiotonin,”  is 
liberated  in  increased  amounts  in  the  renal  tis- 
sues of  hypertensive  animals.  Angiotonin  pro- 
duces an  increase  in  arterial  pressure  with  a 
resultant  decrease  of  renal  blood  flow  on  the 
basis  of  arterial  vessel  wall  constriction.  The 
process  does  not  depend  solely  on  renal  ischemia, 
but  rather  on  a change  from  an  alterating  blood 
flow  to  a continuous  blood  flow  in  the  kidney 
producing  intrarenal  hypotension.  There  is, 
therefore,  an  alteration  in  renal  hemodynamics, 
an  alteration  in  renal  blood  flow.  Corcoran  and 
Page0  postulate  that  reduced  renal  blood  flow 
promotes  excretion,  or  formation,  of  a pressor 
substance,  renin,  which  units  with  a globulin 
activator  to  form  “angiotonin.”  The  angiotonin 
has  a specific  musculotropic  action  on  smooth 
muscle  of  arteries  with  a resultant  increase  in 
tonus.  This  phenomenon  is  not  found  in  normal 
kidney  tissue  with  essential  hypertension;  and, 
therefore,  normal  kidney  tissue  must  deactivate, 
or  destroy,  angiotonin,  or  it  must  secrete  an 
antipressor  substance  which  does  deactivate  or 
destroy  it. 

It  has  not  been  adequately  demonstrated  that 
the  renin  mechanism  is  responsible  for  early 
essential  hypertension  in  man,  but  it  has  been 
shown  that  renin  is  demonstrable  in  the  systemic 
blood  of  dogs  after  clamping  the  renal  arteries. 
However,  the  clamped  vessels  in  a hypertensive 
dog,  or  man,  show  not  renin  in  the  circulatory 
system;  therefore,  there  must  be  some  other 
mechanism  responsible  in  chronic  hypertensive 
states.30.  Another  view,  by  Goldring  and  Chas- 
sis,13 states  that  it  has  been  demonstrated  in  the 
experimental  animal  that  only  partial  constriction 
of  renal  arteries  to  both  kidneys  results  in  per- 
sistent elevation  of  both  systolic  and  diastolic 
blood  pressures.  However,  observations  of  the 
blood  pressure  increase  as  an  experimental  re- 
sult of  unilateral  clamping  of  the  renal  artery 
occurs  rarely  in  their  experience.  The  observa- 
tions that  are  available  on  the  effective  unilateral 
renal  artery  constriction  in  the  dog  indicate  that 
increase  of  the  blood  pressure  is  quite  uncom- 
mon and  may  only  be  transient.  There  are 
reported  instances  of  persistent  elevation  but 
they  are  only  occasional.  The  infrequent  pre- 
sence of  persistent  hypertension  involving  uni- 
lateral renal  artery  constriction  in  the  dog  and 


the  rarity  of  cure  in  these  dogs,  following  neph- 
rectomy, makes  acceptance  of  unilateral  renal 
constriction  as  the  mechanism  necessary  in  the 
pathogenesis  of  even  experimental  renal  hyper- 
tension to  appear  irregular,  and  certainly  offers 
little  or  no  basis  for  transferring  this  mechanism 
and  cure  to  human  essential  hypertension 

The  elevation  in  blood  pressure  is  the  only 
outward  index  we  have  of  the  complex  disorder 
in  human  hypertension.  The  unreliability  of  the 
blood  pressure  with  regard  to  its  instability  in 
the  hypertensive  state  must  be  emphasized.  A 
single  reading  is  worthless  because  of  the  multi- 
tude of  variables  present  in  patient,  doctor,  and 
apparatus.  A pressogenic  agent  to  the  patient 
may  take  the  form  of  the  physician,  himself,  his 
nurse,  his  office  or  the  preceeding,  present,  or 
anticipated  events.30 

The  Unilateral  Renal  Surgical  State 

It  has  been  shown  by  numerous  investigators 
that  the  incidence  of  hypertension  in  urologic 
conditions  is  no  greater  than,  and  is  frequently 
less  than,  the  incidence  to  be  expected  by  the 
random  sampling  of  chance  as  judged  by  the 
frequency  of  the  disease  in  the  general  popula- 
tion without  urologic  disease.1'2'3'30  If  unilateral 
renal  disease  can  initiate  hypertension  in  man,  it 
would  be  expected  that  the  incidence  of  hyper- 
tension would  be  greater  in  patients  with  uni- 
lateral renal  disease  than  in  a control  group  of 
normal  subjects.  Available  statistical  evidence 
indicates  that  the  incidence  of  hypertension  is 
similar  in  both  groups.13  Clinicians  have  all  ob- 
served association  of  various  lesions  of  the  urin- 
ary tract  with  an  elevated  blood  pressure  such 
as  urinary  tract  obstruction  due  to  benign  pro- 
static hypertrophy,  renal  parenchymal  disease, 
polycystic  renal  disease,  periarteritis  nodosa, 
amyloidosis,  mercury  and  heavy  metal  poison- 
ings, Wilms’  tumor,  renal  hypoplasia,  calculus 
disease  of  the  kidneys,  and  nephroptosis. 

The  patient  whose  primary  complaints  or 
symptoms  are  definitely  related  to  an  advanced 
surgical  disease  of  one  kidney,  and  who  has  in- 
cidental hypertension,  the  immediate  therapeu- 
tic problem  is  simple  since  nephrectomy  would 
probably  be  necessary  and  advisable  whether  or 
not  hypertension  was  present. 

We  are  primarily  interested  in  the  unilateral 
urologic  conditions  that  may  result  in  hyperten- 
sion as  found  in  renal  hypoplasia,  tumors  of  the 
renal  pelvis,  unilateral  calculus  disease,  nephrop- 
tosis, atrophic  pyelonephritis,  renal  tuberculosis, 
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hydronephrosis,  renal  injury,  aneurysm,  solitary 
cyst  encroaching  upon  the  renal  pedicle, 1,5  pyon- 
ephrosis, and  postembolic  infarction  of  the  kid- 
ney with  atrophy.  These  are  the  surgical  or 
non-nephritic  lesions  which  may  or  may  not 
produce  a hypertension. 

Fox  estimates  that  15  per  cent  of  the  popula- 
tion of  the  United  States  have  pyelographic  de- 
formities of  some  type.3"  Several  investigators 
have  reported  the  incidence  as  high  as  27  per 
cent  and  as  low  as  9 per  cent.3"  Palmer30  re- 
ports 16  per  cent  of  people  have  unilateral  pyelo- 
graphic deformities  with  or  without  symptoms 
related  to  the  urinary  tract.  All  patients  in  his 
series  are  normal  tensive  individuals  and  do  not 
show  even  transient  elevations  in  blood  pressure. 
Strangely  the  patient  with  bilateral  chronic 
pyelonephritis  without  hydronephrosis  only  oc- 
casionally develops  hypertension.  However, 
there  is  a definite  high  incidence  of  unlateral 
pyelonephritis  with  atrophy,  with  or  without 
hydronephrosis,  which  does  result  in  hyperten- 
sion. Ratliff  and  Conger26  found  25  per  cent  of 
188  hypertensive  patients  had  pyelographic  ab- 
normalities but  only  9.4  per  cent  demonstrated 
no  symptoms  of  urinary  tract  disease.  Ratliff26 
found  8.9  per  cent  incidence  of  urologic  disease 
in  2,055  hypertensive  patients,  and  then  less  than 
5 per  cent  were  candidates  for  nephrectomy  and 
even  fewer  than  5 per  cent  came  to  operation. 
In  the  present  series  of  Ratliff,26  the  greatest  in- 
cident of- favorable  results  occurred  in  the  cases 
of  adult  chronic  pyelonephritis,  hydronephrosis, 
and  calculus  pyonephrosis.  In  the  group  of  cases 
of  infantile  chronic  pyelonephritis,  the  incidence 
of  cure  was  definitely  less  than  that  in  the  adult 
type. 

Braasch1'2'3'30  surveyed  4,000  patients  with 
hypertension  and  found  non-nephritic  surgical 
lesions  in  2Vz  per  cent.  It  can  be  concluded  from 
surveys  of  the  available  literature  that  less  than 
10  per  cent  of  hypertensives  have  demonstrable 
urologic  disease.30 

From  such  statistics  does  unilateral  renal  dis- 
ease produce  hypertension  in  a sufficient  num- 
ber of  patients  to  warrant  a complete  urologic 
investigation?  This  is  a matter  of  conjecture.  In 
a sifting  process  the  most  valuable  single  pro- 
cedure is  the  excretory  urogram;  therefore,  an 
intravenous  urogram  should  be  a routine  pro- 
cedure in  the  evaluation  of  each  patient  with 
hypertension  if  the  patient  ( 1 ) gives  a history 
of  urinary  tract  disease  sometime  during  his  life. 


(2)  has  at  one  time  or  another  been  told  that  he 
has  had  microscopic  hematuria  or  pyuria,  (3) 
the  patient  is  less  than  20  years  of  age  and  no 
coarctation  of  the  aorta  is  demonstrable,  and  (4) 
if  positive  findings  on  a physical  examination  are 
suggestive  of  renal  involvement.1  Braasch1'2'3 
believes  that  excretory  urography  or  cystoscopic 
examination  is  not  indicated  unless  one  of  the 
foregoing  conditions  is  present  in  the  patient 
with  hypertension.  If  unilateral  disease  is  found 
on  excretory  urography,  then  a more  complete 
urologic  investigation  with  cystoscopy  and  dif- 
ferential functional  studies  is  mandatory. 

The  criteria  are  certainly  easy  to  follow  and 
should  result  from  the  initial  workup  of  the 
hypertensive  patient.  It  is  simple  enough  to  take 
a K.U.B.  film  of  every  individual  who  has  hyper- 
tension, paying  particular  attention  to  each  renal 
outline  as  to  its  size,  shape  and  position.  A 
marked  difference  in  the  size  and  shape  of  the 
two  kidneys  should  call  attention  immediately 
to  the  possibility  of  a unilateral  renal  lesion. 
Renal  shadow  suggestive  of  a small  atrophic 
kidney  with  a displacement  toward  the  midline 
should  suggest  the  presence  of  unilateral  renal 
surgical  disease,  and  a suitable  plan  of  workup 
should  be  outlined  to  make  an  accurate  diagnosis 
with  possibility  of  surgery  in  view  Braasch2'3 
states  that  in  a routine  urographic  study  of  cases 
with  hypertension,  evidence  of  abnormality 
often  is  observed  such  as  moderate  ptosis,  an- 
gulation of  the  ureter,  slight  pyelectasis  or  slight 
abnormality  of  the  outline  of  the  calycine  struc- 
tures from  a previous  infection,  pregnancy  or 
etc.  However,  he  believes  that  most  of  these 
lesions  are  usually  of  little  or  no  significance  as 
far  as  the  hypertension  is  concerned. 

The  question  both  patient  and  doctor  would 
like  answered  is  will  a patient  with  unilateral 
renal  surgical  disease,  if  nephrectomized,  ( 1 ) 
obtain  a normal  blood  pressure,  (2)  an  ameli- 
oration of  symptoms,  (3)  an  arrest  in  the  pro- 
gress of  the  disease.  In  other  words,  is  it  worth 
the  time,  effort,  and  cost  to  investigate  all  hyper- 
tensives when  less  than  10  per  cent  have  urologic 
disease  which  could  be  the  etiologic  factor  in 
their  hypertension?  Schroader  and  Fish16  state 
that  an  existing  hypertension  of  more  than  two 
years  is  irreversible,  and  that  surgery  at  this  time 
is  of  little  value  except  for  alleviation  of  pain 
and  symptoms  due  to  the  hypertension  The  fact 
that  some  patients  with  unilateral  lesions  have 
responded  to  nephrectomy  proves  that  unilateral 
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renal  disease  is  probably  the  sole  etiologic  factor 
in  producing  hypertension  in  certain  individuals. 
True,  the  percentage  of  operative  cases  is  small, 
those  operated  smaller  and  those  “cured”  still 
smaller.  We  should  strive  to  discover  more  and 
not  be  discouraged  by  the  few  cases  that  are 
“cured,”  but  rather  be  encouraged  to  go  on  in- 
vestigating individuals  that  have  hypertension 
and  particularly  those  with  a unilateral  renal 
disease. 

Discovery  and  treatment  of  cases  before  they 
become  irreversible  must  be  the  keynote.  A de- 
finite plan  should  be  outlined  to  follow  such 
investigation.27  First  and  foremost,  it  must  be 
determined  that  the  patient  is  not  suffering  from 
essential  hypertension.  The  most  difficult  prob- 
lem in  the  case  of  hypertension,  both  from  point 
of  diagnosis  and  of  prognosis,  is  to  determine  if 
the  renal  lesion  detected  could  be  the  etiologic 
factor,  or  is  merely  coincidental.  In  many  in- 
stances hypertension  has  been  present  for  years, 
and  the  renal  disease  seems  to  be  minimal  or 
recently  superimposed  on  an  already  elevated 
blood  pressure.  Secondly,  we  must  realize  that 
there  is  no  reduction  in  the  blood  pressure  if 
the  involved  kidney  is  completely  functionless, 
and  in  such  a patient,  the  most  that  could  be 
hoped  for  would  be  relief  of  symptoms.  Third, 
in  all  instances  the  arteral  pressure  must  be  per- 
sistently elevated  and  must  not  show  transient 
elevations  and  continued  large  variations  on  re- 
peated examinations.  Finally,  hypertension 
should  preferably  be  less  than  two  years  in  dura- 
tion to  obtain  a good  result;  however,  in  long 
standing  cases,  surgery  may  result  in  symptom 
arrest  and  arrest  of  the  progress  of  the  disease. 
The  keystone  in  the  plan  is  to  be  absolutely  cer- 
tain that  the  opposite  kidney  is  perfectly  normal, 
and  therefore  insuring  the  presence  of  adequate 
renal  reserve.  It  is  better  if  the  normal  opposite, 
kidney  is  hypertrophied  as  demonstrated  on  ro- 
entgenographic  examination.  It  would  be  ideal 
if  the  investigation  could  include  urea  clearance, 
inulin  clearance  and  diodrast  clearance  as  well 
as  the  standard  functional  test  determined  by 
phenolsulfonphthalein  excretion,  the  indigo  car- 
mine excretion  and  concentration— dilution  test. 

It  is  definitely  known  that  unilateral  nephrec- 
tomy is  of  absolutely  no  value  as  far  as  reduction 
of  the  blood  pressure  is  concerned  in  hyperten- 
sive patients  over  60  years  of  age,  or  in  any 
hypertensive  who  has  evidence  of  chronic  azo- 
temia. Usually  the  younger  the  patient  and  the 


shorter  the  duration  of  the  elevated  blood  pres- 
sure, the  better  should  be  the  outcome  following 
nephrectomy.27  The  results  of  surgery  can  best 
be  determined  after  two  years  of  observation 
after  nephrectomy.1'2'3'28  If  the  results  are  con- 
stant to  this  time,  then  these  results  will  be  per- 
manent in  about  50  per  cent  of  the  patients 
nephrectomized,  and  in  the  remainder  of  the 
group,  intercurrent  causes  of  hypertension  usu- 
ally will  have  their  onset  and  lead  to  an  elevation 
of  the  blood  pressure.  In  patients  who  are  neph- 
rectomized and  whose  blood  pressure  does  not 
decrease  to  any  great  degree,  but  who  exhibit 
relief  of  symptoms,  it  must  be  assumed  that  there 
is  an  elimination  of  the  pressor  factor  by  the  re- 
moval of  the  diseased  kidney.  In  a partial  de- 
crease of  the  blood  pressure  or  with  a temporary 
lowering,  there  is  just  that  much  less  strain  to 
the  cardiovascular  system  present  and  this  delays 
to  some  extent  the  inevitable  breakdown  of  the 
heart  and  vascular  tree. 

In  1937,  Butler1  reported  two  successful  cases 
of  relief  of  hypertension  in  which  nephrectomy 
was  performed  for  atrophic  pyelonephritis.  Bar- 
ker1 reports  61  cases  with  hypertension,  and  sub- 
sequent nephrectomy,  in  which  no  deaths  oc- 
curred. The  blood  pressure  was  checked  every 
two  to  four  weeks  for  a period  of  four  years. 
Thirty-two  of  these  patients  were  seen  five  years 
after  nephrectomy  and  there  was  a good  result 
in  10  in  which  the  blood  pressure  was  150/100 
or  less.  A fair  result  occurred  in  5 patients  in 
which  the  blood  pressure  was  slightly  greater 
than  150/100.  There  was  a poor  result  in  11. 
Sabin27  reports  that  a complete  search  of  the 
literature  reveals  106  cases  of  unilateral  renal 
surgical  disease  have  been  operated,  but  only  100 
of  these  cases  are  complete  enough  to  be  an- 
alyzed. Forty-five  of  these  100  cases  were  pa- 
tients with  atrophic  pyelonephritis.  Smith30  re- 
ports 47  documented  cases  which  resulted  in  a 
successful  reduction  of  the  blood  pressure,  17  of 
these  patients  were  under  20  years  of  age  and  24 
of  them  were  forty  or  over.  Signficant  fall  in 
blood  pressure  of  only  47  of  the  242  patients  in 
Smith’s  study  is  too  small  a percentage  in  a 
disease  as  variable  in  its  course  as  hypertensive 
disease  to  establish  unequivocally  the  hypothesis 
of  casual  relationship  between  unilateral  renal 
disease  and  hypertensive  disease.  Cebert,  Reval 
and  Kantor5  report  a series  of  20  hypertensive 
patients  in  whom  nephrectomy  was  performed 
for  various  lesions  with  a result  of  16  of  the 


36 


Arizona  Medicine 


December,  1950 


patients  showing  a definite  decrease  in  blood 
pressure.  Those  in  which  the  blood  pressure 
decreased  only  slightly  or  not  at  all,  the  symp- 
toms such  as  headache,  asthenia,  and  visual  dis- 
turbances were  relieved  completely  or  at  least 
minimized.  Goldring  states  that  only  10  per  cent 
of  patients  nephrectomized  are  improved  where- 
as Ratliff  reports  that  one-third  are  improved 
and  an  additional  15  per  cent  are  slightly  im- 
proved.31. Braasch2  followed  the  postoperative 
course  of  the  blood  pressure  in  372  cases  in  which 
a nephrectomy  was  performed.  All  these  patients 
were  traced  for  at  least  6 months  and  the  ma- 
jority of  them  for  a year.  Preoperative  hyper- 
tension had  been  observed  in  19S  of  these  cases, 
and  174  were  normotensive  before  surgery.  Hy- 
pertension was  permanently  relieved  by  surgical 
operation  for  various  renal  lesions  in  65  or  ap- 
proximately one-third  of  the  198  cases.  In  17 
cases  there  was  a postoperative  drop  of  blood 
pressure  but  the  hypertension  returned  in  a short 
time  after  the  procedure  was  done.  But  even  a 
small  percentage  is  well-worth  the  gain. 
Braasch2-3  has  estimated  that  only  1 in  every  200 
hypertensives  has  an  operative  unilateral  renal 
surgical  disease  which  would  benefit  by  the 
operation.  When  putting  this  in  terms  of  over 
15  million  hypertensives  in  the  United  States  to- 
day, a significant  figure  of  75  thousand  people 
benefiting  from  nephrectomy,  is  certainly  some- 
thing to  think  about  and  do  something  about. 

In  order  to  be  amenable  to  a surgical  pro- 
cedure, the  renal  lesion  must  be  unilateral,  but 
many  patients  who  have  a minor  degree  of  uni- 
lateral renal  disease  are  definitely  not  suffering 
from  hypertension  on  this  basis.  The  surgical  or 
non-nephritic  lesions  which  may  cause  hyper- 
tension in  the  order  of  their  occurrence  are  as 
follows : 

1.  Chronic  and  atrophic  forms  of  unilateral 
pyelonephritis  including  those  develop- 
ing after  previous  conservative  renal 
surgery 

2.  Renal  neoplasm 

3.  Renal  lithiasis 

4.  Hydronephrosis 

5.  Tuberculosis 

6.  Solitary  cyst  of  the  kidney  encroaching 
on  the  renal  artery 

Renal  infection  may  be  the  etiologic  factor  in 
pathologic  lesions  of  the  renal  parenchyma  giving 
rise  to  hypertension,  but  it  should  be  remem- 
bered that  in  most  cases  of  hypertension,  there 


is  no  clinical  evidence  of  renal  infection  at  the 
time  of  examination  for  the  hypertension.  The 
removal  of  the  affected  kidney  reduces  the  ele- 
vated blood  pressure  to  normal  in  approximately 
60  per  cent  of  cases  of  atrophic  pyelonephritis 
and  approximately  25  per  cent  in  which  the  in- 
fection was  secondary  to  renal  stone  and/or 
hydronephrosis.2-3 

CASE  REPORTS 
Case  No.  1— Mrs.  C.  R. 

A 30  year  old  white  female  was  seen  at  the 
request  of  an  internist  in  June  1942  for  evaluation 
of  hypertension.  Intravenous  urograms  done  by 
the  referring  physician  revealed  a ptosis  of  her 
right  kidney  and  a congenital  abnormality  of  the 
left.  In  1938,  the  patient  had  a toxemia  of  preg- 
nancy with  blood  pressure  of  190/110  at  which 
time  labor  was  induced  and  a living  baby  de- 
livered. For  a period  of  four  months  after  de- 
livery, the  patient  had  intermittent  and  profuse 
vaginal  hemorrhage  for  which  hysterectomy  was 
indicated  and  performed  in  February  1939.  Post- 
operative course  was  uneventful;  however,  the 
patient  complained  of  persistent  headache  and 
was  seen  by  the  referring  internist  early  in  1942. 
She  was  advised  to  have  an  operative  correction 
of  the  right  kidney  first  followed  by  removal  of 
her  left  kidney.  Patient  was  admitted  to  hospital 
on  June  26,  1942.  Blood  pressure  at  that  time 
was  180/150.  The  heart  was  enlarged  slightly 
to  the  left  and  the  right  kidney  was  palpable  on 
deep  inspiration  and  freely  movable.  The  re- 
mainder of  the  physical  examination  was  essen- 
tially normal.  Voided  urine  at  the  time  of  ad- 
mission showed  acid  reaction,  specific  gravity 
1.012,  6-8  wbc  and  15  rbc  per  high  powered 
field,  and  many  bacteria  and  epithelum  cells. 
The  NPN  was  54  mgs.  per  cent  and  the  creatin- 
ine was  1.3  per  cent.  A right  nephropexy  was 
performed  on  June  28,  1942.  Postoperative 
course  was  uneventful.  A cystoscopic  examina- 
tion on  July  8,  1942  revealed  a ptosis  of  the  right 
kidney,  and  a differential  P.S.P.  test  with  a 
Gaiceau  catheter  inserted  in  the  left  ureter  in 
such  a fashion  as  to  block  it,  showed  35  per 
cent  excretion  of  the  dye  in  23  minutes  from  the 
bladder  and  only  12  per  cent  from  the  left 
kidney.  A left  nephrectomy  was  performed  on 
July  14,  1942.  The  preoperative  blood  pressure 
was  160/110  and  at  the  conclusion  of  the  pro- 
cedure, it  was  140/90.  The  pulse  remained  con- 
stant throughout  the  entire  procedure.  The 
pathological  report  was  congenital  aplasia  with 
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Fig.  1 

Case  2.  Intravenous  urogram  (1  hour  film)  demonstrating  nor- 
mal left  kidney  and  ureter,  and  only  a small  area  of  poorly  con- 
centrated contrast  media  in  the  right  renal  region. 

pyelonephritis  with  marked  fibrosis.  Postopera- 
tive course  was  complicated  by  a low  grade 
pneumonitis.  Blood  pressure  on  July  17,  1942 
was  136/80.  Drains  were  removed  from  the 
wounds  on  the  17th  and  on  the  22nd  of  July 
the  patient  was  up  and  about  without  complaint 
and  the  wound  was  well  healed.  Patient  was 
discharged  on  July  26th,  and  she  was  not  seen 
again  until  May  25,  1944  at  which  time  the  blood 
pressure  was  120/80.  Patient  last  visited  office 
on  April  20,  1949  at  which  time  blood  pressure 
was  normal. 

Case  No.  2-Mrs.  E.  S.  (FIG.  1 AND  2). 

A 51  year  old  white  married  female  was  first 
seen  November  30,  1948  with  a complaint  of 
painful  urination  with  moderate  frequency.  The 
symptoms  began  two  years  prior  to  examination 
and  the  patient  had  been  treated  by  irrigation 
and  penicillin  by  the  referring  physician.  Cysto- 
scopic  examination  at  this  time  revealed  multiple 
polypi  and  varicosities  of  the  bladder  and  vesicle 
outlet.  These  areas  were  fulgurated  under  local 
anesthesia.  Patient  returned  for  recheck  cysto- 
scopy in  February  1949  at  which  time  her  blad- 
der was  found  to  be  normal  and  polypi  were 
present  in  three  areas  of  the  proximal  urethra. 
These  areas  were  fulgurated.  Patient  mentioned 
at  this  time  that  she  had  had  a history  of  high 


„ „ Fig.  2 

Case  2.  Right  retrograde  study  demonstrating  the  typical  pyelo- 
graphic  configuration  of  a congenital  hypoplastic  kidney. 


blood  pressure  since  age  19  years.  Blood  pres- 
sure on  this  examination  was  180/115.  Intra- 
venous urogram  was  done  on  June  6,  1949  and 
also  a right  retrograde.  The  films  revealed  a 
normally  functioning  hypertrophic  kidney  on  the 
left  and  a small  atrophic  pyelonephrotic  right 
kidney.  Urine  culture  showed  a heavy  growth 
of  Aerobacter  aerogenes.  She  was  given  Chloro- 
mycetin, 1 gm.  daily  and  returned  in  five  days 
symptom-free.  Her  blood  pressure  was  185/85 
at  this  time.  Cystoscopy  performed  revealed  an 
acute  cystitis.  A No.  5 catheter  was  passed  to 
each  renal  pelves  and  specimens  collected  which 
were  negative  on  all  culture  media.  Poor  con- 
centration and  quantity  of  urine  was  obtained 
from  each  side.  The  patient  was  seen  on  several 
occasions  for  the  next  two  months  and  the  pelves 
were  lavaged  on  one  occasion  and  the  bladder 
was  irrigated  on  four  occasions.  On  the  12th  of 
October  1949,  she  appeared  very  much  improved 
although  the  catheter  urine  showed  many  bacilli 
which  proved  on  culture  to  be  bacillus  substilis. 
There  was  no  growth  of  Aerobacter  aerogenes. 
Patient  was  admitted  to  St.  Mary’s  Hospital  on 
October  20,  1949  for  a right  nephrectomy.  Blood 
pressure  was  230/128,  pulse  78,  respirations  21. 
Patient  was  an  obese,  white,  well-developed, 
well-nourished  female  in  no  acute  distress.  Phy- 
sical examination  revealed  a few  varicosities  of 
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both  legs  and  was  otherwise  negative.  Catheter- 
ized  urine  specimen  on  admission  was  acid,  spe- 
cific gravity  1.011,  negative  for  sugar,  trace  of 
albumin,  occasional  leucocytes,  2 plus  amor- 
phous material,  and  3 plus  epithelial  cells.  The 
hemogram  was  normal.  The  film  of  the  chest 
revealed  no  abnormality.  A right  nephrectomy 
was  performed  on  October  21,  1949.  The  pre- 
operative blood  pressure  was  220/120  and  at  the 
conclusion  of  the  procedure,  it  was  158/90.  Pulse 
remained  stable  at  82  throughout  the  entire  pro- 
cedure. The  pathological  report  was  atrophy  of 
the  right  kidney  consistent  with  the  contracted 
kidney  of  chronic  pyelonephritis.  The  postop- 
erative course  was  uneventful  and  on  the  7th 
postoperative  day,  the  patient’s  blood  pressure 
was  170/88.  She  was  discharged  on  October  29, 
1949.  Six  weeks  postoperative  the  blood  pressure 
was  160/90  and  on  February  7,  1950  it  was 
160/100.  The  patient  has  been  doing  very  well 
with  regard  to  her  urinary  tract,  and  has  noted 
relief  of  symptoms  which  were  present  preop- 
eratively. 

Case  No.  3— Mrs.  G.  D. 

A 43  year  old  white  female  who  underwent  gyn- 
ecological surgery  on  January  4,  1945  at  which 
time  the  right  ureter  was  inadvertently  severed 
and  a vaginal  fistula  occurred.  The  right  ureter 
was  transplanted  into  the  urinary  bladder  in 
April  1945.  The  patient  first  began  to  notice 
dizziness  in  December  1945  and  was  admitted 
to  St.  Mary’s  Hospital  on  December  12,  1945  for 
evaluation.  Physical  examination  revealed  a 
palsy  of  the  right  6th  cranial  nerve.  There  was 
tenderness  to  deep  pressure  over  the  right  renal 
area  and  in  the  right  lower  abdominal  quadrant. 
A voided  urine  on  admission  revealed  a specific 
gravity  of  1.020,  negative  sugar,  1 plus  albumin, 
2-4  leucocytes  and  8-10  squamous  epithelial  cells 
per  high  powered  field.  Blood  urea  nitrogen  was 
21.4  mgs.  per  cent,  creatinine  1.4  mgs.  per  cent, 
and  non  protein  nitrogen  48.0  mgs.  per  cent. 
Hemogram  was  normal  and  Kahn  and  Wasser- 
mann  were  negative.  Cystoscopy  under  local 
anesthesia  revealed  a normal  left  ureteral  orifice. 
The  right  ureteral  orifice  was  visible  but  scarred 
and  not  retracted.  Several  attempts  were  made 
to  catherize  the  right  transplant  of  the  orifice 
without  success  meeting  an  obstruction  at  2 and 
% cms.  from  the  bladder.  Indigo  carmine  func- 
tion was  2 minutes  45  seconds  on  the  left  and  no 
dye  was  seen  to  appear  from  the  right  orifice 
during  the  entire  examination.  P.S.P.  concen- 


tration on  December  15,  1945  was  30  per  cent  in 
18  minutes,  10  per  cent  in  30  minutes,  10  per 
cent  in  45  minutes,  and  5 per  cent  at  60  minutes; 
for  a total  of  one  hour  65  per  cent.  E.K.G. 
showed  a fairly  normal  tracing  with  a tendency 
toward  low  voltage.  Blood  pressure  on  Decem- 
ber 13,  1945  was  140/95  and  on  December  16, 
1945  was  145/85.  The  patient  was  advised  to 
have  a right  nephrectomy  performed.  She  was 
seen  at  the  office  on  April  18,  1946  and  had  not 
made  up  her  mind  concerning  surgery.  On 
August  28,  1946  her  blood  pressure  was  140/100 
and  on  December  4,  1946  it  was  155/100.  She 
was  admitted  to  St.  Mary’s  Hospital  on  April  2, 
1947  and  on  April  3rd,  a right  nephrectomy  was 
performed.  The  preoperative  blood  pressure  was 
140/95  and  remained  so  throughout  the  entire 
procedure.  A preoperative  intravenous  urogram 
revealed  a non-functioning  right  kidney  of  ap- 
proximately normal  size  and  an  enlarged  normal 
left  kidney.  The  pathological  report  was  hydro- 
nephrosis of  the  right  kidney  on  the  basis  of 
non-calculus  obstruction.  The  postoperative 
course  was  uneventful  and  the  patient  was  dis- 
charged April  13,  1947.  She  vsited  the  office 
April  25,  1947  and  her  blood  pressure  at  that 
time  was  160/100. 

Case  No.  4-Mrs.  W.  M.  E.  (FIG.  3). 

A 55  year  old  female  with  a history  of  ten  to 
twelve  years  of  intermittent  episodes  of  bilateral 
pyelonephritis,  with  symptoms  most  marked  and 
most  persistent  on  the  right.  The  referring  in- 
ternist made  a diagnosis  of  contraction  of  the 
right  kidney  with  hypertension  probably  on  this 
basis.  In  1942,  6 years  prior  to  our  examination, 
she  had  received  radium  therapy  for  a grade  I 
adenocarcinoma  of  the  body  of  the  uterus.  Phy- 
sical examination  at  this  time  revealed  a blood 
pressure  of  190/124  and  no  other  abnormalities 
with  the  exception  of  residual  fibrosis  of  the  cer- 
vix and  adnexae  on  vaginal  examination.  She 
was  admitted  to  St.  Mary’s  Hospital  on  July  19, 
1948.  Examination  of  a voided  urine  at  the  time 
of  admission  revealed  acid  reaction,  specific 
gravity  of  1.012,  and  no  other  positive  findings. 
The  hemogram  was  essentially  normal.  Intra- 
venous urograms  showed  a slightly  enlarged 
normal  left  kidney  and  a smaller  than  normal 
poorly  functioning  right  kidney  with  a slightly 
dilated  pelvis  suggestive  of  pyelonephritis  with 
atrophy.  A right  nephrectomy  was  performed  on 
|ulv  20,  1948.  The  preoperative  blood  pressure 
was  170/110  and  it  remained  so  throughout  the 
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normal  left  kidney  with  moderate  hyperplasia,  and  a small  poorly 
functioning  pyelonephritic  right  kidney  with  hpdronephrosis. 

course  of  the  operation  with  the  pulse  remaining 
stable  at  80.  Postoperative  course  was  com- 
plicated by  some  visical  irribility  which  was  re- 
lieved with  sulfonamide  therapy  and  sedation. 
Her  blood  pressure  on  July  23,  1948  was  180/100, 
on  July  26th  190/110  and  on  July  27th  175/90. 
She  was  discharged  from  the  hospital  on  July 
29,  1948  and  was  seen  in  the  office  on  August  17, 
1948  with  a blood  pressure  of  170/90.  On  March 
31,  1950,  approximately  seven  months  after  sur- 
gery, her  blood  pressure  was  180/100.  There  is 
no  significant  change  in  blood  pressure  from  that 
noted  preoperatively,  but  this  patient  states  that 
she  feels  much  better  than  she  has  during  the 
past  fifteen  years. 

Case  No.  5-Mrs.  F.  K.  (FIG.  4,  5,  6). 

A 44  year  old  married  white  female  was  first 
seen  on  September  28,  1948  with  the  complaint 
of  burning  and  frequency  of  urination.  In  June 
1948  she  was  told  that  she  had  an  elevated  blood 
pressure,  and  that  there  was  some  pus  in  the 
urine.  A catheterized  specimen  of  urine  revealed 
4 plus  pus  on  microscopic  examination  and  cul- 
tured B.  coli.  She  was  given  a course  of  sulfa- 
thaladine  with  only  minimal  benefit.  Her  blood 
pressure  was  210/130.  She  was  followed  for  a 
few  weeks  while  on  sulfonamide  therapy,  and 
advised  to  have  a cystoscopic  examination  be- 


Fig. 4 

Case  5.  KUB  film  prior  to  intravenous  urographic  series  reveal- 
ing a right  solitary  renal  calculus. 


cause  of  the  persistence  of  pyuria.  Intravenous 
urogram  on  October  14,  1948  revealed  a calculus 
in  the  right  kidney  with  poor  function  of  the 
right  kidney  and  a normal  left  kidney.  She  was 
advised  to  have  a nephrectomy.  She  was  ad- 
mitted to  Tucson  Medical  Center  on  December 
1,  1948  at  which  time  her  blood  pressure  was 
220/180.  A catherized  urine  at  the  time  of  ad- 
mission showed  a moderate  pyuria.  The  hemo- 
gram was  normal.  A course  of  medical  measures 
consisting  chiefly  of  sedatives  was  instituted  in 
attempt  to  lower  the  blood  pressure  but  this  was 
without  effect.  A right  nephrectomy  was  per- 
formed on  December  7,  1948.  The  preoperative 
blood  pressure  was  180/120  and  at  the  conclu- 
sion of  the  procedure  was  170/100.  The  pulse 
remained  constant  at  80  throughout  the  entire 
procedure.  Her  postoperative  course  was  essen- 
tially normal  and  she  was  maintained  on  a salt- 
free  diet  and  phenobarbital  grs.  one-quarter  4 
times  daily  for  sedation.  The  pathological  report 
was  renal  calculus  and  chronic  atrophic  pyelone- 
phritis. The  day  after  surgery,  her  blood  pressure 
was  taken  several  times  and  ranged  from  130/ 
90  to  160/110.  On  December  11,  1948,  her 
blood  pressure  was  180/100;  on  the  12th,  142/93; 
on  the  13th,  166/66;  on  the  16th,  138/70;  on 
the  18th,  140/98;  on  the  19th,  130/94;  on  the 
20th,  140/90;  on  the  21st,  128/88;  and  on  the 
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Fig.  5 

Case  5.  Intravenous  urogram  (10  minute  film)  demonstrating  a 
normal  left  kidney,  and  no  concentration  of  contrast  media  by  the 
right  kidney.  The  calculus  noted  in  Fig.  4 is  again  seen. 

22nd,  the  day  of  discharge,  it  was  118/90.  The 
patient  was  seen  at  the  office  one  week  after 
discharge  and  her  pressure  was  145/95.  She 
visited  the  office  on  February  12,  1949  before 
returning  to  her  home  in  the  East  and  her  blood 
pressure  was  140/90  at  that  time. 

CONCLUSION 

Routine  urologic  studies  in  all  hypertensive 
patients  regardless  of  the  high  over-all  cost 
entailed  appears  to  be  a desirable  method  of 
evaluation  of  their  disease  for  a significant  num- 
ber of  patients  have  gross  lesions  which  would 
not  otherwise  be  discovered  and  which  might  be 
amenable  to  surgery.  Urographic  evidence  of 
deformity  in  the  urinary  tract  does  not  always 
signify  that  the  renal  lesion  is  an  etiologic  factor 
of  hypertension,  and  many  renal  deformities 
observed  in  a urogram  do  not  have  any  clinical 
significance. 

The  mention  of  unilateral  nephrectomy  for 
hypertension  a few  years  ago  usually  resulted  in 
enthusiastic  discussion  with  ready  acceptance, 
but  it  is  now  approached  with  a more  critical 
eye  and  very  justly  so,  for  unilateral  nephrectomy 
should  be  undertaken  with  caution  and  only 
after  a complete  clinical  study.  Pessimism  with 


a h c 

Fig.  6 

Case  5.  Right  retrograde  study. 

a.  Film  with  No.  5 catheter  in  place  in  the  right  ureter  and  before 
injection  of  contrast  media. 

h.  Film  with  No.  5 catheter  in  place  and  taken  following  injection 
of  contrast  media. 

c.  Final  film  after  injection  of  contrast  media  and  after  removal 
of  catheter  demonstrating  the  renal  calculus  and  moderate 
pyelectasis  and  caliectasis  consistent  with  pyelonephritis  and 
other  secondary  changes  due  to  the  presence  of  the  calculus. 

regard  to  surgical  treatment  of  the  diseased  uni- 
lateral kidney  is  not  fully  warranted.  When  uni- 
lateral renal  disease  is  demonstrated  by  a ro- 
entegen  examination,  it  can  be  treated  by  neph- 
rectomy with  an  expectation  of  improvement  or 
cure  of  the  associated  hypertension  in  about  one- 
third  of  the  cases.  While  unilateral  nephrectomy 
may  occasionally  result  in  probable  “cure,”  the 
variable  and  often  unpredictable  course  of  the 
blood  pressure  level  in  a disease  of  such  magni- 
tude requires  evaluation  of  this  procedure  in  each 
specific  case  to  be  exact  before  acceptance.  A 
review  of  the  literature  reveals  that  of  those  in- 
dividuals having  hypertension,  only  one-half  per 
cent  are  candidates  for  unilateral  nephrectomy. 

When  the  patient  has  decided  on  operation, 
he  may  expect  to  derive  permanent  benefit  if 
under  50  years  of  age  and  if  the  hypertensive 
state  is  of  comparatively  recent  origin.  However, 
even  in  carefully  selected  cases,  no  definite 
statement  can  be  made  as  to  the  alleviation  of 
the  hypertension  itself  or  of  the  symptom  com- 
plex. In  operated  patients,  the  blood  pressure 
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may  remain  at  a low  level  for  a year  or  more 
after  operation,  and  usually  remain  so  after  this 
period  of  time.  One  follow-up  study  of  cases  in 
which  hypertension  was  present  and  in  which 
operation  was  performed  shows  that  in  a third 
of  the  total  cases,  the  blood  pressure  became 
normal  after  operation  and  remained  so  for  a 
year  or  more. 

In  only  a few  well  studied  cases  should  neph- 
rectomy be  performed,  and  then  primarily  not 
to  lower  blood  pressure  but  rather  to  extirpate 
the  established  urologic  disease. 

SUMMARY 

Patients  less  than  fifty  years  of  age  who  have 
had  an  elevated  blood  pressure  and  hypertensive 
symptoms  complex  for  less  than  two  years  and 
who  give  a history  of  urologic  disease  should 
have  an  intravenous  urogram  as  part  of  their 
hypertension  workup. 

If  a unilateral  renal  surgical  lesion  is  found 
after  ruling  out  all  other  causes  of  hypertension, 
this  lesion  should  be  thoroughly  investigated 
with  surgery  in  view  for  relief  of  the  hyperten- 
sive state.  However,  surgery  should  be  recom- 
mended only  if  the  contralateral  kidney  is  normal 
in  all  respects. 

Unilateral  renal  surgical  disease  is  present  as 
an  etiologic  factor  in  three  of  every  six  hundred 
hypertensive  patients,  and  one  of  these  three 
may  receive  lasting  benefit  by  relief  of  their 
hypertension  by  nephrectomy. 

Chronic  atrophic  pyelonephritis  as  a source  of 
hypertension  is  the  most  common  lesion  in  the 
group  of  unilateral  surgical,  or  non-nephritic 
lesions. 
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DIARRHEAL  DISEASE  ON  AN  INDIAN  RESERVATION 

Report  of  221  Cases,  Emphasizing  Etiology 
and  Epidemiology 

ISRAEL  GITLITZ,  M.D. 

New  York  City 


The  problem  of  the  causation  of  diarrheal  dis- 
ease is  almost  always  complex.  When  it  becomes 
involved  in  tribal  customs,  primitive  sanitary 
facilities,  and  acceptance  of  diarrhea  as  an  in- 
escapable component  of  everyday  life,  then  the 
problem  may  well  be  insoluble.  This  paper  will 
deal  with  the  etiology  of  diarrheal  disease  in  the 
Indians  residing  in  the  Gila  River,  Pima-Mari- 
copa  Indian  Community,  in  Arizona. 

The  prevailing  belief  has  been  that  all  diar- 
rheas common  to  these  Indians  are  caused  by 
( 1 ) improper  diet,  or  ( 2 ) functional  digestive 
disorders,  or  that  they  are  (3)  secondary  to 
some  parenteral  infection.  However,  clinical  ob- 
servations indicate  that  these  views  are,  in  most 
instances,  fallacious,  and  each  will  be  discussed 
presently.  The  section  on  Results  will  consider 
the  etiology  of  these  disorders,  and  the  Discus- 
sion the  epidemiology. 

Material  and  Methods 

Beginning  in  May  1949,  the  Reservation,  com- 
prising 7500  Indians,  had  a heavy  outbreak  of 
diarrheal  disease.  A series  of  cases  were  studied 
to  determine  the  underlying  causes.  The  total 
number  ( to  the  end  of  the  first  week  of  August 
1949)  was  221  patients— either  hospitalized  or 
treated  as  out-patients.  (An  unknown  number 
were  untreated,  due  largely  to  a lack  of  per- 
sonnel. ) 

At  the  beginning  of  the  survey,  standing  or- 
ders were  issued  which  required  a specimen  to 
be  taken  of  each  abnormal  stool  passed  by  these 
patients  at  the  hospital,  no  matter  what  the 
primary  diagnosis  was  on  admission.  These  stool 
specimens  were  then  sent  to  the  Arizona  State 
Health  Department  Laboratory  in  Phoenix,  Ari- 
zona for  bacterial  cultures. 

Residts 

Within  a short  period  it  became  clear  that  the 
clinical  impressions  had  been  correct.  The  re- 
sults of  the  stool  cultures  (Table  1)  indicated 
the  faultiness  of  two  of  the  previously  mentioned 
opinions  concerning  etiology:  these  diseases  were 
neither  “dietary  problems”  nor  “functional  dis- 
turbances.” They  were  enteric  infections. 


It  is  to  be  noted  that  of  the  total  of  221  patients 
with  diarrheas  it  was  possible  to  isolate,  on  cul- 
ture, a dysentery-causing  organism  in  134  cases 
(60  per  cent).  It  was  felt  that  there  would  have 
been  a much  larger  number  of  positive  stools  if 
difficulties  could  have  been  overcome  such  as 
the  lack  of  patient  cooperation,  language  diffi- 
culties and  out-patient  treatment.  In  addition, 
many  specimens  were  lost  or  broken  in  transit, 
some  were  “missed,”  destroyed  or  broken,  either 
in  the  hospital  or  in  the  laboratory,  and  the  time 
interval  between  taking  the  specimens  and  cul- 
turing them  often  was  as  much  as  72  hours. 
Even  under  such  circumstances,  however,  the 
percentage  is  noteworthy,  and  the  large  number 
of  stools  positive  on  culture  for  the  Paracolon 
organism  (an  intermediate  organism  between 
Escherichia  coli  and  Aerobacter  aerogenes ) 
should  demonstrate  that  this  organism  is  an  en- 
teric pathogen,  not  only  for  infants  and  small 
children,  but  for  all  ages. 

Concerning  the  third  of  the  previously-men- 
tioned opinions,  that  a large  number  of  diar- 
rheas are  associated  with  or  are  secondary  to 
parenteral  infection.  Table  2 gives  our  results. 
Of  221  cases  of  diarrhea,  54  (25  per  cent)  were 
either  associated  with,  or  were  secondary  to, 
parenteral  disease.  In  16  (30  per  cent)  of  these 
54  cases,  it  was  possible  to  isolate,  on  culture, 
a dysentery-causing  organism.  Our  experience 
seems  to  confirm  the  belief  that  in  the  majority 
of  cases  the  diarrhea  is  primary  and  is  a bacillary 
dysentery.  If  cultures  of  all  abnormal  stools 
are  taken,  the  tenacity  of  the  physician,  basing 
his  search  upon  the  clinical  evidence  furnished 
by  the  patient,  will  usually  be  rewarded  by  the 
isolation  and  demonstration  of  a causal  organ- 
ism. 

Mortality  rate.  In  this  series  of  221  unselected 
cases,  there  were  only  two  deaths.  The  first  oc- 
curred in  an  infant  four  months  of  age,  who  was 
admitted  in  a dying  condition  and  expired  a few 
hours  later.  The  child  had  been  born  premature- 
ly, with  congenital  syphilis,  and  had  been  ill 
for  at  least  two  weeks  before  admission,  under- 
going “treatment”  during  this  time  by  the  local 
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TABLE  1 Results  of  Stool  Cultures 


Age 

Group 

Number 
of  Cases 

Organisms  Recovered 
From  Stools 

Cases 

With 

Positive 

Cultures 

Cases 

With 

Negative 

Cultures 

Cases 

Pos. 

forB. 

Paracolon 

Cases 

Positive 

for 

Shigellae 

Cases 
Pos.  for 
Salmonella 
Group 

Newborns 

8 

(1)  Shigejla  paradysen- 
teriae  flexner 

5 

3 

4 

1 

0 

Up  to  12  months 
exclusive  of 

131 

(2)  B.  Paracolon 

B.  Paracolon 
Shigella  p.  flexner: 

Pseudomonas  aeruginosa 
“Proteus  ammoniae 
Proteus  mirabilia 

74 

57 

45 

12 

6 

newborns 
1 vr.  to  5 yrs. 

52 

Proteus  morgani 
“Proteus  vulgaris 
Salmonella  paratyphi 
Salmonella  newport 

B.  Paracolon 
Shigella  p.  flexner 

34 

18 

18 

10 

6 

School  Children 

11 

Proteus  mirabilia 

Salmonella  typhosa 
Salmonella  newport 
Salmonella  typhosa 
Salmonella  newport 

9 

2 

8 

0 

3 

Adults 

19 

B.  Paracolon 
Proteus  mirabilia 
Pseudomonas  aeruginosa 

B.  Paracolon 

12 

7 

7 

“One  patient  with 
several  different  or- 
ganisms in  the  stools. 

2 1 

TOTAL 

Shigella  flexner 
Salmonella  typhosa 
Escherichia  coli 

134 

87 

82 

“Also  two  stools  posi- 
tive for  Escherichia 
coli. 

25  | 16 

“These  three  organisms  (E.  coli,  P.  ammoniae,  and  P.  vulgaris)  while  not  considered  enteric  pathogens,  were, 
in  several  instances,  recovered  from  stools  (and  from  abscess  cavities)  under  circumstances  which  might  lead 
one  to  suspect  that  their  presence  was  not  altogether  beneficial'  to  their  host. 


TABLE  2 Cases  of  diarrhea,  associated  with  or  secondary  to  parenteral  diseases. 


Age 

Group 

Parenteral 

Diseases 

No.  of 
Cases 

No.  With 

Positive 

Stools 

No.  With 
Negative 
Stools 

Paracolon 

Shigeiia 

Salmonella 

Group 

• 

Other 

Congenital  Syphilis 

2 

2 

0 

1 

1 

0 

Newborns 

Prematurity 

1 

0 

1 

0 

0 

0 

Bronchitis 

1 

0 

1 

0 

0 

0 

Pneumonia,  lobular 

9 

2 

7 

1 

0 

1 

Pneumonia,  lobar 

3 

1 

2 

0 

0 

0 

Proteus  Morgani  (1) 

Up  to  12  months 

Measles 

2 

0 

2 

0 

0 

0 

exclusive  of 

Otitis  Media 

1 

0 

1 

0 

0 

0 

newborns 

Tonsillitis 

1 

0 

1 

0 

0 

0 

Bronchitis 

3 

1 

2 

1 

0 

0 

Septicaemia 

1 

0 

1 

0 

0 

0 

Hemolytic  staphylocci 

in  blood  culture 

Bronchitis,  acute 

8 

2 

6 

2 

0 

0 

Pneumonia,  lobular 

8 

3 

5 

2 

1 

0 

1 yr.  to  5 yrs. 

Measles 

4 

0 

4 

0 

0 

0 

Polio-Encelphalitis 

1 

0 

1 

0 

0 

0 

Encephalitis,  acute 

1 

1 

0 

0 

0 

0 

Pseudomonas  Aeruginosa 

School  children 

Tuberculosis 

6 to  14  yrs. 

pulmonary 

3 

3 

0 

1 

0 

3 

Ischio-rectal 

abscesses 

1 

1 

0 

0 

0 

0 

Adults 

Syphilis,  late,  latent 

1 

0 

1 

0 

0 

0 

Bronchitis,  acute 

1 

0 

1 

0 

0 

0 

Residual  monoplegia 

1 

0 

1 

0 

0 

0 

Diabetes  mellitus 

1 

1 

0 

0 

1 

0 

TOTAL 

54 

17 

37 

8 

3 

4 
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Indian  medicine  man.  Chief  cause  of  death  was 
neglect  and  the  lack  of  medical  care.  The  other 
death  occurred  in  a three  year  old  girl.  She  had 
been  ill  for  a month  with  measles  and  “diarrhea 
before  being  brought  to  the  hospital. 

Neither  of  these  two  deaths  can  be  said  to 
have  been  caused,  directly,  by  diarrhea.  In  view 
of  the  nutritional  status  of  these  Indians,  as  a 
group,  and  in  view  of  the  time  lag  between  onset 
of  disease  and  time  when  medical  aid  is  sought, 
this  low  mortality  (2  deaths  in  221  cases)  may 
be  considered  encouraging. 

Discussion 

Epidemiology.  Sewage  from  this  hospital  and 
from  the  village  of  Sacaton  is  discharged  into 
the  Little  Gila  River.  The  waters  of  the  Little 
Gila  are  meant  primarily  for  irrigation  purposes, 
but  are  also  used  by  these  Indians  for  all  house- 
hold purposes,  for  swimming  and  even  for  drink- 
ing purposes,  chiefly  because  of  ready  accessibil- 
ity. Further  pertinent  epidemiological  factors 
have  been  accurately  described  by  Zander:1 

“The  horse-drawn  wagon,  and  sometimes  a 
truck,  loaded  with  miscellaneous  water  barrels 
or  cans,  covered  with  a dirty  tarpaulin,  if  cov- 
ered at  all,  for  its  dusty  journey  of  from  14  to  3 
or  4 miles  to  the  inadequate  adobe  or  ocotilla 
home  shack  with  its  nearby  wide-open  privy  of 
scrap  sheet  metal  or  wood,  perfectly  designed 
to  facilitate  the  breeding  of  flies  to  plague  the 
Indian  inhabitants  of  the  unscreened  huts  and 
roofed  but  otherwise  open  hot  weather  living, 
cooking,  eating  and  water  storage  patio,  where 
the  open  barrel  or  clay  urn  with  the  tin  drinking 
cup  invite  the  thirsty  to  partake  of  the  brew,  is 
grossly  inadequate  and  must  be  corrected  if  good 
health  for  the  Indian  is  to  be  attained. 

“In  almost  all  instances,  the  home  privy  at  best 
only  serves  to  screen  the  timid  and  modest  from 
the  not  too  persistent  gaze  of  others.  It  serves 
only  to  concentrate  the  putrid  contents  of  the 
pit  in  a convenient  breeding  spot  for  flies  and 
maggots  which,  during  adulthood,  contribute 
mightily  to  the  extremely  high  infant  mortality 
rate  and  the  ‘warm  weather  diarrheas’  described 
to  me.” 

The  finding  of  numerous  stools  positive  for  the 
Paracolon  organism  is  in  itself  an  indication  of 
fecal  contamination  of  foodstuffs  and  drinking 
water.  This  irrigation  canal,  the  Little  Gila 
River,  is  the  prime  suspect.  Open  prives,  uncov- 
ered water  containers,  flies  and  inadequate  per- 
sonal hygiene  contribute  to  the  situation.  A re- 


latively inexpensive  educational  program  would 
doubtless  work  a measureable  improvement. 

Summary  and  Conclusions 

1.  A series  of  221  unselected  cases  of  diarrhea, 
with  2 deaths,  is  presented  and  discussed  as  to 
etiology  and  epidemiology. 

2.  Intestinal  pathogens  appear  to  be  as  readily 
isolated  from  the  stools  of  infants  and  those  un- 
der one  year  as  from  any  other  age  group. 

3.  Diarrhea,  as  met  with  here,  in  most  in- 
stances appears  to  be  a bacillary  dysentery,  but 
when  parenteral  disease  is  associated  with  diar- 
rhea it  becomes  increasingly  difficult  to  isolate 
a dysenteriform  organism. 

4.  The  paracolon  organism  is  definitely  an  en- 
teric pathogen  for  all  age  groups. 

5.  Diarrheal  disease  is  not,  apparently,  a 
sequel  to  functional  damage  of  the  intestinal  ep- 
thelium  by  a parenteral  infection,  nor  is  it,  as 
commonly  thought,  a “dietary  problem”  neces- 
sarily, or  “functional  disturbance.”  As  met  with 
here  it  is  a primary  disease  caused  by  an  enteric 
pathogen. 

6.  The  sources  of  these  diseases  are  the  pol- 
luted irrigation  canals,  the  open  privies,  the  un- 
covered water  barrels,  the  Hies  and  the  lack  of 
adequate  education  in  personal  hygiene. 

7.  There  is  no  room  for  complacency.  Diar- 
rheal disease  is  not  inevitable.  It  can  be  largely 
eliminated  by  education  and  by  the  expenditure 
of  a remarkable  small  amount  of  money  in  rela- 
tion to  the  results  obtainable. 
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Editorials 


TREATMENT  OF  CONGESTIVE 
HEART  FAILURE 

The  marked  improvement  in  the  treatment  of 
patients  with  congestive  heart  failure  during  the 
past  several  years  has  been  due  to  the  re-discov- 
ery that  the  primary  basis  of  cardiac  edema  is 
sodium  retention  and  second  to  the  more  wide- 
spread use  of  the  mercurial  diuretics.  Although 
Baynard,  in  1722,  said  that  “Salt  creeps  with  the 
chyle  into  the  blood  and  have  no  way  out  but  by 
the  urine”  it  remains  for  Schroeder,  Schemm  and 
others  in  1941  and  1942  to  popularize  the  low 
sodium  diet  together  with  liberal  intake  of  water. 
Although  it  should  be  injected  here  parentheti- 
cally that  Newburgh  in  1930  called  attention  to 
the  diuretic  effect  of  water  alone. 

Due  to  the  emphasis  that  is  being  placed  on 
the  mercurial  diuretics  the  importance  of  dig- 
italis is  being  seriously  questioned.  Indeed,  it 
has  even  been  suggested  that  congestive  heart 
failure  can  be  adequately  treated  by  mercurial 
diuretics  alone.  But,  as  DeGraff  has  pointed  out 
a careful  appraisal  of  the  mechanism  of  ac- 
tion of  digitalis  and  of  the  mercurial  diuretics 
will  show  quite  clearly  that  one  group  of  drugs 


cannot  be  substituted  for  the  other,  and  both  are 
required  for  the  intelligent  management  of  con- 
gestive heart  failure.  Moreover  it  appears  that 
digitalis  is  a more  effective  remedy  in  the  treat- 
ment of  early  heart  failure  than  are  the  mercurial 
diuretics. 

Of  the  digitalis  preparations  commonly  em- 
ployed digitoxin,  although  exceedingly  popular 
for  a time,  has  now  been  largely  replaced  by 
digoxin.  As  has  been  pointed  out  digitoxin  of- 
fered no  advantage  over  digitalis  leaf  for  the 
treatment  of  heart  failure.  Indeed,  it  is  much 
less  desirable  than  other  digitalis  preparations 
because  of  its  slow  dissipation  and  the  great  dan- 
ger of  prolonged  and  severe  toxicity. 

Digoxin  which  was  first  isolated  from  digitalis 
lanata  in  1930  has  been  subject  to  considerable 
clinical  investigation  and  appears  to  have  a rel- 
atively short  latent  period  and  a short  period  of 
dissipation.  It,  therefore,  should  be  the  drug  of 
choice  since,  if  toxicity  occurs,  it  will  quickly  dis- 
appear when  the  drug  is  withdrawn.  Another 
digitalis  preparation  which  is  being  more  fre- 
quently employed  is  gitalin  which  is  a watery 
extract  of  digitalis  purpurea.  It  apparently  has 
a greater  therapeutic  range  than  any  other  glyco- 
side mentioned,  and  is  employed  in  advanced 
cases  of  congestive  failure  where  the  therapeutic 
dose  and  the  toxic  dose  of  the  other  glycosides 
are  about  the  same. 

The  four  most  popular  mercurial  diuretics, 
namely,  mercuzanthin,  mercuhydrin,  salyrgan 
and  thiomerin,  all  contain  approximately  40  mg. 
of  mercury  per  cubic  centimeter  and  with  the 
exception  of  thiomerin,  have  mercury  radical 
chemically  linked  with  theophylline.  In  thio- 
merin the  theophylline  is  replaced  by  mercaptan. 
Although  maximum  diuresis  is  obtained  when 
these  preparations  are  given  intravenously,  thio- 
merin given  subcutaneously  is  almost  as  effective 
as  the  other  diuretics  given  intravenously  and 
has  the  advantage  of  being  the  least  toxic. 
Mercuhydrin  causes  no  great  pain  when  given 
intramuscularly  but  is  less  effective  than  thio- 
merin subcutaneously.  Since  the  danger  of  un- 
toward reaction  is  greatest  when  given  intra- 
venously, thiomerin  is  theoretically  the  most 
satisfactory  of  all  mercurial  diuretics.  The  oral 
preparations  are  inconstant  in  their  action  and 
are,  therefore,  of  limited  value.  The  amount  of 
diuresis  is  affected  not  only  by  the  preparations 
used  and  dosage  but  certain  other  factors  such 
as  the  amount  of  physical  rest  at  the  time  of  the 
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onset  and  the  peak  of  the  diuresis,  whether  or 
not  the  patient  is  properly  digitalized  and  the 
concomitant  use  of  acidifying  salt.  Thus  the 
effectiveness  of  a mercurial  preparation  will  be 
increased  approximately  25%  by  the  adminis- 
tration of  75  grains  of  ammonium  chloride  daily 
for  three  of  four  days  preceding  the  injec- 
tion. 

Not  frequently  one  sees  patients  with  chronic 
congestive  heart  failure  who  do  not  make  a sat- 
isfactory response  to  the  mercurials.  This  has 
been  attributed  to  the  development  of  renal 
tubular  resistance  to  mercury.  However,  Leiter 
and  his  associates  have  demonstrated  that  it 
results  in  part  from  the  marked  decreased  fil- 
tration rate  occurring  in  severe  congestive  heart 
failure.  This,  the  administration  of  amino- 
phyllin  0.5  gm.,  intravenously  60  to  90  minutes 
after  an  injection  of  mercurial  will  frequently 
provoice  a good  diuresis  in  patients  previously 
resistant  to  mercurial.  The  danger  of  renal  dam- 
age ft  Dm  frequent  injections  of  mercurial  diure- 
tics has  been  much  exaggerated.  Although  ser- 
ious aid  possibly  fata!  sodium  depletion  and  de- 
hydration occassionally  result  from  the  too  en- 
thusiastic use  of  a mercurial,  the  pendulum  is 
beginning  to  swing  perhaps  too  far  in  the  direc- 
tion of  the  exaggeration  of  this  danger. 

The  frequency  of  administration  is  dependent 
upon  many  factors  such  as  the  salt  and  fluid  in- 
take, the  physical  activity  and  the  type  and  sever- 
ity of  die  heart  disease.  Rather  than  give  an  in- 
jection every  four  or  five  days,  it  is  perhaps  bet- 
ter to  give  the  injection  with  every  four  or  five 
pounds  gain  in  weight  Although  some  authori- 
ties have  placed  emphasis  on  the  use  of  the  daily 
dose  of  mercurials  to  bring  the  attack  of  conges- 
tive failure  under  control,  more  conservative  in- 
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dividuals  have  found  that  if  the  patient  is  main- 
tained on  a diet  containing  1 to  2 grams  of  salt 
daily,  cardiac  compensation  can  be  satisfactorily 
maintained  with  a mercurial  injection  perhaps 
once  in  every  two  to  four  weeks. 

It  is  now  generally  agreed  that  the  so-called 
salt  poor  diet  is  ineffectively  and  that  one  must 
restrict  the  sodium  intake  in  the  diet  to  one  or 
two  grams  of  salt  daily  This  means  that  no 
sodium  chloride  can  be  used  in  the  preparation 
of  foods,  particularly  in  making  bread,  and  but- 
ter or  margerine  must  be  salt  free  or  washed. 
Schemm  has  recommended  an  acid  ash  diet 
which  brings  about  further  excretion  of  the  so- 
dium salt  since  the  natural  acids  are  neutralized 
by  the  sodium  from  the  interstitial  fluid  and  the 
sodium  salt  is  removed  in  the  urine.  He  also 
emphasized  that  with  limited  fluid  intake  and 
with  diminished  cardiac  output  sufficient  fluids 
are  not  provided  to  the  kidney  for  filtration.  He, 
therefore,  recommends  from  6 to  8 litres  daily. 
The  consensus  of  opinion,  however,  is  that  a 
minimum  of  3 thousand  cc.  of  fluid  is  required 
daily  and  since  there  may  be  an  appreciable 
amount  of  sodium  in  ordinary  tap  water,  dis- 
tilled water  is  recommended.  The  palatability 
of  the  distilled  water  can  be  improved  by  the 
addition  of  dilute  hydrochloric  acid  which  will 
aid  the  ammonium  chloride  in  bringing  about  a 
state  of  relative  acidosis. 

In  summary  it  should  be  emphasized  that  al- 
though strict  dietary  control  and  the  mercurial 
diuretics  have  brought  about  a marked  improve- 
ment in  the  treatment  of  congestive  failure,  prop- 
er digitalization  and  strict  individualization  are 
still  necessary  for  the  satisfactory  control  of  the 
signs  and  symptoms  of  myocardial  failure. 

R.  S.  F. 
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PHOENIX  CLINICAL  CLUB 
MASSACHUSETTS  GENERAL  HOSPITAL 


The  Case  History  in  this  discussion  is  selected 
from  the  Case  Records  of  the  Massachusetts  Gen- 
eral Hospital,  and  reprinted  from  the  New  England 
Journal  of  Medicine.  The  discussant  under  Differ- 
ential Diagnosis  is  a member  of  the  staff  of  the 
Massachusetts  General  Hospital.  The  other  dis- 
cussants are  members  of  the  Phoenix  Clinical  Club. 


A fifty-nine-year-old  woman  entered  the  hos- 
pital complaining  of  a mass  in  the  abdomen. 

Ten  months  before  admission  the  patient  not- 
iced, after  reaching  forward  a sensation  of  heav- 
iness in  the  abdomen  occurring  about  once  a 
month  and  followed  on  one  occasion  by  watery 
diarrhea.  Four  months  later,  while  lying  on  her 
right  side,  she  detected  a mass  in  the  left  flank 
that  progressively  increased  in  size,  but  caused 
no  symptoms,  except  a sensation  of  weight;  at 
times  it  seemed  to  pulsate.  Two  months  before 
admission  she  had  an  attack  of  low  back  pain, 
which  radiated  upward  and  was  severer  than 
the  back  pains  that  she  had  had  for  many  years. 
During  this  period  she  worked  hard  and  became 
weak,  tired  and  dyspneic;  after  a period  of  rest 
these  symptoms  disappeared. 

The  past  history  was  noncontributory  except 
that  she  had  been  jaundiced  for  one  month  thirty 
years  previous  to  admission. 

On  examination  the  patient  was  a well  devel- 
oped, moderately  obese  woman  in  no  acute  dis- 
comfort. Multiple  subcutaneous  nodules  were 
palpable  over  the  arms  and  thighs.  The  heart 
and  lungs  were  normal.  In  the  left  upper  quad- 
rant of  the  abdomen  was  a firm,  moderately  ten- 
der, irregular  mass  about  10cm.  in  diameter.  It 
descended  with  inspiration  and  was  movable  on 
pressure  in  the  left  costovertebral  angle.  Peristal- 
tic sounds  were  heard  in  the  region  of  the  mass. 
Pelvic  and  rectal  examinations  were  negative. 

The  temperature,  pulse  and  respirations  were 
normal.  The  blood  pressure  was  125  systolic,  80 
diastolic. 

Blood  examination  showed  14.9  gm.  of  hemo- 
globin and  a white-cell  count  of  7400.  The  stools 
were  negative  for  occult  blood.  The  nonprotein 
nitrogen  was  15  mg.  per  100  cc.,  and  the  fasting 
blood  sugar  100  mg.  The  total  serum  protein 
was  6.1  gm.  per  100  cc.  The  serum  amylase  was 


36  units  per  100  cc.  All  urine  specimens  were 
negative. 

A barium  enema  done  ten  days  before  ad- 
mission showed  passage  of  barium  from  rectum 
to  cecum  without  delay.  There  was  reflux  into 
a normal  appearing  terminal  ileum.  No  constant 
filling  defect,  ulceration  or  diverticulum  was  seen 
in  the  colon.  The  ascending  colon  and  cecum 
was  twisted  on  themselves  so  that  the  tip  of  the 
cecum  lay  in  essentially  the  same  position  as  the 
hepatic  flexure.  The  palpable  mass  in  the  left 
upper  quadrant  was  not  attached  to  the  bowel. 
The  palpable  mass  was  distinctly  seen  on  the 
film.  It  measured  10  cm.  in  diameter.  The 
stomach  appeared  to  lie  medially  to  the  mass 
and  above  it.  The  spleen  was  not  visualized.  A 
small  bowel  enema  showed  the  mass  to  lie  in  the 
left  upper  quadrant,  between  the  stomach  and 
transverse  colon,  displacing  the  stomach  upward 
and  the  transverse  colon  and  upper  small  intes- 
tine downward.  An  intravenous  pyelogram  was 
negative.  A gastrointestinal  series  was  negative. 

On  the  ninth  hospital  day  an  operation  was 
performed. 

DR.  THOMAS  W.  WOODMAN: 

The  diagnosis  in  this  particular  case  does  not 
seem  to  me  to  be  too  difficult.  For  that  reason 
I believe  that  I can  almost  depend  on  “missing 
it  cold.”  The  patient  is  59  years  of  age  and  the 
onset  of  symptoms  was  10  months  prior  to  admis- 
sion to  the  hospital.  She  noted  a sensation  of 
heaviness  in  the  abdomen  and  on  one  occasion 
this  was  followed  by  watery  diarrhea.  She  her- 
self had  detected  a mass  in  the  left  flank  that 
had  progressively  increased  in  size  but  had  not 
caused  any  symptoms  other  than  a sensation  of 
weight.  It  seemed  to  pulsate  at  times.  She  had 
had  some  back  pain  and  had  become  weak,  tired 
and  dyspeptic  but  these  symptoms  did  not  per- 
sist all  of  the  time. 

I think  that  the  past  history  given  of  jaundice 
for  one  month  30  years  prior  to  admission  may  be 
of  some  significance.  It  is  important  to  note  too 
in  the  record  that  this  patient  was  well  devel- 
oped, that  she  was  moderately  obese  and  that 
she  was  not  in  any  acute  discomfort  at  the  time 
of  examination.  I believe  that  the  multiple  sub- 
cutaneous nodules  palpable  over  the  arms  and 
thighs  constitute  a red  herring  in  this  record  and 
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are  not  significant  insofar  as  the  diagnosis  is  con- 
cerned. These  multiple  sub-cutaneous  nodules 
were  in  all  probability  fibromas  or  lipomas. 

The  description  of  the  mass  itself  is  of  the  ut- 
most importance.  It  was  in  the  left  upper  quad- 
rant, was  firm,  moderately  tender,  and  about  10 
centimeters  in  diameter.  It  was  movable  on 
pressure  in  the  left  costo-vertebral  angle  and  de- 
scended with  inspiration.  The  blood  examination 
throughout  is  essentially  normal  including  blood 
sugar,  total  serum  protein  and  the  serum  amylase. 
The  urine  was  negative  and  the  barium  enema 
was  negative  except  for  the  fact  that  the  ascend- 
ing colon  and  cecum  were  twisted  on  themselves 
so  that  the  tip  of  the  cecum  lay  in  essentially  the 
same  position  as  the  hepatic  flexure.  The  mass 
in  the  left  upper  quadrant  was  not  attached  to 
the  bowel.  It  displaced  the  splenic  flexure  later- 
ally and  the  transverse  colon  interiorly.  The 
stomach  appeared  to  lie  medial  to  the  mass  and 
above  it.  The  spleen  was  not  visualized.  The 
small  bowel  enema  revealed  the  mass  to  lie  in 
the  left  upper  quadrant  between  the  stomach 
and  the  transverse  colon.  The  stomach  was  dis- 
p'  iced  upward  and  the  transverse  colon  and 
upper  small  intestine  downward.  The  intra- 
venous pyelograms  were  negative. 

The  most  logical  diagnosis  in  this  case  is,  to 
my  mind,  a cyst  of  the  tail  of  the  pancreas.  There 
are  other  conditions  which  do  have  to  be  con- 
sidered. The  blood  reports  are  essentially  nor- 
mal and  1 think  we  can  pretty  well  rule  out  dis- 
eases of  the  spleen.  If  this  was  an  omental  cyst 
or  tumor  we  would  expect  to  find  a displacement 
of  the  transverse  colon  different  from  that  given 
in  the  record.  A cyst  of  the  gastro-colie  ligament 
could  give  x-ray  findings  which  would  fit  in  with 
those  which  have  been  given  to  us  and  this  can- 
not be  positively  ruled  out.  Aneurysm  of  the 
splenic  artery  might  be  considered  for  a few  of 
these  cases  have  been  described  and  the  mass 
did  seem  to  pulsate.  However,  an  aneurysm  in 
this  location  would  in  all  probability  rupture  be- 
fore it  attained  the  size  described,  and  this  type 
of  lesion  is  practically  never  diagnosed  except 
at  the  time  of  rupture. 

The  more  I went  over  the  record,  the  more  it 
seemed  to  fit  with  the  diagnosis  of  pancreatic 
cyst.  Tumors  of  the  spleen,  dissecting  aneurysms, 
tumors  of  the  intestine  and  lesions  of  the  stomach 
might  possibly  be  considered  but  the  x-ray  find- 
ings are  such  that  it  seems  to  me  that  all  of  these 


conditions  can  be  well  ruled  out  without  dis- 
cussion. 

Pancreatic  cysts  occur  at  any  age  but  they  are 
more  often  seen  in  persons  about  middle  life. 
They  may  be  seen  in  very  young  infants  and  in 
one  series  of  cases  which  I studied  the  oldest 
was  76  years.  There  is  a lack  of  knowledge  con- 
cerning the  pathogenesis  of  the  various  types  of 
pancreatic  tumors  and  for  that  reason  there  is 
a variance  in  the  classification.  Robson  and 
Moynihan  have  grouped  neoplasms  as  retention 
cysts,  proliferative  cysts  including  the  cystic 
adenoma  and  cystic  epithelioma,  hydatid  cysts, 
congenital  cystic  disease,  hemorrhagic  cysts  and 
peudo  cysts.  The  pseudo-cyst  is  the  most  fre- 
quent type  of  pancreatic  cyst  and  may  occur  in 
any  portion  of  the  pancreas  although  it  is  most 
prevalent  in  the  tail.  These  so-called  pseudo- 
cysts which  represent  fluid  tumors  found  in  more 
or  less  close  proximity  to  the  pancreas,  but  not 
originating  in  the  substance  of  the  gland,  are 
most  commonly  the  result  of  injury  In  the  par- 
ticular case  under  discussion  no  history  of  injury 
is  given. 

The  relationship  between  gall  bladder  disease 
and  disease  of  the  biliary  system  and  the  devel- 
opment of  pancreatic  disease  has  long  been 
recognized.  This  particular  patient  did  give  a 
history  of  jaundice  30  years  prior  to  the  condi- 
tion for  which  she  was  admitted  to  the  hospital 
on  this  occasion.  We  are  not  given  the  x-ray 
findings  of  gall  bladder  and  whether  there  is 
any  etiologic  relationship  between  the  jaundice 
she  had  30  years  ago  and  the  symptoms  that  she 
has  now  of  course  cannot  be  definitely  estab- 
lished. I rather  expect  that  at  operation  this 
woman  was  found  to  have  evidence  of  gall  blad- 
der disease  as  well  as  the  cyst  of  the  pancreas. 
Most  of  the  pancreatic  cysts  are  benign  but  car- 
cinoma may  develop  secondary  to  cystic  degen- 
eration. 

The  diagnosis  of  pancreatic  tumor  is  extreme- 
ly difficult,  particularly  when  the  tumor  is  small. 
The  symptoms  and  signs  are  not  in  themselves 
significant  or  diagnostic.  Laboratory  tests  may 
be  of  value  but  are  by  no  means  infallable.  Pain 
seems  to  be  the  most  important  subjective  symp- 
tom but  it  varies  in  location.  In  the  majority  of 
cases  it  is  localized  in  the  epigastrium,  in  some 
in  the  left  upper  quadrant  of  the  abdomen  and 
in  some  of  the  patients  it  is  diffused  throughout 
the  abdomen.  In  many  of  the  cases  the  pain  is 


Vol.  7,  No.  12 


Arizona  Medicine 


49 


When  there  is  a tendency  toward  hemorrhoids,  when  hemorrhoids 
are  present  or  after  hemorrhoidectomy — when  avoidance  of  strain- 
ing is  desired— Metamucil's  smooth,  demulcent  action  conforms  to 
accepted  bowel  management. 

Metamucil  softens  the  fecal  content,  stimulates  peristalsis  by 
supplying  plastic,  bland  bulk  and  encourages  easy,  gentle,  reg- 
ular evacuation  without  irritation  or  straining. 

Metamucil  is  the  highly  refined  mucilloid  of  Plantago  ovata 
(50%),  a seed  of  the  psyllium  group,  combined  with  dextrose 
(50%)  as  a dispersing  agent. 
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associated  with  nausea  and  vomiting.  There 
may  be  loss  of  weight  and  there  is  constipation 
in  some  and  diarrhea  in  others.  Jaundice  occurs 
in  a relatively  small  percentage  of  the  cases  and 
is  probably  due  to  the  fact  that  there  is,  rather 
commonly,  an  associated  biliary  system  disease 
with  the  pancreatic  disease. 

Practically  all  patients  operated  on  do  give 
some  past  history  which  has  a bearing  on  their 
illness.  Most  of  these  will  give  a history  of 
transient  attacks  of  pain  which  varies  in  duration 
from  2 days  to  2-3  years.  The  average  duration 
of  symptoms  however,  is  about  6 months.  Some 
of  the  patients  give  a history  of  cholecystitis  pre- 
ceding the  pancreatic  cysts  and  many  of  the  pa- 
tients have  noticed  a gradual  increase  in  swell- 
ing in  the  abdomen.  The  physical  examination 
usually  reveals  these  patients  to  be  well-nour- 
ished, although  a small  percentage  of  the  cases 
are  emmaciated. 

Cysts  of  the  pancreas  are  as  a general  rule 
relatively  immobile,  but  if  they  are  situated  in 
the  tail  of  the  pancreas  they  are  more  apt  to  be 
freely  moveable.  Roentgen  examination  is  of 
major  aid  in  the  diagnosis  of  cyst  of  the  pan- 
creas. When  the  cyst  is  situated  in  the  head  of 
the  pancreas  there  is  commonly  an  enlarged 
duodenal  curve.  Too,  the  displacement  of  the 
duodenum  and  the  small  intestine  points  toward 
the  diagnosis  of  cyst  of  the  pancreas.  When  in 
the  tail  of  the  pancreas  the  x-ray  findings,  as  are 
given  in  the  record  of  this  case,  are  of  great 
value  in  diagnosis.  The  picture  after  operation 
is  characteristic.  The  tumor  usually  presents  it- 
self as  a smooth,  relatively  immobile  hemispheric 
and  semi-fluctuant  swelling.  When  it  is  aspirat- 
ed it  yields  a rather  sanguineous  fluid  and  in 
some  cases  globules  of  oil  can  be  found  in  the 
fluid.  The  size  of  the  pancreatic  tumor  is  quite 
variable.  It  may  be  4-5  centimeters  in  diameter 
and  can  run  up  to  30  centimeters  in  diameter 
or  more.  It  may  be  of  such  size  that  the  tumor 
extends  into  the  pelvis  and  contains  several  litres 
of  fluid. 

Cyst-adenoma  represents  a true  form  of  pan- 
creatic tumor  but  this  type  of  neoplasm  is  not 
particularly  common.  It  is  characterized  by 
papillary  formation  arising  from  the  inner  lining 
of  the  cyst.  Retention  cysts  of  the  pancreas  re- 
sult, in  all  probability,  from  some  form  of  ob- 
struction to  the  pancreatic  duct,  while  inclusion 
cysts  develop  in  the  pancreas  from  cells  which 
are  not  normally  there  but  which  were  incorpo- 


rated in  the  organ  from  some  extraneous  tissue 
by  a faulty  development  of  embryonic  life. 
Pseudo-cysts  of  the  pancreas  with  carcinomatous 
degeneration  are  of  rare  occurrence.  At  the 
Mayo  Clinic  May  Horner  and  Matson  reported 
four  cases  of  carcinomatous  cysts  among  8 pa- 
tients with  pancreatic  cysts  treated  surgically.  In 
another  series  of  seventeen  cases  which  I re- 
viewed carcinomatous  degeneration  occurred  in 
only  one. 

My  diagnosis  in  this  case  is  cyst  of  the  tail  of 
the  pancreas.  There  may  or  may  not  have  been 
carcinomatous  degeneration,  however  I think 
that  the  chances  are  that  the  cyst  was  benign.  I 
believe  too  that,  if  the  gall  bladder  and  bile  ducts 
were  examined  at  the  time  of  surgery,  gall  blad- 
der disease  existed  either  with  or  without  stones. 

DIFFERENTIAL  DIAGNOSIS 

Dr.  Merrill  C.  Sosman:  I should  like  to  have 

more  details  about  the  nodules  found  over  the 
arms  and  thighs.  How  large  were  they?  Were 
they  freely  movable?  What  was  their  distribu- 
tion? Was  there  any  pigmentation  associated 
with  them?  I assume  that  they  were  neuro- 
fibromas. 

Dr.  Benjamin  Castleman:  There  is  no  fur- 

ther information  recorded.  I should  agree  that 
they  were  probably  neurofibromas. 

Dr.  Sosman:  “The  heart  and  lungs  were 

normal  . I assume  that  statement  was  based  on 
the  usual  method  of  examination  with  the  stetho- 
scope, which  is  not  reliable  in  spite  of  what  one 
of  your  doctors  said  at  one  of  the  meetings  sev- 
eral months  ago.  Since  there  are  no  x-ray  films 
of  the  chest,  we  must  accept  the  opinion,  but 
not  as  a fact. 

The  serum  amylase  was  36  units  per  100  cc. 
At  the  Peter  Bent  Brigham  Hospital  anything 
up  to  100  units  is  normal.  This  was  well  below 
the  border  line  of  abnormality 

Submitted  with  this  protocol  was  this  series  of 
x-ray  films.  There  are  several  facts  that  can  be 
determined  from  the  x-ray  studies,  and  opinions 
can  be  deduced  from  these  facts.  I think  that 
we  should  carefully  separate  the  two.  First 
there  is  a barium  enema,  then  a small-bowel 
study,  then  intravenous  urograms,  finally,  a gas- 
trointestinal series.  I was  a little  intrigued  in 
going  over  these  films  to  find  that  all  of  them 
have  the  same  identifying  number  but  one.  I 
assume  that  you  have  a unit  number  for  these 
patients,  and  I wonder  if  this  film  belongs  to  the 
group. 
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Dr.  Dean  Crystal:  The  patient  was  seen  in 

the  Out  Patient  Department  and  given  a num- 
ber, and  was  then  transferred  to  the  house  and 
given  another  number  before  it  was  realized  that 
she  was  the  same  patient. 

Dr.  Sosman:  We  can  check  that  statement 

by  observing  the  details  of  the  spine— the  inti- 
mate, personal  private  anatomic  details.  As  a 
matter  of  fact,  x-ray  films  are  a good  method  of 
identifying  persons  during  life  and  even  after 
death,  and  they  have  frequently  been  used  for 
that  purpose.  If  one  compares  the  transverse 
processes,  the  articular  facets  and  the  details  of 
the  fourth  and  fifth  lumbar  vertebras  in  these 
films  one  finds  that  they  are  identical,  so  that  the 
statement  is  correct. 

The  outline  of  the  mass  is  best  seen  in  this 
film  of  the  kidney  and  bladder  region,  which 
preceded  the  intravenous  urogram.  There  is  a 
fairly  sharply  outlined  mass  in  the  left  upper 
quadrant,  which  also  shows  well  in  the  barium- 
enema  film.  The  protocol  states  that  the  mass 
was  irregular  to  palpation,  whereas  the  shadow 
on  the  x-ray  film  is  smooth  and  distinct  in  out- 
line, making  it  look  like  a cystic  mass.  I agree, 
however,  with  the  report  that  the  first  barium 
enema  was  normal.  There  is  no  evidence  that 
the  tumor  arose  from  the  colon.  The  stomach 
is  displaced  upward.  There  is  a large  vacant 
area  here,  which  spreads  the  duodenal  loop.  It 
looks  as  if  the  mass  had  moved  to  the  right 
side.  I cannot  tie  that  up  with  the  examination 
when  it  was  said  that  the  mass  was  in  the  left 
upper  quadrant.  I should  like  to  ask  if  the  mass 
moved. 

Dr.  Laurence  L.  Robbins:  Dr.  H.  P.  Mueller, 

who  did  the  fluoroscopy— in  fact,  I believe  that 
he  interpreted  all  the  films— was  certain  that  each 
time  he  examined  the  patient  that  mass  was  in 
a different  part  of  the  abdomen. 

Dr.  Sosman:  So  it  was  a freely  movable  mass, 
and  I assume  that  the  mass  in  the  right  upper 
quadrant  below  the  antrum  of  the  stomach,  lying 
above  the  colon  and  distending  the  duodenal 
loop,  is  the  same  one  that  we  saw  in  the  left 
upper  quadrant. 

The  intravenous  urogram  is  essentially  normal, 
except  that  the  upper  calyxes  of  the  left  kidney 
are  not  well  filled.  There  are  two  small  areas  of 
calcification  that  might  be  interpreted  as  the  tips 
of  these  calyxes  since  they  are  in  proper  relation 
to  the  outline  of  the  kidney.  As  a matter  of  fact, 
the  two  shadows  are  present  in  the  plain  film 


before  the  intravenous  urogram  was  made.  I 
assume  that  these  two  small  calcified  areas  were 
in  the  mass  and  were  not  part  of  the  kidney. 

Finally  the  gastrointestinal  series  shows  a well 
filled  stomach,  with  normal  nucosa  and  normal 
peristaltic  waves,  and  a normal  duodenal  loop. 
I consider  this  jejunal  loop  to  be  abnormal.  It 
is  a little  too  large,  and  the  rugae  on  the  left  side 
adjacent  to  the  mass  are  not  entirely  distinct. 
Going  back  to  the  small  bowel  examination,  I see 
a loop  of  small  bowel  that  I think  is  larger  than 
than  one  ordinarily  sees. 

To  sum  the  whole  thing  up,  the  patient  came 
in  with  a mass  in  the  left  upper  quadrant,  and 
after  nine  days  of  hospital  study  the  diagnosis 
was  still  a mass  in  the  left  upper  quadrant.  I do 
not  believe  that  there  is  any  evidence  here  to  in- 
dicate the  exact  origin  of  the  mass.  From  these 
examination,  however,  we  do  know  that  it  was 
not  a part  of  the  stomach  and  that  it  did  not  arise 
from  the  colon;  if  this  dilated  loop  of  small  bowel 
means  anything,  it  could  have  arisen  from  the 
wall  of  ileum.  We  have  to  consider,  then,  a tu- 
mor of  the  small  bowel,  a mesenteric  cyst,  a tu- 
mor of  the  left  kidney  (with  no  more  distortion 
of  the  renal  pelvis  than  we  have  here,  it  would 
probably  have  to  be  a large  benign  cyst),  a cyst 
in  the  tail  of  the  pancreas  and,  finally,  an  ovarian 
cyst  with  a long  pedicle  These  are  the  five  major 
considerations.  I believe  that  we  can  rule  out 
the  spleen  because  the  tumor  does  not  displace 
the  colon  in  the  usual  manner.  An  enlarged 
spleen  almost  invariably  displaces  the  splenic 
flexure  downward  and  medially,  where  as  here 
the  mass  lies  medial  to  the  splenic  flexure.  If 
it  is  spleen,  it  would  have  to  be  an  aberrant 
spleen,  and  presumably  a tumor  of  an  aberrant 
spleen. 

Going  back  to  the  small  bowel  and  jejunum, 
there  are  four  or  five  conditions  that  are  com- 
monly found  there.  One  is  reduplication,  which 
almost  always  is  found  in  children.  I believe 
that  it  is  quite  rare  to  see  it  in  a woman  of  fifty- 
nine.  Then  there  are  the  sarcomas— leiomyosar- 
coma and  spindle-cell  tumors,  but  in  such  cases 
there  is  almost  invariably  a history  of  ulceration 
and  hemorrhage.  This  patient  had  no  anemia 
and  no  blood  in  the  stools.  The  episode  of  weak- 
ness, fatigue  and  dyspnes  could  have  indicated 
a massive  gastrointestinal  hemorrhage,  but  she 
failed  to  notice  tarry  stools.  Lymphoma  is  fre- 
quently found  in  the  small  bowel,  but  that  also 
is  likely  to  cause  hemorrhage,  although  not  so 
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often  as  the  spindle-cell  sarcoma;  furthermore, 
there  is  usually  evidence  of  the  disease  elsewhere. 
Finally,  we  must  consider  a neurofibroma  aris- 
ing in  the  wall  of  the  bowel  or  one  of  the  nerves 
in  the  mesentery.  She  had  subcutaneous  neuro- 
fibromas, but  I do  not  remember  ever  having 
seen  a large  neurofibroma  in  the  abdomen.  This 
is  still  a possibility  in  spite  of  that. 

Mesenteric  cysts  are  fairly  rare.  A cyst  of  un- 
known etiology  with  etiology  with  chylous  fluid 
or  serous  fluid  is  occasionally  seen.  And  there 
are  the  so-called  “enteric  cysts  ’;  the  pathologists 
give  them  this  name  but  they  are  probably  the 
same  as  the  reduplications  that  they  talk  about 
at  the  Children’s  Hospital.  There  are  also  ex- 
tremely rare  nephrogenic  cysts,  which  occur  in 
the  bowel  remnants  of  the  wolfian  body,  and  a 
dermoid  cyst,  not  associated  with  the  ovary,  is 
occasionally  found.  In  fact,  the  two  areas  of 
calcification  are  suggestive  of  the  latter. 

I do  not  believe  that  it  was  a cyst  of  the  pan- 
creas because  it  was  so  freely  movable  and  be- 
cause of  its  location.  It  could  have  been  a cyst 
of  the  ovary  with  a long  pedicle,  and  that  might 
account  for  the  severe  attack  of  pain  in  the  back 
radiating  upward,  assuming  that  the  previous 
ones  that  she  had  had  many  times  were  from 
the  same  cause.  That  would  nicely  explain  the 
pains— torsion  of  an  ovarian  cyst  with  a long 
pedicle. 

After  looking  over  all  these  possibilities,  I have 
no  particular  opinion  concerning  what  it  really 
was.  I have  ruled  out  a good  many  things,  but 
there  are  still  some  even  more  remote  possibili- 
ties, such  as  carcinoid  of  the  small  bowel  or 
argentaffin  tumors.  These  are  found  in  associa- 
tion with  multiple  neurofibromas,  but  the  car- 
cinoid or  argentaffin  tumor  is  extremely  small 
and  rarely  undergoes  cystic  degeneration;  in  all 
probability  it  can  be  ruled  out.  I have  narrowed 
the  field  down  to  two  main  possibilities— ovarian 
cyst  with  a long  pedicle  and  enteric  cyst  in  the 
wall  of  the  small  bowel.  Ovarian  cyst  must  be 
considered,  particularly  because  of  the  remark- 
able mobility  of  the  mass.  I believe  that  we  can 
rule  out  cyst  of  the  kidney.  If  this  is  the  same 
tumor  on  the  right,  we  can  rule  out  cyst  of  the 
pancreas.  I shall  have  to  make  a double-bar- 
reled diagnosis,  so  to  speak,  instead  of  pinning 
all  my  faith  on  a single  one,  that  is,  enteric  cyst 
or  ovarian  cyst. 

Dr.  Robbins:  We  followed  the  same  line  of 

reasoning  as  Dr.  Sosman.  I do  not  believe  that 


we  were  impressed  with  the  appearance  of  the 
jejunum.  Dr.  Mueller  said  that  during  fluoro- 
scopy the  jejunum  appeared  to  be  normal.  I 
thought  that  it  probably  was  a cyst  in  the  gas- 
trocolic ligament  because  of  the  way  it  so  con- 
sistently maintained  its  relation  to  the  colon  and 
stomach. 

CLINICAL  DIAGNOSIS 
Pancreatic  cyst 

Dr.  Sosman’s  Diagnosis 
Enteric  or  ovarian  cyst. 

ANATOMICAL  DIAGNOSIS 
Multilocular  cystoma  of  pancreas. 

PATHOLOGICAL  DISCUSSION 
Dr.  Castleman:  Dr.  Crystal,  will  you  tell  us 

what  you  found  at  operation? 

Dr.  Crystal:  We  found  a large  tumor  with  a 

granular  surface  pushing  the  gastrocolic  liga- 
ment forward.  It  proved  to  be  a hugh  multi- 
locular tumor  of  the  neck  of  the  pancreas,  the 
portion  that  lies  to  the  left  of  the  notch  for  the 
mesenteric  vessels.  It  could  not  be  dissected 
free  from  the  pancreas,  and  yet  it  appeared  to 
be  an  encapsulated  benign  tumor.  It  was  pos- 
sible to  transect  the  pancreas  in  two  places,  one 
just  to  the  left  of  the  uncinate  notch  and  the  other 
just  to  the  left  of  the  tumor,  at  a distance  of 
about  5 cm.,  and  to  lift  the  tumor  out,  preserv- 
ing intact  the  splenic  vessels,  which  we  did  not 
have  to  tie.  The  question  then  rose  whether  or 
not  we  should  remove  the  tail  of  the  pancreas 
and  the  spleen  along  with  the  tumor.  We  elect- 
ed to  leave  the  pancreas  and  spleen;  the  latter 
was  done  because  of  our  observation  on  several 
occasions  that  incidental  removal  of  the  spleen 
has  been  followed  by  thrombosis  of  the  splenic 
vein. 

The  patient  has  done  well.  I do  not  know 
whether  she  will  develop  a pancreatic  fistula. 
She  has  had  fever  every  day,  and  I imagine  that 
a fistula  may  eventually  appear,  possibly  lasting 
for  several  months. 

Dr.  Castleman:  The  mass  that  we  received 

was  well  encapsulated  and  quite  nodular,  but  the 
nodules  were  smooth,  not  granular  such  as  one 
may  see  in  ovarian  carcinoma.  These  nodular 
areas  were  translucent,  pinkish  and  gelatinous, 
being  quite  similar  in  appearance  to  the  throid 
tissue.  A cross  section  of  the  tumor  revealed 
varying  sized  multilocular  cysts  filled  with  viscid 
gelatinous  semisolid  material  resembling  colloid. 
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Histologically  one  section  showed  a bit  of  pan- 
creatic tissue  separated  from  the  tumor  by  a 
thick  capsule.  The  mass  was  made  up  of  cysts 
of  varying  sizes,  separated  by  fibrous  connective 
tissue.  The  lining  of  these  cysts  was  flat  to  low 
cuboidal  epithelium,  and  occasionally  there  was 
a suggestion  of  papillary  projections.  This  is  the 
appearance  that  we  have  seen  a number  of  times 
in  so-called  “cysts  of  the  pancreas.”  I believe 


that  the  lining  is  epithelial,  although  it  is  con- 
ceivable that  it  is  endothelial,  the  tumor  being  a 
form  of  lymphangioma.  Although  they  are  often 
called  “cystadenomas,”  I prefer  the  term  “cys- 
toma” because  they  really  do  not  form  glands. 
They  are  simply  spaces  with  single  layers  of 
epithelium,  occasionally  high  and  with  a papil- 
lary arrangement  There  was  no  evidence  of 
malignancy. 


TOPICS  OF  CURRENT  MEDICAL  INTEREST 


RX,  DX,  AND  DRS. 

By  GUILLERMO  OSLER,  M.D. 


A recent  paragraph  here  about  the  oral  effec- 
tiveness of  adrenal  cortex  substances  is  still  in 
press,  but  by  now  we  have  heard  that  such  a prep- 
aration is  available,  that  it  works  and  that  the  cost 
has  recently  been  cut  by  50  per  cent.  . . . Our  in- 
formant pushed  a bottle  across  the  desk  and  said 
“This  is  it — for  now”.  Cortone  (Cortisone)  Ace- 
tate. A 25  mg.  tablet  is  almost  as  effective  by 
mouth  as  by  injection.  That  amount  is  often 
enough  for  maintenance  after  the  first  effect  is 
obtained. 


The  'Medical  Annals  of  the  District  of  Colum- 
bia' is  an  excellent  journal.  It  has  numerous 
unique  features.  It  has  a page  reserved  for  the 
president  of  its  medical  society,  as  do  many  other 
journals.  This  is  usually  filled  with  warnings,  re- 
flections, and  diatribes.  ...  In  June  of  this  year 
DR.  WALTER  FREEMAN  also  ENJOYED  himself. 
As  president  he  wrote  an  article  called  "Psychol- 
ogical Plagues',  concerning  The  Master  of  Evil, 
and  his  three  sons.  Hurry,  Flurry,  and  Worry.  The 
unique  part  was  that  it  was  written  in  a dozen 
stanzas  of  FREE  VERSE! 


CHEST  X-RAY  CASE-FINDING  in  a large 
western  city  is  now  able  to  expect  certain  fairly 
regular  results.  About  22  of  every  1,000  persons 
are  referred  to  their  physicians  from  the  Retake 
Center.  Four  of  them  are  suspected  of  heart  dis- 
ease; four  of  non-tuberculous  lung  disease;  and  14 
of  tuberculosis.  Of  the  14,  11  will  be  found  to  have 
inactive  disease,  2 will  have  disease  of  question- 
able significance,  and  1 will  have  active  disease. 
This  equals  0.1  per  cent  of  all  surveyed — or  poten- 
tially 3,000  in  Los  Angeles.  ...  As  the  patients 


themselves  ask  “Where  they  going  to  put  ’em?” 


Latin  American  politicians  often  have  a Doc- 
tor's degree  of  some  sort.  The  situation  is  rare  in 
Estados  Unidos,  especially  for  an  M.D.  . . . Arizona 
once  had  a country  physician  in  the  top  job  when 
DR.  MOEUR  was  Governor.  He  was  frank,  out- 
spoken, non-political,  and  was  re-elected  once. 


Most  physicians  who  use  AUREOMYCIN  know 
that  there  are  at  least  two  ways  to  minimize  the 
nausea  which  may  occur.  The  ALUMINUM  HY- 
DROXIDE jells  (gels)  are  of  help,  but  they  reduce 
the  blood  levels  of  aureomycin.  MILK  also  de- 
creases G-I  irritation  and  vomiting,  and  has  no 
effect  on  absorption  of  the  drug. 


Chloramphenicol  (Chloromycetin)  seems  to  be 
the  answer  to  H.  INFLUENZAE  MENINGITIS. 
The  mortality  rate  has  previously  been  lowering, 
the  other  therapy  has  been  tedious.  The  new 
drug,  by  mouth,  clears  the  spinal  fluid  within  24 
hours,  and  the  mortality  of  Prather  and  Smith 
was  zero. 


TERRAMYCIN  has  joined  aureomycin  as  a val- 
uable aid  in  amebiasis.  . . . The  handling  of  ter- 
ramycin  research  has  been  good,  rapid,  and  mo- 
dern. A recent  symposium  included  the  reports 
of  28  research  teams,  with  the  invaluable  DR. 
CHESTER  KEEFER  as  chairman.  In  addition 
to  being  a keen  clinician,  a fine  teacher,  and  a ver- 
satile author,  Dr.  Keefer  has  played  a wonderful 
part  in  correlating  chemotherapy  and  antibiotic  re- 
sults. . . . The  average  physician  can  probably 
never  thank  him,  so  we  hope  that  plenty  of  organi- 
zations do. 
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The  little  red  pamphlet  from  THE  HEMO- 
PHILIA FOUNDATION,  INC.,  has  quite  a few  im- 
plications, most  of  them  sad.  . . . The  pamphlet 
probably  gets  tossed  out  at  once  by  most  physi- 
cians; only  the  few  with  the  disease,  or  who  have 
patients  with  that  malady,  would  need  to  use  the 
services  or  think  of  contributing.  The  disease 
doesn't  grossly  deform,  doesn't  produce  an  infec- 
tious hazard,  isn't  as  numerous  or  pathetic  as  most 
'foundation'  diseases  . . . and  how  many  physicians 
know  that  there  is  a therapy  of  sorts  for  it? 


After  following  the  progress  of  KHELLIN,  and 
mentioning  a trade  prep.  (‘Visammin’),  and  then 
‘Eskel’,  we  can  now  report  a quick  success  with 
the  latter.  . . . Only  two  cases,  true  enough,  but  it 
allowed  the  withdrawal  of  numerous  adrenalin 
hypodermics  and  a nightly  aminophylin  supposi- 
tory. Nausea  is  rare  if  it  is  used  only  2 or  3 times 
a day. 


While  speaking  of  devices  and  gobbledegook, 
we  must  not  miss  the  wonderful  series  which  is 
manufactured  by  a Chicago  company — 'Evaporom- 
eier',  'Aquatrator',  and  'Precision-Dow  Dual  Re- 
cordomatic  Titrometer'. 


The  panel  of  speakers  for  the  SOUTHWEST- 
ERN MEDICAL  ASSOCIATION  meeting  in  Phoe- 
nix (Oct.  26-28th)  is,  as  our  ten-year  old  says,  ‘hot 
and  slick’.  . . . Each  of  the  speakers  is  about  as 
well  qualified  to  speak  on  his  specialty  as  anyone 
in  the  U.  S.  All  have  written  well  on  their  sub- 
jects. . . . Some  may  find  old  friends  in  this  area, 
but  few  will  find  more  former  colleagues  and  stu- 
dents than  DR.  JOE  GALE  of  Wisconsin,  who  has 
known  many  Arizonans  at  St.  Louis,  Michigan, 
San  Francisco  and  Wisconsin.  . . . Incidentally,  he 
is  a Professor  of  Surgery,  not  Medicine. 


A wonderfully  unique  and  refreshing  bulletin 
has  been  received  from  a colleague.  It  bears  the 
date  line  of  Galveston,  Texas,  July  1950,  and  the 
heading  'Post  or  Wastebasket  As  You  Wish!  Call- 
ing Attention  To:  Items  of  possible  interest  to 

friends  of  Chauncey  D.  Leake'.  . . . Mimeographed 
on  both  sides  of  a single  sheet  of  paper  is  a series 
of  sentences  (usually  only  one  line  long)  which 
comment  on  or  review  medical  articles,  medical 
books,  or  an  occasional  non-medical  publication. 
Many  of  these  are  obscure  or  of  limited  circulation. 
They  all  contain  the  brevity  and  wit  and  expres- 
sions of  Dr.  Leake,  a famous  pharmacologist,  medi- 
cal educator,  historian,  and  author — and  a fabulous 
reader,  as  one  can  plainly  see. 


The  use  of  HEPARIN  to  prevent  thrombosis  and 
other  potential  coagulations  once  was  more  diffi- 
cult than  the  use  of  dicumarol,  even  though  the  test 


for  the  latter  was  more  difficult  and  its  effect  was 
longer.  . . . Heparin  once  had  to  be  given  by  vein, 
and  constantly;  then  it  was  given  at  intervals,  and 
into  the  muscles;  now  it  can  be  given  every  12 
hours  by  ‘deposit’.  . . . The  fanciest  and  most  fool- 
proof set-up  is  ‘Depo-Heparin’  (Upjohn).  The 
package  includes  the  drug;  a disposable  needle- 
and-ampoule  device;  a coagulation  tube,  with  a 
cardboard  holder  for  repeated  tilting;  and  the 
usual  instructions.  . . . No  technician  is  included, 
but  one  is  hardly  needed. 


We  will  probably  be  hearing  and  seeing  a lot 
about  an  antiseptic  called  'Baciine'.  It  is  made  by 
the  Miles  Laboratory  which  does  not  spare  the 
horses  in  favor  of  modesty.  ...  It  is  said  to  be 
gentle,  colorless,  non-staining,  odorless,  deodoriz- 
ing, anti-pruritic,  antiseptic  for  hours,  a detergent, 
cooling,  anaesthetic,  penetrating,  and  anti-fungal. 
. . . The  chemistry  is  also  a shotgun,  since  it  con- 
tains Di-iso-butyl  cresoxy  ethoxy  ethyl  dimethyl 
benzyl  ammonium  chloride;  Poly-ethylene  glycol 
mono-iso-octyl  phenyl  ether;  Propylene  glycol; 
Chlorothymol;  Alcohol;  Camphor;  Menthol;  Essen- 
tial oils  and  (of  all  things)  water.  . . . How  can  one 
be  sure  of  the  relative  qualities  of  such  a prepara- 
tion is  a problem  not  solved  at  the  present  time. 


There  must  be  some  special  sort  of  point  in  a 
recent  item  about  PHYSICAL  THERAPISTS.  An 
Arizona  chapter  of  American  Association  for  Phys- 
ical Therapy  has  been  formed.  . . . There  are  two 
members  from  Whipple,  13  from  Phoenix,  and  14 
from  Tucson.  Probably  the  item  could  mean  that 
when  they  are  better  organized  they  will  have 
better  national  contacts,  or  that  organization 
means  the  presence  of  qualified  members  (We 
can  be  sure,  from  the  figures,  that  the  origin  of  the 
society  was  in  Tucson!). 


A chronic  vaginitis  can  be  a stubborn  lesion  to 
cure.  MONILIAL  VAGINITIS  is  almost  always 
tough.  . . . GYN  people  say  that  the  best  therapy 
begins  with  a cleansing  of  the  vagina  and  a pou- 
drage  of  the  entire  surface.  . . . Powdering  is  not 
usually  easy  or  convenient,  but  the  advent  of  a 
"plastiflex'  bottle  has  changed  all  that.  . . . One 
company  has  put  out  'Naprylate',  a Council-accept- 
ed combination  of  sodium  and  zinc  sales  of  caprylic 
acid,  in  powder  form,  in  the  plastic  insufflators. 
We  don't  know  about  the  therapeutic  effects,  but 
the  convenience  is  wonderful. 


NEWS  ITEM 

Dr.  and  Mrs.  Kenneth  C.  Baker  returned  from  Chi- 
cago where  Dr.  Baker  attended  the  annual  meeting  of  The 
American  Academy  of  Dermatologists  and  Syphilologists 
which  was  held  at  the  Palmer  House  December  2 to  9 
inclusive. 
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A HEALTH  OFFICER  LOOKS  AT  A 
MENTAL  HYGIENE  PROGRAM 

By  J.  P.  WARD,  M.D.,  M.P.H. 
Director  Arizona  State  Department  of  Health 
Presented  to  the 

New  Mexico  Public  Health  Association 
May  17,  1950 


Dissatisfaction  is  the  prelude  to  progress.  Our 
grandmothers  were  happy  if  they  had  a cistern 
under  the  house  and  a pump  directly  over  the 
kitchen  sink.  Today  the  modern  housewife 
wants  an  automatic  dish  washing  machine.  This 
is  good— it  is  progress. 

As  soon  as  a standard  of  living  is  shown  to  be 
possible,  all  people  scramble  to  attain  that  stan- 
dard. When  the  majority  of  us  have  attained 
such  a standard  of  living,  someone  discovers  an 
even  better  standard,  and  we  all  work  to  at- 
tain that.  It  is  the  constant  striving  for  im- 
provement that  makes  the  impossible  of  yester- 
day the  routine  of  today.  So  it  is  in  public 
health. 

A hundred  years  ago  people  knew  that  a large 
number  of  their  babies  would  die  long  before 
they  were  able  to  walk.  Every  generation  had 
seen  sweeping  epidemics  that  killed  men,  women, 
and  children  and  wrought  more  havoc  than  wars. 
The  sight  of  a baby  choking  to  death  with 
diphtheria  was  one  of  the  perils  of  parenthood 
in  the  not  too  distant  past.  It  was  the  anxiety 
of  the  people  over  the  killing  epidemic  diseases 
that  made  them  first  willing  to  spend  public 
money  in  an  effort  to  improve  health  conditions. 
Public  health  was  born  as  the  result  of  epidem- 
ics of  contagious  diseases.  The  work  of  the 
public  health  people  in  their  fight  against  germs 
has  been  so  successful  that  man  has  now  re- 
placed germs  as  the  principle  destroyer  of  man- 
kind. This  means  that  public  health  workers,  if 
we  are  to  continue  to  protect  our  people’s  health, 
must  focus  more  attention  on  the  non-germ 
diseases. 

This  does  not  mean  that  we  have  finished 
our  fight  against  the  germs,  nor  does  it  mean 
that  we  should  relax  our  defenses,  but  it  does 
mean  that  we  must  take  cognizance  of  an  even 
greater  menace  to  health  and  happiness.  Public 
health  workers  have  never  been  noted  for  evad- 
ing a problem  merely  because  of  its  difficulties. 
And  we  must  not  dodge  our  responsibilities  in 
combatting  conditions  concomitant  with  our  im- 
proved living  standards.  We  must  interest  our- 


selves in  the  general  welfare  of  our  people,  the 
prevention  of  accidents,  the  prevention  of  deaths 
from  cancer  and  heart  disease.  These  and  all 
other  preventable  human  hazards,  be  they  con- 
tagious or  not,  must  be  faced  and  fought  by 
public  health  workers.  The  mental  and  emo- 
tional disease  are  a major  health  hazard  and  are 
largely  caused  by  man’s  treatment  of  his  fellow 
man.  The  size  and  nature  of  the  problem  of 
mental  health  makes  it  one  of  the  most  difficult 
challenges  our  profession  has  had  to  meet,  but 
meet  it  we  must  as  it  is  a health  problem  of 
public  concern,  and  hence  a public  health 
problem. 

Dr.  Harry  Mustard  has  said:  “A  health  pro- 
blem becomes  a public  health  responsibility  if 
or  when  it  is  of  such  character  or  extent  as  to  be 
amendable  to  solution  only  through  systematized 
social  action."  Certainly  mental  health  is  a pub- 
lic health  responsibility  according  to  this  de- 
finition. 

The  prevention  of  the  emotional  disorders  or 
the  improvement  of  the  emotional  stability  of  all 
of  us  is  such  a large  order  that  it  cannot  be 
done  except  through  systematized  social  action 
if  we  are  to  accomplish  any  results.  Dr.  Mus- 
tard further  says  that  the  relative  importance 
of  the  problem  varies  with  the  hazard  to  the 
population  exposed.  The  population  exposed 
to  emotional  disturbances  is  our  entire  race. 
The  emotional  disturbances  do  not  cause  as 
many  deaths  directly  as  do  some  other  condi- 
tions, but  when  we  consider  the  many  deaths 
that  may  be  caused  indirectly  by  emotional  im- 
balance, and  when  we  consider  the  terrific  drain 
on  our  economic  and  human  resources,  the  prob- 
lem of  mental  health  does  deserve  a place  of 
importance  as  a public  health  problem.  It  is 
both  actual  and  potential.  When  we  consider 
that  half  of  our  hospital  beds  today  are  occu- 
pied by  sufferers  from  mental  diseases,  we  can 
see  that  the  actual  problem  is  very  large  in- 
deed. When  we  also  consider  the  many  border- 
line cases  and  the  fact  that  all  of  us  are  to  a 
more  or  less  degree  susceptible,  the  potential  is 
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WHEN  AN  ORTHOPEDIC 
MATTRESS  IS  INDICATED 

Restful,  healthful  body  adjustment  is 
supplied  by  the  Spring  Air  Back  Supporter 
Mattress,  with  its  high  density  construction 
of  lightly  compressed  coils  of  extra  large 
diameter.  Made  of  conventional,  time-proven 
materials,  to  a new  design  which 
provides  positive  back  support  without 
interfering  with  circulation.  See  it 
at  your  favorite  furniture  store  . . . 
recommend  it  with  confidence. 


Manufactured  in  Phoenix  by 
SOUTHWEST  MATTRESS  CO. 
1710  EAST  WASHINGTON  ST. 
PHOENIX,  ARIZONA 


Recommended  by  physicians 
and  surgeons— and  worn  by 
millions  as  post -operative 
and  sacroiliac  aid  and  as 
general  support.  Super 
powered  surgical  elastic 
construction  provides  posi- 
tive support. 

At  reliable  suriical  appliance , drug  & det>t.  stores 

JOHN  B.  FLAHERTY  CO.,  Inc.,  Bronx,  n.y. 

Since  1898,  Manufacturers  of  Surgical  Elastic  Supports 


Our  members  are  dairymen  whose  busi- 
ness is  supplying  good  milk  for 

milk  and  milk  products. 

We  are  aware  of  the  importance  of  good 
milk  to  good  health  and  of  our  obligation 
to  supply  a product  which  will  merit  your 
confidence. 

ARIZONA  MILK  PRODUCERS 

422  Heard  Building  Phone  3-0893 


. . . for  the  removal  of 
skin  growths,  tonsil 
tags,  cysts,  small  tu- 
mors, superfluous  hair, 
and  for  other  technics 
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enormous.  If,  then,  we  are  to  accept  Dr.  Mus- 
tard’s statement  as  to  what  constitutes  a public 
health  responsibility,  we  cannot  ignore  the  fact 
that  the  emotional  disturbances  do  come  within 
our  province. 

Another  reason  that  official  health  agencies 
should  seriously  consider  the  emotional  dis- 
turbances, is  the  fact  that  they  are  probably 
the  most  expensive  ailments  of  our  society.  Prob- 
ably more  official  tax  funds  are  spent  as  the  re- 
sult of  emotional  imbalance  than  for  any  other 
human  ailments.  The  mere  cost  of  incarcera- 
tion of  the  inmates  of  our  mental  institutions  in 
many  states  is  the  greatest  tax  expenditure  for 
health  services.  An  even  greater  cost  of  emo- 
tional maladjustment  is  the  expense  of  main- 
taining the  inmates  of  our  penal  institutions. 
Not  only  must  we  consider  the  expense  of  the 
upkeep  of  the  inmates  of  these  institutions,  but 
also  the  results  of  the  crimes  for  which  they  are 
incarcerated.  A thorough  study  of  case  histories 
would  probably  reveal  the  fact  that  consider- 
ably more  than  half  of  the  inmates  of  our  men- 
tal hospitals,  and  90%  of  those  in  our  penal 
institutions  are  there  because  of  some  mental  or 
emotional  disturbance  that  could  have  been  pre- 
vented had  it  been  properly  handled  in  its  inci- 
pient stage.  I do  not  believe  it  is  possible  for 
me  to  overemphasize  the  public  health  impor- 
tance of  these  conditions.  The  fact  that  the 
people  throughout  the  nation  are  rapidly  becom- 
ing aware  of  the  possibilities  of  preventing  many 
of  our  emotional  crises  is  evidenced  by  the  fact 
that  the  principle  theme  of  the  Mid-Century 
White  House  Conference  is  The  Mental,  Emo- 
tional, and  Spiritual  Growth  and  Development 
of  Children  and  Youth. 

A public  health  conception  of  its  responsibili- 
ties in  mental  health  is  nothing  new.  Some  of 
the  more  progressive  states  and  cities  have  been 
conducting  child  guidance  clinics  and  other 
forms  of  mental  hygiene  programs  for  many 
years,  but  it  has  only  been  within  the  last  few 
years  when  Federal  funds  were  made  available 
that  the  poorer  states  have  been  in  a position 
to  seriously  consider  such  a program.  Many 
of  us  health  officers  are  somewhat  nonplussed 
at  this  new  program  that  has  been  thrown  at 
us.  Our  first  reaction  may  be  one  of  resistance. 
We  may  feel  that  it  is  not  fair  to  expect  us  to 
organize  a program  for  a group  of  diseases  with 
which  we  are  unfamiliar,  but  when  we  recognize 
the  importance  of  the  problem  and  when  we 


further  recognize  the  preventive  possibilities  we 
cannot  escape  the  fact  that  it  is  our  responsibil- 
ity. But  you  may  ask  what  can  the  health  officer 
do  for  the  mental  diseases?  Should  he  go  back 
to  school  and  study  three  or  four  more  years 
to  learn  psychiatry?  He  knows  nothing  about 
the  care,  treatment,  or  even  the  diagnosis  of 
mental  diseases;  how  can  he  put  on  a program 
for  their  prevention?  My  answer  to  that  is  that 
the  same  technique  that  has  been  used  so  suc- 
cessfully for  the  improvement  of  our  infant  mor- 
tality, and  our  sanitation  program  should  be  tried 
in  the  mental  health  program.  The  same  tech- 
niques that  we  use  in  the  bettering  of  the  con- 
ditions of  pregnancy  can  be  successfully  used  in 
the  improvement  of  our  mental  health.  The 
health  officer  is  not  an  obstetrician.  He  does  not 
deliver  babies.  What  he  does  do  is  to  make 
facilities  available  for  the  early  care  of  the 
prenatal  patient  and  teaches  her  to  use  these 
facilities.  He  teaches  her  not  to  put  off  a visit 
to  her  doctor  or  clinic  until  eclampsia  develops 
but  to  seek  help  and  advice  early.  This  same 
technique  has  been  successfully  used  in  all  of 
our  public  health  programs,  and  I believe  that 
it  would  prove  successful  in  a campaign  to  im- 
prove our  mental  health.  We  can  encourage 
communities  to  provide  mental  health  facilities. 
We  can  teach  our  community  leaders,  our  teach- 
ers, and  our  parents  that  emotional  problems 
can  be  reduced.  We  can  see  that  our  people 
know  the  difference  between  ethical  adequately 
trained  personnel  and  quacks.  We  can  teach 
them  that  it  is  no  shame  to  be  seen  in  a psy- 
chiatrist’s office;  we  can  teach  them  the  fact  that 
the  psychiatrist  is  as  much  a friend  as  is  any 
other  doctor.  We  can  educate  people  to  seek 
the  help  of  a competent  psychiatrist  early  in 
emotional  upsets  and  not  to  wait  until  such 
time  as  a tragedy  develops. 

We  have  in  our  group  of  medical  and  allied 
professions  certain  specialists  who  are  trained 
in  the  treatment  of  this  vast  group  of  mental 
diseases.  We  health  officers  on  the  other  hand 
are  trained  in  the  prevention  of  all  types  of 
human  ailments.  It  was  inevitable  then  that 
eventually  the  paths  of  these  two  specialists 
would  merge.  The  surprising  thing  to  me  is  not 
that  the  people  working  in  the  field  of  mental 
hygiene  and  the  people  working  in  the  field  of 
public  health  have  at  last  discovered  the  fact 
that  they  have  much  in  common,  but  the  sur- 
prising thing  is  that  this  fact  was  not  more  fully 
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recognized  years  ago.  It  is  nothing  new  for 
health  officers  to  become  interested  in  certain 
specialized  fields  and  interest  other  specialists 
in  the  field  of  prevention  of  illness.  A hundred 
years  ago  the  doctor  could  not  see  where  his 
training  had  anything  to  do  with  that  of  the  en- 
gineer, and  yet  the  health  officer  has  brought 
the  two  professions  together  in  public  health, 
and  the  engineer  of  today  is  responsible  for 
much  of  our  improved  mortality  conditions.  Cer- 
tainly when  Florence  Nightingale  started  the 
profession  of  nursing  she  was  thinking  in  terms 
of  training  young  ladies  to  care  for  the  sick. 
That  is  still  the  primary  goal  of  all  nursing 
training  schools,  but  it  was  the  health  officer 
who  saw  that  he  could  take  these  women  and 
train  them  in  the  even  more  important  field 
of  preventing  illness  in  the  first  place.  As  a 
result  we  have  our  public  health  nurses  who 
are  the  very  backbone  of  any  public  health 
program.  The  health  officer  himself  must  be  a 
jack-of-all-trades;  he  must  depend  on  others  on 
his  staff,  or  on  consultation  available  to  him 
for  various  specialized  knowledges.  The  health 
officer  must  be  the  administrator  and  coordina- 
tor—not  a specialist  in  all  fields.  We  have  tuber- 
culosis specialists  who  have  had  public  health 
training  to  direct  the  program  against  tuber- 
culosis. We  have  public  health  nurses  who 
have  had  additional  experience  in  tuberculosis 
to  act  as  consultants  to  the  public  health  nurses 
in  the  fields.  The  same  thing  applies  to  our 
venereal  disease  program,  our  maternal  and 
child  hygiene  program,  and  it  will  have  to  apply 
to  our  mental  hygiene  program.  The  health 
officer  will  not  be  expected  to  substitute  as  a 
psychiatrist,  but  he  will  have  to  have  available 
either  on  his  staff  or  as  a consultant,  a psychia- 
trist, a psychologist,  and  psychiatric  social  work- 
er, and  nurses  with  particular  training  in  psy- 
chiatric problems.  The  job  of  these  consultants 
will  not  be  to  treat  sick  people  any  more  than 
the  job  of  the  director  of  maternal  and  child 
hygiene  is  to  treat  sick  mothers  or  infants.  Then- 
job  will  be  to  give  in-service  training  programs 
to  the  public  health  nurses  and  health  officers 
so  that  they  in  turn  can  know  a little  more 
about  the  basic  causes  of  emotional  disturbances 
and  can  practice  a little  better  mental  hygiene 
techniques  in  their  every  day  dealings  with  their 
clients.  They  will  also  provide  health  educa- 
tion in  their  specialized  fields. 

The  effect  of  emotional  disturbances  on  physi- 


cal health  is  very  well  brought  out  by  an  ex- 
perience of  Dr.  Henry  Schumacher’s  in  his  young 
days  as  a resident  physician  in  a hospital  ward 
caring  for  the  babies  of  unwed  mothers.  It  il- 
lustrates what  we  health  officers  would  call  an 
epidemic.  In  this  hospital  it  was  the  practice 
to  take  the  babies  away  from  the  mothers  im- 
mediately after  they  were  born  and  put  them 
in  this  isolated  section  of  the  hospital  where  they 
did  not  allow  the  young  student  nurses  to  take 
care  of  them  (it  was  thought  that  the  contact 
with  illegitimate  babies  would  be  bad  for  the 
student  nurses’  morals).  These  babies  were 
cared  for  by  a very  inadequate  staff  of  aged 
spinsters  who  fed  them  from  bottles  and  gave 
them  a minimum  of  handling.  Their  illness 
rate  and  their  death  rate  were  terrific.  In  an 
attempt  to  reduce  their  mortality  rate  it  was 
decided  to  try  feeding  the  babies  on  acidolphus 
milk,  but  as  you  all  know  the  acidolphus  milk 
is  very  thick  and  does  not  run  freely  through 
the  ordinary  nipple.  This  feeding  process  took 
so  much  time  that  it  was  necessary  to  change 
the  hospital  rules  and  have  the  young  student 
nurses  come  over  and  take  care  of  the  feeding, 
in  spite  of  the  moral  danger  to  the  nurses.  The 
babies  immediately  began  to  gain  weight  and 
exhibited  a very  marked  decline  in  the  mortality- 
rate.  At  first,  of  course,  this  was  attributed 
to  the  acidolphus  milk,  but  later  when  regular 
formulas  were  reinstated  but  feeding  was-  con- 
tinued by  the  student  nurses  who  took  time  to 
give  them  a little  affection  along  with  their 
nursing,  it  was  found  that  the  children  continued 
to  do  so  well  as  on  the  acidolphus  milk.  It  was 
rather  dramatically  demonstrated  that  the  mark- 
ed improvement  in  their  health  conditions  was 
due  merely  to  the  love  and  affection  and  fond- 
ling that  they  had  previously  been  deprived  of. 
The  modern  health  ■officer  is  not  likely  to  have 
the  opportunity  of  observing  such  an  epidemic, 
but  he  and  certainly  the  public  health  nurses 
will  see  many  isolated  cases  of  infants  failing  to 
gain  weight  and  develop  normally  as  a result 
of  the  lack  of  mother  love  to  which  every  infant 
is  entitled. 

We  have  all  seen  the  cases  of  the  delinquent 
adolescents  who  were  sent  to  the  reform  school 
because  they  refused  to  conform  to  our  social 
standards.  But  have  enough  of  us  so-called  ex- 
perts in  epidemiology  and  prevention  taken  the 
time  to  determine  the  cause  of  their  anti-social 
behavior,  or  concerned  ourselves  with  the  even- 
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tual  outcome?  I tell  you  fellow  public  health 
workers  that  those  youngsters  have  a prevent- 
able disease!  Except  for  the  feeble-minded  and 
organically  diseased  most  of  the  mental  illnesses 
are  preventable  and  it  is  certainly  our  job  as 
experts  in  the  field  of  prevention  to  take  the 
lead  in  this  program  of  preventing  them. 

We  must  take  the  lead  because  we  are  ex- 
pected to  be  leaders  in  our  communities.  This 
is  a program  that  our  people  want,  and  if  we 
don’t  assume  the  leadership  other  groups  less 
qualified  will.  We  have  the  contact  with  all 
ages,  and  especially  with  the  very  young.  We 
have  the  confidence  of  the  people,  and  we  have 
the  “know  how.”  What  better  place  could  any- 
one look  for  to  start  teaching  the  basic  funda- 
mentals of  emotional  stability  than  with  prenatal 
classes?  It  is  important  for  health  officers  and 
nurses  to  teach  their  prenatal  patients  that  cer- 
tain of  their  fears  and  emotions  during  the  state 
of  pregnancy  are  to  be  expected,  but  the  public 
health  worker  should  do  everything  possible  to 
reduce  these  emotional  upsets  due  to  pregnancy. 
This  is  also  the  best  time  in  the  world  to  in- 
struct the  future  mother  in  the  importance  of 
early  care  for  the  emotional  needs  of  her  infant. 
We  take  advantage  of  this  time  to  instruct  her 
in  the  care  of  the  future  child’s  physical  well- 
being, but  we  should  also  take  advantage  of  this 
entree  to  teach  her  the  importance  of  the  early 
days  of  life  in  the  molding  of  the  child’s  emo- 
tional stability.  We  also  see  these  children  to- 
gether with  their  mothers  at  our  infant  and  pre- 
school conferences,  we  also  see  them  in  the 
schools,  and  public  health  workers  should  be 
among  the  first  to  recognize  poor  emotional  treat- 
ment of  children  and  infants.  We  take  advan- 
tage of  our  contact  with  this  group  to  try  to 
prevent  smallpox,  diphtheria,  typhoid,  the  en- 
teric diseases,  influenza  and  everything  else,  and 
it  is  only  right  that  we  take  advantage  of  our 
contact  with  this  group  to  prevent  the  emotional 
disorders  also.  But  not  only  is  it  important  that 
we  prevent  mental  illness;  it  is  also  important 
that  we  promote  a positive  emotional  health. 
Certainly  there  is  much  to  be  desired  in  the 
emotional  stability  of  all  of  us,  and  anything 
we  can  do  to  improve  it  in  future  generations 
will  undoubtedly  be  to  our  credit  when  that 
Great  Bookkeeper  audits  our  final  account. 

A mental  health  program  will  not  be  a sen- 
sational one.  We  will  not  expect  to  show  out- 
standing results  immediately.  A mental  health 


program  should  not  be  likened  to  immunization 
for  smallpox  which  can  be  completed  today,  and 
epidemics  stopped  tomorrow.  It  will  probably 
be  more  like  our  educational  system  where  the 
child  is  sent  to  school  today,  but  the  community 
does  not  begin  to  reap  the  benefits  of  its  expendi- 
ture on  his  education  until  12  to  16  years  later. 
The  fact  that  we  cannot  expect  to  see  final  re- 
sults should  not  lessen  our  enthusiasm. 

But  not  only  can,  and  should,  the  health  offi- 
cer contribute  what  he  can  to  the  mental  hygiene 
program,  he  should  also  use  the  people  trained 
in  mental  hygiene  to  help  him  in  the  program 
that  he  now  operates.  We  all  know,  for  example, 
that  if  we  could  change  certain  mental  attitudes 
we  could  materially  reduce  our  venereal  dis- 
ease rate,  not  only  by  making  promiscuity  less 
prevalent;  but  also  by  the  proper  use  of  mental 
hygiene  methods  we  could  undoubtedly  get  more 
infected  people  under  treatment  and  keep  them 
under  treatment  until  they  were  cured.  This  of 
course  works  both  ways:  while  we  need  the 
help  of  the  people  trying  to  combat  the  mental 
illnesses  to  help  us  in  our  VD  treatment  program, 
our  VD  treatment  program  certainly  helps  in 
reducing  the  number  of  mental  defectives  re- 
sulting from  syphilis. 

How  about  tuberculosis?  We  know  that  the 
emotional  shock  to  the  patient  of  discovering 
that  he  has  tuberculosis  is  a severe  one.  It  is 
as  much  our  business  to  combat  this  emotional 
shock  as  it  is  to  treat  the  tuberculosis  itself.  If 
we  can  improve  our  techniques  so  that  we  can 
make  our  TB  patients  take  a more  rational  view 
of  their  illness  we  can  secure  their  cooperation 
much  better  in  the  treating  of  the  individual  case 
and  also  in  the  prevention  of  future  cases.  We 
all  know  that  it  is  an  expensive  process  to  hos- 
pitalize an  active  case  of  tuberculosis  only  to 
have  him  dissatisfied  with  his  hospitalization  and 
leave  against  medical  advice  after  only  a few 
weeks  or  months  of  treatment.  The  reasons  for 
patients  leaving  tuberculosis  hospitals  against 
advice  are  nearly  all  emotional,  and  it  is  our 
job  to  meet  those  emotional  crises  as  well  as  to 
treat  the  tuberculosis  itself.  Why  is  it,  for  ex- 
ample, that  the  tuberculosis  rate  in  mental  insti- 
tutions is  always  very  high?  Is  it  altogether 
due  to  the  fact  that  most  mental  institutions  are 
crowded  and  offer  close  contacts,  and  therefore 
facilitate  the  spread  of  tuberculosis,  or  is  it 
not  also  possible  that  the  diagnosis  of  tubercu- 
losis proved  the  disorganizing  blow  to  emotion- 
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ally  unstable  personalities.  I don’t  know  the 
answer  to  that  question  but  it  is  certainly  an 
interesting  one  for  some  research. 

Certainly  the  mental  attitude  of  a crippled 
child  who  is  not  able  to  run  and  play  with  his 
fellows  deserves  special  attention  and  special 
consideration.  His  mental  attitude  as  well  as  his 
crippling  condition  must  be  intelligently  treated 
if  we  are  to  make  him  into  the  useful  citizen 
that  we  expect  him  to  be.  So  not  only  can  we 
public  health  people  make  a contribution  to  the 
mental  health  program,  but  the  mental  health 
people  can  make  a definite  contribution  to  our 
existing  program. 

Mental  health  is  a public  health  responsibility. 
The  public  health  people  and  the  mental  hygiene 
people  have  much  in  common,  and  it  is  fortunate 
that  they  are  at  last  beginning  to  see  where 
their  interests  merge.  Because  of  the  more  div- 
ersified training  and  the  wide  scope  of  their 


vision,  it  is  up  to  the  health  officer  and  the 
public  health  worker  to  go  more  than  half  way 
in  encouraging  the  mental  hygiene  specialists 
to  join  forces  with  us.  We  public  health  people 
must  realize  that  they  have  much  to  offer  in 
making  our  communities  healthier,  wealthier, 
and  happier,  and  we  must  make  them  realize 
that  we  welcome  their  help  toward  accomplish- 
ing the  purposes  for  which  we  have  always 
worked  and  shall  always  continue  to  work.  Being 
aware  of  the  fact  that  their  talents  can  and  should 
be  used  in  the  field  of  public  health.  And  being 
aware  of  the  fact  that  my  training  in  public 
health  will  allow  me  to  assist  them  in  accom- 
plishing their  program,  I say  to  them.  Welcome 
to  the  field  of  public  health.  I firmly  believe 
that  our  two  specialities  working  together  as  one 
can  contribute  more  to  the  health  and  happiness 
of  our  people  than  either  of  us  could  working 
separately. 


PERSONAL  NOTES 


Dr.  Carlos  C.  Craig,  Phoenix,  attended  the 
Dallas  Clinical  Club  annual  meeting,  in  Dallas, 
Texas  October  9-llth. 

The  October  Staff  meeting  at  St.  Joseph’s  Hos- 
pital, was  held  October  6th  and  Dr.  Thomas 
Bate,  Phoenix,  spoke  on  “Hemangioma  of  the 
Tendon  Sheaths.’’ 

Dr.  O.  O.  Williams,  Phoenix,  attended  the  an- 
nual meeting  of  the  American  Society  of  Clinical 
Pathologists,  Chicago,  Illinois  October  16-21. 
Drs.  Ralph  H.  Fuller,  and  George  O.  Hartman, 
Tucson,  also  attended  this  conference.  Dr.  Geo. 
O.  Hartman,  of  Tucson,  also  attended  the  meet- 
ing of  the  American  Association  of  Blood  Banks 
just  preceding  the  above  meeting  in  Chicago. 

Dr.  Chas.  W.  Suit,  Jr.,  formerly  of  Phoenix,  has 
established  offices  for  the  practice  of  Neurology 
and  Psychiatry  at  La  Jolla,  California. 

The  October  meeting  of  the  Staff  of  St.  Mon- 
ica’s Hospital,  Phoenix,  was  addressed  by  Drs. 
W.  A.  Breiver,  Otto  L.  Bendheim,  and  Raymond 
J.  Jennett,  all  of  Phoenix.  Two  unusual  chest  in- 
juries were  discussed  by  Dr.  Brewer,  while  Dr. 
Bendheim,  spoke  on  the  “Phantom  Limb  Syn- 
drome”. Dr.  Jennett,  presented  a case  of  “Ab- 
dominal Pregnancy  Delivered  by  Caesarean  Sec- 
tion.” 

Dr.  Frank  J.  Milloy,  Jr.,  Phoenix,  interrupted 
his  four  year  surgical  residency  at  the  Cook 


County  Hospital,  Chicago,  Illinois,  to  go  on  ac- 
tive duty  with  the  U.  S.  Navy.  He  has  left  for 
the  Phillipine  Islands 

The  October  meeting  of  the  Staff  at  Good 
Samaritan  Hospital,  Phoenix,  Arizona  was  ad- 
dressed by  Dr.  John  Eisenbeiss,  Phoenix,  who 
presented  a case  of  “Rabies  . Dr.  Wm.  F. 
Schroeder,  Phoenix,  gave  a monograph  on  “Con- 
genital Atresia  of  the  Intestines”,  and  presented 
a case. 

Drs.  Michael  J.  O’Connor  and  Joseph  M.  Kin- 
kade,  of  Tucson,  and  Drs.  David  E.  Brinkerhoff , 
Paul  H.  Case,  Archie  E.  Cruthircls,  and  Clarence 
C.  Piepergerdes,  all  of  Phoenix,  attended  the 
meeting  in  Chicago,  Illinois,  October  6-12,  of  the 
American  Academy  of  Opthalmology  and  Oto- 
laryngology. 

Dr.  Louis  B.  Claypool,  Phoenix,  is  going  on  ac- 
tive duty  with  the  U S.  Army,  January  2nd  at 
Williams  Field,  Arizona. 

Dr.  Geo.  E.  Randall,  Phoenix  will  not  go  on 
active  duty  having  been  given  an  indefinite  de- 
ferment. Dr.  Randall  served  nearly  three  and 
one  half  years  overseas  in  World  War  II  with  the 
U.  S.  Army  and  is  a member  of  the  Organized 
Reserve. 

Dr.  James  L.  Riordan,  has  taken  over  the  head 
of  the  X-ray  Department  at  St.  Joseph  s Hospital. 
Phoenix. 
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DIAGNOSTIC  LABORATORY 


JOHN  FOSTER,  M.D., 
Radiologist 


MAURICE  ROSENTHAL,  M.D., 
Pathologist 


DIAGNOSTIC  X-RAY 
X-RAY  & RADIUM  THERAPY 
CLINICAL  PATHOLOGY 
AUTOPSIES 
TISSUE  PATHOLOGY 
E.K.G.  B.M.R. 


Medical  Arts  Building 
543  E.  McDowell  Road 
Phone  8-1601 
Phoenix,  Arizona 


Chandler  Professional  Building 
100  W.  Boston  Street 
Phone  3371  - Suite  8 
Chandler,  Arizona 


FOR  EACH  TYPE  HEARING  LOSS 
THERE'S  A SPECIAL  S0N0T0NE 


1 For  minimum  losses,  or  up  to  60  db— 

“910”  with  15-volt  B battery. 

2 For  average  losses,  or  up  to  80  db— 

“910”  with  2214-volt  battery. 

3 For  additional  battery  economy— 

“910”  with  external  A battery. 

4 For  longer  battery  life — 

“920"  with  internal  “breather”  battery. 

5 For  extremely  severe  losses,  or  up  to  95  db— 

“925”  with  30-volts. 

Each  provides  the  widest  possible  range  of 
internal  adjustments  for  the  closest  personal 
fitting. 

Specify  SONOTONE— a name  you  can  trust. 


SONOTONE  — the  House  of  Hearing 

(Fourteen  years  in  Arizona) 

425  Title  & Trust  Bldg.  45  Jackson  St. 

Phoenix  Tucson 


DOCTORS  DIRECTORY  ESTABLISHED 
1920 
3-4189 

Emergency  calls  given  special  attention  We  will 
locate  your  doctor  before  or  after  office  hours. 
BERTHA  CASE,  R.  N„  Director 
ADA  JOY  CASE 
1493  East  Roosevelt 
Phoenix,  Arizona 


WAYLAND’S 

TWO  STORES 

☆ 

Wayland's  Prescription  Pharmacy 
13  E.  Monroe  Sireei 
Phone  4-4171 

Wayland's  McKinley  Pharmacy 
138  W.  McKinley  Street 
Phone  4-7243 

PHOENIX,  ARIZONA 

☆ 

FREE  DELIVERY 
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CARLOS  C.  CRAIG,  M.D.,  President 
Arizona  Blue  Shield  Plan 


Peculiar  as  it  may  be,  identical  words  in  the 
English  language  take  on  different  meanings  or 
thought  patterns  to  different  people  in  different 
parts  of  the  country.  For  example,  “taking 
stock”  to  a merchant  means,  perhaps,  an  ac- 
counting of  his  inventory;  to  a rancher,  an  ap- 
praisal of  his  grazing  land  and  the  size  and 
breeding  of  his  cattle;  to  a banker,  a balance 
sheet  of  assets  and  liabilities,  or  perhaps  an  in- 
vestment in  some  company.  To  the  doctor,  how- 
ever, “taking  stock”  should,  at  this  time,  not  only 
mean  a periodic  re-examination  of  his  talents, 
knowledge,  and  adherence  to  the  faithful  admin- 
istration of  his  calling,  but  further,  a sane  evalua- 
tion of  the  supporting  forces  in  his  campaign 
to  keep  medicine  free  from  political  contamina- 
tion. 

One  of  the  strongest,  nation-wide  influences 
of  public  acceptance  to  “the  voluntary  way”  is 
the  physicians’  and  hospitals’  very  own  plans— 
Blue  Shield  and  Blue  Cross— in  which  they  are 
already  in  collective  partnership  with  the  Amer- 
ican people.  This  fact  is  substantiated  by  cur- 
rent Blue  Shield  and  Blue  Cross  enrollment  fi- 
gures, which  appear  to  belie  the  arguments  of 
the  proponents  of  national  compulsory  health  in- 
surance that  Blue  Shield  and  Blue  Cross  are 
not  doing  an  adequate  job  of  coverage  of  the 
populace. 

The  latest  report  published  by  the  Blue 
Shield  National  Commission,  covering  all  plans 
for  the  first  quarter  period  of  1950,  shows  a total 
membership  on  March  31st  of  IB, 276,597  as 
compared  with  12,300,725  as  of  January  1st,  or 
an  increase  in  membership  of  975,872  during  the 
first  three  months  of  1950.  The  mid-year  re- 
port has  not  yet  been  published.  The  Blue  Cross 
Commission  report  for  the  first  half  of  1950 


shows  a total  membership  on  June  30th,  of 
38,585,953  as  compared  with  35,918,705  on 
January  1st,  or  an  increase  in  membership  of 
2,667,248  during  the  first  six  months  of  1950. 

This  steady,  increasing  acceptance  on  the  part 
of  a nation-wide  public  is  reflected  also  in  Ari- 
zona Blue  Shield  and  Blue  Cross  figures.  En- 
rollment in  Arizona  Blue  Shield  for  the  same 
period  shows  a total  of  60,092  on  June  30th,  as 
compared  with  51,837  as  of  January  1st,  or  a 
gain  of  8,255  for  the  first  six  months  of  1950. 
Blue  Cross  shows  a smaller  but  nevertheless 
consistant  gain  of  5,302  memberships  for  the 
same  period.  Arizona  Blue  Cross  enrollment 
stood  at  115,134  on  June  30th,  as  compared  to 
109,832  as  of  January  1st. 

This  definitely  indicates  a trend  on  the  part 
of  the  American  public  toward  an  innate  desire 
to  obtain  an  “anchor  to  windward”  against  pos- 
sible future  hospitalization  and/or  surgical  needs. 
Since  most  people  cannot  save  much  from  their 
paychecks  these  days  because  of  the  ever-in- 
creasing  cost  of  living,  taxes,  etc.,  they  seek  the 
best,  most  economical  way— through  prepayment. 

To  continue  this  enrollment  graph  on  its  up- 
ward climb,  however,  requires  an  equally  in- 
creasing cooperation  and  support  of  the  medical 
profession  and  the  hospitals  to  help  foster  the 
acceptance  and  use  (not  abuse),  on  the  part  of 
their  patients,  of  Blue  Shield  and  Blue  Cross. 

These  two  plans,  which  after  all  are  the 
hospitals’  and  doctors’  own  plans,  should  even- 
tually cover  the  eligible  population  of  the  United 
States  in  sufficient  numbers  and  in  a large 
enough  percentage  as  to  automatically  silence 
the  guns  of  those  who  are  presently  plotting  to 
“socialize”  America. 
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WINTHROP  STEARNS,  INC. 

Local  Representative  - D.  W.  Ripley 

33  Mission  Circle  Phone  6-2978 

Phoenix,  Arizona 


DOWELL  LABORATORIES 

(Medical) 

26  East  8th  Street,  Tempe 
18A  South  Macdonald,  Mesa 

LU  CRECE  B.  DOWELL,  M.S. 


“$eeds  for  $ecurity” 

DON  A.  SEEDS,  C.  L.  U. 

Life  Insurance  Counselor 

WEST  COAST  LIFE  INSURANCE  CO. 

623  Security  Bldg. 

Phoenix,  Arizona  Phone  3-1957 


E.  S.  MILLER  LABORATORIES, 
INC. 

Manufacturers  of 

CHEMICALS  and  PHARMACEUTICALS 

DAN  J.  LEDWIDGE 

Arizona  Representative 

4123  No  17th  St.  Telephone  5-5891 

Phoenix,  Arizona 


PRESCRIPTION 

Complete  line  of 

Hospital  Beds,  Crutches,  Trusses  and 
Surgical  Garments 

KELLY'S  PRESCRIPTION  SHOP 

45  East  Broadway  Phone  3-4701 

TUCSON 

D.  F.  Scheigert  L.  J.  McKenna 


MILLAM  & WIKLE 

STATIONERS 

Phone  3-0888 
22  East  Monroe 
Phoenix 

STATIONERY 

OFFICE  SUPPLIES 

OFFICE  EQUIPMENT 


FRASER  MEDICAL  SUPPLY 
COMPANY 

• PHARMACEUTICALS 

• ENDOCRINES 

• SPECIALTIES 

2207  E.  Indian  School  Rd. 

Phone  5-0421  Phoenix,  Arizona 


DISTRICT  NO.  1 

ARIZONA  STATE  NURSES  ASS'N 

(Constituent  of  the  American 
Nurses’  Ass’n) 

Nurses'  Professional  Registry 

711  East  Monroe  Phoenix  Ph.  4-4151 
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BOOK  REV  I EWS 

NEW  AND  NONOFFICIAL  REMEDIES-Containing  Des- 
criptions of  the  Articles  which  stand  accepted  by  the  Council  on 
Pharmacy  and  Chemistry  of  the  American  Medical  Association  on 
January  1,  1950.  Issued  under  the  direction  and  supervision 
of  the  Council  of  Pharmacy  and  Chemistry,  American  Medical 
Association.  Cloth.  Pp.  800.  J.  B.  Lippincott  Company,  Phila- 
delphia, London,  Montreal,  1950. 

This  is  the  most  recent  annual  publication  of 
this  volume  which  should  be  well-known  to  all 
medical  people.  It  discusses  the  composition, 
rules  and  general  activities  of  the  Council.  It 
describes  those  remedies  which  have  been  ac- 
cepted by  the  Council  ( articles  which  have  been 
official  for  20  years  are  usually  then  omitted. ) It 
describe  tests  and  standards  for  nonofficial 
products.  It  lists  products  that  are  no  longer 
accepted. 

It  is,  therefore,  a valuable  reference  book  for 
the  medical  profession. 


ANNUAL  REPRINT  OF  THE  REPORTS  OF  THE  COUNCIL 
ON  PHARMACY  AND  CHEMISTRY  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION.  With  the  Comments  That  Have 
Appeared  in  the  Journal  of  the  American  Medical  Association. 
Cloth.  Pp.  231.  J.  B.  Lippincott  Company,  Philadelphia,  London. 
Montreal,  1949. 

Throughout  the  year,  the  Journal  of  the  Amer- 
ican Medical  Association  publishes  reports  of  the 
Council  on  Pharmacy  and  Chemistry  of  the 
Association.  These  reports  are  special  articles 
on  many  subjects  pertaining  to  drug  therapy, 
such  as,  Prescription  Writing,  The  Costs  of 
Drugs,  New  Special  Groups  of  Drugs,  and  many 
others. 


The  present  volume  is  a collection  of  all  the 
reports  thus  made  to  the  membership  of  the 
Association  by  the  Council. 

All  physicians  will  find  some  of  these  reports 
valuable  reading. 

UROLOGICAL  SURGERY.  By  Austin  Ingram  Dodson,  M.D.. 
F.A.C.S.  The  C.  V.  Mosby  Co.  St.  Louis,  1950.  Second  Edition. 
Cloth  $13.50.  855  pages,  645  illustrations. 

The  second  edition  of  the  surgical  atlas  has  a 
number  of  improvements  over  the  first  edition; 
namely,  improving  the  chapter  on  pre  and  post- 
operative care;  reducing  the  stress  laid  on  renal 
ptosis;  including  a section  on  retropubic  sur- 
gery; and,  improving  the  section  on  anesthe- 
sia. The  present  edition  is  a valuable  addition 
to  any  surgeon’s  library  since  it  presents  in  com- 
pact form  the  various  procedures  available  for 
any  urologic  problem.  The  first  section  gives 
a very  brief  surgical  anatomical  rev;ew  but  fails 
as  do  all  brief  reviews  by  its  brevity.  Either  it 
should  be  thoroughly  detailed,  or  completely 
deleted,  since  in  its  present  form  it  is  useless  as 
a real  reference  to  anatomic  structure.  The 


chapter  on  urography  is  excellent  because  of 
the  choice  of  illustrations  in  that  it  serves  to 
refresh  the  memory,  but  actually  does  not  be- 
long in  a book  on  surgical  procedure.  The  chap- 
ters on  pre  and  postoperative  care,  acid-base 
balance  and  fluid  adminisration,  blood  trans- 
fusion and  shock  are  excellent  and  to  the  point. 

These  should  actually  be  the  first  chapters  in 
the  book,  and  should  be  read  and  reread  by 
every  surgeon  attempting  to  work  on  the  debilit- 
ated and  aged  patient  with  failing  renal  function, 
as  are  so  many  of  the  urologic  patients.  As  H.  H. 
Young  states:  “the  surgical  procedure  should  be 
but  an  incident  in  the  treatment  of  the  patient. 
These  chapters  increase  considerably  the  value 
of  the  book  over  other  purely  surgical  atlases. 

The  following  chapters  recount  in  detail  and 
with  good  illustrations  the  routine  procedures  for 
the  various  urologic  cases,  beginning  with  renal 
surgery  and  down  through  the  bladder  and 
scrotal  surgery.  The  chapter  on  procedures  on 
the  female  urethra  could  be  more  elaborate  since 
more  and  more  urologic  rather  than  gynecologic 
surgeons  treat  these  afflictions,  including  physi- 
cal therapy  of  incontinence. 

There  is  a very  good  chapter  on  the  treatment 
of  the  neurogenic  bladder,  both  surgical  and 
physical,  with  good  diagrams  of  bladder  irriga- 
tion equipment. 

As  the  author  states  this  is  not  an  encyclopedic 
volume  of  all  developed  surgical  procedures  or 
their  various  modifications  and  improvements, 
but  only  of  those  procedures  which  have  been 
tried  over  the  years  and  have  been  proved  to 
produce  the  required  result  when  performed 
carefully  and  capably.  This  new  edition  is  a 
book  well  worth  having  at  the  surgeons’  finger- 
tips. 

Paul  Singer,  M.D.,  F.A.C.S., 
Phoenix,  Arizona 

EYES  AND  INDUSTRY.  Second  Edition.  By  Hedwig  S.  Kuhn, 
M D Price  $8.50.  Pp.  328  with  151  text  illustrations,  including 
3 color  plates.  The  C.  V.  Mosby,  Co.,  Publishers.  St.  Louis, 
Missouri,  1950. 

This  book  is  intended  for  those  interested  in 
Industrial  Ophthalmology.  Included  is  the  set- 
ting up  of  an  eye  program  which  has  its  in- 
ception in  the  pre-employment  tests;  the  fitting 
of  the  eyes  to  the  job,  which  is  admirably 
brought  out  whether  for  distance  or  close  work; 
and,  of  course,  stereopsis;  muscle  balance;  and 
color  tests.  With  the  high  speed  and  precision 
instruments  of  today  s industry  this  is  indeed 
timely.  Visual  skill  in  the  ability  to  produce 
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and  the  lack  of  it  as  a hazard  are  brought  out 
repeatedly. 

First  aid  instructions  to  employees,  nurses  and 
doctors  in  the  care  of  eye  injuries  such  as  foreign 
bodies,  flash  burns,  etc.,  are  thoroughly  set  forth 
and  may  be  considered  as  standards. 

The  Eye  Protection  chapter  illustrates  every 
conceivable  goggle,  their  adaptability  and  use- 
fulness in  many  jobs,  and  how  to  set  up  a goggle 
program  in  a plant  and  keep  it  going. 

The  chapter  devoted  to  the  importance  of 
proper  illumination  in  our  daily  work  contains 
very  useful  suggestions. 

For  the  ophthalmologist  the  chapter  on  Blind- 
ness may  help  to  set  up  a program  on  rehabili- 
tation, if  interested. 

This  book  can  be  highly  recommended  for 
every  library  of  any  size  especially  where  indus- 
trial medicine  is  practiced. 

H.  J.  French,  M.D. 

Phoenix,  Arizona 


A.M.A.  THANKS  H.B.A.  FOR 
ALL-OUT  SUPPORT 

Clem  Whitaker,  director.  National  Education 
Campaign,  American  Medical  Association,  in  a 
letter  to  George  E.  Richardson,  director.  Hospi- 
tal Benefit  Association,  thanked  the  H.B.A.  for 
its  splendid  support  during  the  recent  A.M.A. 
advertising  campaign.  Here  are  three  para- 
graphs of  Mr.  Whitaker’s  letter: 

“This  is  to  say  a very  hearty  “thank  you”  for 
the  all-out  support  of  the  Hospital  Benefit  Asso- 
ciation during  American  medicine’s  freedom  ad- 
vertising campaign. 

“We  were  very  appreciative  of  your  action 
in  advising  us  of  this  splendid  tie-in  cooperation, 
and  it  will  be  called  to  the  attention  of  the  Board 
of  Trustees  of  the  American  Medical  Association 
at  its  next  meeting. 

“You  will  be  interested  to  know  that  through- 
out the  country  approximately  50,000  firms  ran 
tie-in  advertising  in  support  of  this  campaign,  at 
least  equalling  and  perhaps  doubling  A.M.A.’s 
advertising  expenditure.” 

I he  Hospital  Benefit  Association  ran  special 
newspaper  advertisements  in  both  papers  in 
Phoenix  ( The  Arizona  Republic,  The  Phoenix 
Gazette ) and  in  both  papers  in  Tucson  ( The  Ari- 
zona Daily  Star,  Tucson  Daily  Citizen ) on  Octo- 
ber 11th.  And  during  the  last  three  weeks  of 
October,  the  H.B.A.  ran  a cut  of  The  Voluntary 


Way  Is  the  American  Way  in  its  regular  news- 
paper ads  in  several  Arizona  cities. 

All  the  PI.B.A.  radio-show  commercials,  too, 
were  built  around  the  A.M.A.  theme  The  Volun- 
tary Way  . . . The  Arizona  Broadcasting  Com- 
pany-KTAR,  KYCA,  KYUM  and  KVOA-and 
station  KOOL  carried  A.M.A.’s  message  to  the 
people  of  Arizona.  Stations  KPHO,  KIFN, 
KRUX,  KTYL,  KTUC  and  KNOG  did  the  same 
job  for  the  American  Medical  Association, 
through  spot  announcements. 

The  Hospital  Benefit  Bulletin,  a publication 
to  H.B.A.  s 20,000  members  carried  a lead  story 
about  The  Voluntary  Way  Is  the  American  Way 
. . . along  with  small  A.M.A.  tie-in  mats. 

While  the  socializers  of  America  are  making 
bitter  attacks  against  the  A.M.A.’s  recent  cam- 
paign, it  is  nice  to  know  that  there  are  so  many 
firms  and  organizations  willing  to  speak  out  and 
help  reaffirm  and  solidify  the  public’s  faith  in 
American  medicine. 


28  Registered  Pharmacists 

Tucson  Casa  Grande 


Medical  Oxygen  Therapy  Company 

HOSPITAL  SUPPLIES 
24  HOUR  RENTAL  SERVICE 
OXYGEN  TENTS 
SICK  ROOM  SUPPLIES 

847  N.  7th  Avenue  Phone  8-3112 

Phoenix,  Arizona 
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WOMAN’S  AUXILIARY 


Mrs.  Delbert  Secrist,  Tucson,  Mrs.  Benjamin 
Herzberg,  Phoenix,  Mrs.  Royal  Rudolph,  Tucson, 
Mrs.  George  Enfield,  Phoenix,  and  Mrs.  Brick 
Storts,  Tucson,  Arizona 


ATOM  BOMB  DISCUSSED  AT 
MARICOPA  AUXILIARY  MEETING 

The  Woman’s  Auxiliary  to  the  Maricopa  Coun- 
ty Medical  Society  held  its  monthly  meeting  in 
the  Nurses’  Lounge  at  Good  Samaritan  Hospital 
on  November  6th.  Mrs.  Karl  Harris  presided  at 
the  business  session. 

The  guest  speakers  were  introduced  by  the 
Social  Chairman,  Mrs.  Robert  Cummings.  The 
topic  lor  discussion  was  The  Atom  Bomb.  Doc- 
tor Donald  Poison  gave  a brief  description  of  the 
physics  and  mechanics  of  the  bomb  and  an  ex- 
planation of  its  destructive  powers.  He  de- 
scribed the  three  phases  of  destruction  as  they 
affect  humans  i.  e.  explosion,  burning,  and  radia- 
tion. 

Doctor  Poison  was  followed  by  Mr.  Frank 
Williams,  director  of  the  Division  of  Health  Edu- 
cation for  the  State  Department  of  Public  Health, 
who  presented  Arizona’s  plan  to  care  for 
evacuees  in  the  event  that  a bombing  should 
occur  in  one  of  the  critical  areas  on  the  west 
coast. 

Mr.  Williams  showed  the  restricted  Navy  film 
“Operations  Crossroads”  taken  during  the  test 
explosions  at  Bikini. 


After  the  meeting  adjourned,  the  doctors 
joined  their  wives  for  the  social  hour.  Refresh- 
ments were  served  by  Mrs.  Clark  McVay  and 
her  committee. 

Respectfully  submitted, 

Mrs.  John  Eisenbeiss 
Phoenix 


LEGISLATION 

The  Woman’s  Auxiliary  to  the  Arizona  Medi- 
cal Association  can  be  a strong  force  in  helping 
to  promote  wise  and  adequate  health  legislation. 
It  can  be  equally  effective  in  defeating  legisla- 
tion that  is  detrimental  to  the  public  welfare. 
This,  however,  can  be  accomplished  only  if  its 
legislative  committees  are  well  organized  and 
actively  operating  on  a state  and  county  basis. 

Your  legislative  chairman  has  outlined  a pro- 
gram that  will  dovetail  with  that  of  our  Medical 
Society.  This  program  was  approved  by  the 
Chairman  of  the  legislative  committee  of  the 
Arizona  Medical  Society.  It  will  fall  roughly 
into  two  classifications. 

1.  The  A.M.A.  National  Education  Campaign. 
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a.  Promoting  voluntary  health  insurance. 

b.  Defeating  compulsory  health  insurance. 

c.  Defeating  “fringe  bills”. 

2.  General  Legislation  on  Health  and  Related 
Matters. 

a.  Basic  Science  Laws 

b.  Public  Health  Measures 

c.  Hospital  Construction  Bills 

d.  Measures  relating  to  Medical  Education. 
The  function  of  the  legislative  committee, 

through  its  local  chairman  will  be  as  follows: 

L To  inform  the  entire  Auxiliary  membership 
as  to  the  pros  and  cons  of  pending  bills 
and  the  necessity  for  legislation  to  correct 
given  health  problems.  This  educational 
process  can  best  be  carried  out  by  having 
the  legislative  chairman  or  one  of  the  mem- 
bers lead  discussions  dealing  with  the  sub- 
jects. National  has  suggested  that  the  pro- 
gram chairman  allow  at  least  ten  minutes  on 
every  county  program  for  the  legislative 
chairman  or  her  committee  to  tell  of  the  lat- 
est developments  in  Washington  or  on  the 
state  or  local  level.  From  time  to  time  dur- 
ing the  year  your  state  legislative  chairman 
will  provide  pertinent  literature  for  the  aux- 
iliary members. 

2.  Activate  all  Auxiliary  members  to  promote  or 
oppose  vigorously  health  legislation  as  the 
occasion  demands.  This  program  will  in- 
clude : 

a.  Letter  writing  to  Congressmen,  Senators 
and  State  Legislature. 

b.  Distribution  of  informative  material  on 
particular  health  legislation  to  the  public. 

c.  Assistance  to  the  Medical  Society’s  legis- 
lative committee  in  any  way  they  may 
request. 

3.  Offer  consultant  service  to  other  organiza- 
tions on  health  legislation.  This  can  be  done 
by  the  local  chairmen  building  a file  with 
the  material  emanating  from  the  Washington 
office  of  the  A.M.A.  This  will  be  augmented 
by  the  state  legislative  chairman  on  the  state 
level.  The  availability  of  this  file  is  to  be 
made  known  to  the  various  women’s  organi- 
zations in  the  community. 

The  success  of  this  program  is  based  on  the 
individual  auxiliary  members  interest,  responsi- 
bility and  cooperation.  During  these  troubled 
times  of  pressure  legislation  it  is  important  that 


we,  too,  make  our  wishes  known  to  our  repre- 
sentatives. 

Respectfully  submitted, 

Mrs.  Louis  Hirsch 
(Legislation  Chr. ),  Tucson 


PIMA  NEWS 

MRS.  ROY  HEWITT  HOSTESS  TO 
GROUP  OF  MEDICAL  WIVES 

Woman’s  auxiliary  to  the  Pima  County  Medi- 
cal Association  held  the  first  general  meeting  of 
the  year  at  the  Pioneer  Hotel  ballroom  Tuesday 
evening.  Fifty  members  were  present. 

Preceding  the  general  meeting,  Mrs.  Roy 
Hewitt  entertained  board  members  at  a buffet 
luncheon.  Mrs.  Hewitt  presided  and  introduced 
new  board  members:  Mrs.  Brick  Storts,  presi- 
dent-elect; Mrs.  Leo  Kent,  first  vice-president 
and  membership  chairman;  Mrs.  Richard  Haus- 
mann,  second  vice-president  and  program  chair- 
man; Mrs.  Darwin  Newbauer,  recording  secre- 
tary; Mrs.  Kenneth  Baker,  treasurer;  Mrs.  David 
Engle,  corresponding  secretary. 

Mrs.  J.  K.  Bennett,  public  relations;  Mrs.  Blair 
Saylor,  health  chairman;  Mrs.  Jackman  Pyre,  to- 
day’s health;  Mrs.  Clyde  Flood,  publicity;  Mrs. 
Hugh  Thompson,  legislation;  Mrs.  Stanley  Kitt, 
bulletin;  Mrs.  B.  B.  Edwards,  philanthropic 
chairman. 

At  the  general  meeting  reports  of  officers  and 
standing  committees  were  given  outlining  plans 
for  the  year.  One  of  the  principal  projects  of 
the  State  Medical  Auxiliary  is  the  Nurses  Loan 
Fund  which  is  supported  by  all  county  auxil- 
iaries. Mrs.  Max  Costin,  Tucson,  member  of  the 
state  committee,  announced  that  two  girls  are 
now  in  training  under  the  fund,  one  from  Tucson 
and  one  from  Phoenix  Mrs.  Kenneth  Baker,  cap- 
tains 20  auxiliary  members  who  are  soliciting 
doctors  and  employees  for  the  Community  Chest 
drive.  The  organization  voted  to  provide  toys 
and  books  for  the  Crippled  Children’s  Ward  at 
the  County  Hospital  throughout  the  year. 

Mrs.  Royal  Rudolph,  president-elect  to  the 
state  auxiliary  gave  a talk  on  the  aims  and  pur- 
pose of  the  Medical  Auxiliary.  Mrs.  Hiram 
Cochran  spoke  on  the  National  Auxiliary  Con- 
vention held  in  San  Francisco  in  June  where 
delegates  were  urged  to  stress  greater  participa- 
tion of  members  in  PTAs,  Women’s  Clubs,  Civic 
activities  and  nurse  recruitment. 
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ORDER  YOUR  BULLETIN 

Although  most  of  you  are  familiar  with  the 
Woman’s  Auxiliary  to  the  American  Medical 
Associations  official  publication,  the  Bulletin, 
repetition  if  often  valuable. 

As  members  of  the  Auxiliary,  we  have  a duty 
to  ourselves  and  to  the  organization  to  subscribe 
to  its  magazine.  The  material  in  the  Bulletin  is 
selected  by  the  Publications  Committee  with  the 
idea  of  giving  to  the  members  of  the  Woman  s 
Auxiliary  information  and  suggestions  that  will 
be  of  interest  and  help  to  them  in  their  Auxiliary 
activities.  It  helps  them  to  answer  questions 
that  the  general  public  are  interested  in.  As 
wives  of  physicians,  it  is  our  duty  to  be  informed 
of  the  activities  and  policies  of  the  medical  pro- 
fession. Every  physician’s  wife  should  subscribe 
to  and  read  the  Bulletin  to  keep  informed  and 
up  to  date  on  Auxiliary  and  American  Medical 
Association  affairs. 

Order  your  Bulletin  as  soon  as  possible  from 
your  County  Bulletin  Chairman  so  that  you  do 
not  miss  a single  one  of  these  vital  issues.  If  you 
are  a member-at-large,  you  can  place  your  order 
directly  with  the  State  Publications  Chairman, 
Mrs.  Joseph  C.  Ehrlich,  310  West  Granada  Road, 
Phoenix,  Arizona.  The  subscription  must  be  pre- 
paid and  is  One  Dollar  for  four  issues,  published 
quarterly. 

We  need  your  cooperation. 

Mrs.  Joseph  C.  Ehrlich 

State  Bulletin  Chairman  Phoenix 


SOUTHWESTERN  MEDICAL 
ASSOCIATION 

The  Southwestern  Medical  Association  met  in 
Phoenix,  October  26th,  27th  and  28th.  The 
Maricopa  County  Women’s  Auxiliary  were  host- 
esses to  the  wives  of  the  visiting  doctors  and  a 
complete  round  of  social  activity  was  planned 
under  the  leadership  of  Mrs.  Robert  Cummings. 

Mrs  Preston  Brown  and  her  committee  were 
stationed  at  the  Westward  Ho  Hotel  to  greet  and 
register  the  visitors 

A tea,  at  the  home  of  Mrs.  Thomas  W.  Wood- 
man, was  held  Thursday  afternoon  under  the 
chairmanship  of  Mrs.  John  R.  Green.  The  tea 
table  was  graced  by  a floral  arrangement  of  blue 
delphinium  and  pink  roses  in  a silver  bowl  and 
gray  iridescent  candles  in  silver  candelabra  com- 
plimented the  arrangement.  Presiding  at  the 
table  were  Mrs.  Joseph  Madison  Greer,  Mrs. 
Henry  Williams,  Mrs.  Dudley  Fournier  and  Mrs. 


Reed  Shupe.  Mrs.  Woodman,  Mrs.  Carlos  Craig 
and  Mrs.  Karl  Harris,  Maricopa  County  Presi- 
dent, greeted  the  guests  upon  their  arrival.  Not- 
able among  the  guests  were  Mrs.  M.  M.  Win- 
trobe  of  Utah  and  Mrs.  Salvadore  Zubiran  of 
Mexico  City,  wives  of  doctors  on  the  speakers 
panel. 

That  evening  Bud  Brown’s  Barn  was  the  scene 
of  a barbecue  dinner  and  dance.  An  evening  of 
informal  gaiety  in  good  Western  fashion  was  en- 
joyed by  all  who  attended. 

Mrs.  Charles  Van  Epps  and  her  committee 
arranged  a brunch  Friday  morning  at  the  Ari- 
zona Country  Club  after  which  the  guests  were 
invited  to  stay  for  cards. 

The  final  event,  the  annual  dinner  dance,  was 
held  at  Camelback  Inn.  The  Society  and  the 
Auxiliary  were  hosts  and  hostesses  at  a cocktail 
party  held  in  the  lounge  after  which  a sump- 
tuous buffet  dinner  was  served.  The  guests  of 
honor,  seated  at  a U shaped  table  in  the  dining 
room,  were  introduced  by  Dr.  I.  J.  Marshall, 
President  of  the  Southwestern  Medical  Associa- 
tion The  panel  of  speakers  were  presented  with 
hand  tooled  leather  silver  buckled  belts  in  token 
of  appreciation  for  their  contribution  to  the  sci- 
entific sessions.  Dancing  followed  the  dinner. 

Thanks  to  Mrs.  M.  W.  Merrill  for  providing 
transportation;  to  Mrs.  L.  L.  Tuveson,  custodian 
of  funds,  and  to  Miss  Alma  Alkire,  Assistant  Sec- 
retary of  the  Maricopa  County  Medical  Associa- 
tion, and  a staff  from  the  Junior  Chamber  of 
Commerce  for  registering  the  doctors. 

Mrs.  Robert  Cummings 
General  Chairman 
Phoenix 


GILA  COUNTY  MEDICAL 
AUXILIARY  NEWS 

Tentative  plans  are  being  made  for  a dinner 
meeting  to  be  held  at  the  Cobre  Valle  Countix 
Club. 

Mrs.  A.  J.  Bosse,  County  President,  gave  birth 
to  a baby  girl  on  October  20th. 

Mrs.  Wm.  Bishop,  Secretary-Treasurer,  had  a 
baby  girl  in  September.  Seems  the  stork  is  still 
hovering  over  Gila  County  Auxiliary  members 
and  the  birth  rate  will  be  increased  by  two  in  the 
near  future. 

Dr.  and  Mrs.  Cyril  Cron  spent  six  weeks  vaca- 
tion in  Mexico  going  as  far  south  as  the  Isthmus 
of  Tehuantepec.  They  went  down  over  the  new 
highway  from  El  Paso  and  Juarez. 
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AMBULANCE  SERVICE  DIRECTORY 


Phoenix  Respirator  and 

BRING'S  FUNERAL  HOME 

Ambulance  Service 

24  Hour  Ambulance  Service 

TONY  SILVIO,  Pi  op. 

PHONE  3-4713 

Phone  3-7553  - 2-7436 

236  S.  Scott  Street 

TUCSON,  ARIZONA 

1125  E.  Culver  Street 

Phoenix,  Arizona 

Leonard-Lundberg  Mortuary 

GIBBS  MORTUARY 

24  Hour  Ambulance  Service 

24  Hour  Ambulance  Service 

Two  Ambulances 

Experienced  First  Aid  Attendants 

Phone  54 

Phone  9297  Glendale,  Arizona 

First  Street 

Williams,  Arizona 

WILLIAMS  FUNERAL  SERVICE 

24  Hour  Ambulance  Service 
Phone  181 
Williams,  Arizona 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 

write  to 

ARIZONA  MEDICINE 

401  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 

SANITORIUM 

DIRECTORY 

ARIZONA  DESERT  LODGE 

THE  BUTLER  REST  HOME 

For 

Maud  R.  Silvers,  R.N. 

Care  of  Invalids,  Elderly  Patients  and  Bed  Patients 

1550  E.  Blacklidge  Dr. 

Spacious  Homelike  Atmosphere 

Phone  5-0232 
Tucson,  Arizona 

Delicious,  Wholesome  Meals 
802-806  North  Seventli  Street  Phone  3-2582 

Phoenix,  Arizona 

HENDERSON'S  REST  INN 

• Home-like  Atmosphere 

• Our  Food  Is  Abundant  and  Well  Prepared 

• Tray  and  Dining-room  Service 

• Nurses  on  Duty  24  Hours  Daily 

• Reasonable  Rates 

Phone  Glendale  471  Route  2 (N.  Central  Ave.) 

Glendale,  Arizona 


THE  PINE  SANITORIUM,  INC. 
FOR  CHILDREN 

Registered  with  the  State  Child  Welfare  Board 
Specializing  in  Asthmatic  and  Bronchial  Cases  but  no 
contagion.  High  dry,  dustless  climate 
Special  Tutoring  for  Boys  and  Girls  5 to  16 
JESSIE  A.  BOTSFORD 

204  Josephine  St.  — Prescott,  Arizona  Ph.  045R2 
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SANITORIUM  DIRECTORY 


LOMA  LINDA  REST  HOME 

• QUIET  COUNTRY  ATMOSPHERE 

• RESTFUL  AND  HOME-LIKE 

• SPECIALIZING  IN  ARTHRITIC  CASES 

Broadway  and  Lateral  16,  Rt.  5,  Box  654 
Phone  9-3648  Phoenix,  Arizona 

MATHEWS  REST  HAVEN 

“A  Home  Away  From  Home’ 

Tray  Service  — Best  ot  Food 
Personal  Laundry  — Nursing  Care 
Catering  to  Non-Communicable  Disease 

2647  N.  Columbus  Blvd.  Phone  5-3051 

Tucson,  Arizona 

ORANGE  ROAD  SANITORIUM 

Specializing  in  All  Cases 
Except  Non-Contagious 

4248  N.  32nd  Street  Phone  5-0257 

Phoenix,  Arizona 

OLD  PUEBLO  CASITA 

‘Guest  House  of  Rest’ 

Specializing  in  Care  of 

Arthritics,  Asthmatics,  Bronchial  and  other  Ailments. 

Registered  Nurse— Nourishing  Meals 
Tray  Service-Congenial  Atmosphere 

Private  Rooms— Reasonable  Rates 
H.  C.  Forrester,  R.N.  in  Charge 

2001  N.  Park  Ave.  Tucson,  Arizona  Phone  3-1122 

DESERT  REST  HOME 

(Convalescent) 

Ray  and  Ruth  Eckel 
Proprietors 

409  E.  Townley  Avenue  Phone  6-2049 

Phoenix,  Arizona 

PALM  LODGE 

For  Convalescene  and  Recuperation  of  Non-Con- 
tagious Conditions  - Occupational  Therapy 

Single  Rooms— Excellent  Food— Quiet 
Convenient  to  City  Facilities 

Walter  L.  Grow,  M.D. 

2607  N.  Warren  Tucson,  Arizona  Phone  5-2619 

MARY  E.  GOLDENETZ 

Aged  and  Convalescent 

Phone  5-4424 

1106  E.  Whitton  Avenue 
Phoenix,  Arizona 

HILLCREST  SANITORIUM 

Cheerful  Private  Rooms 
Excellent  Food 
Homelike  Atmosphere 
Reasonable  Rates 

North  3rd  and  Adams  Phone  4-1562 

Tucson,  Arizona 

SOUTHERN  INN  REST  HOME 

Excellent  Care  in 
ARTHRITIS  AND  ASTHMA 

ROOM  AND  BOARD  TRAY  SERVICE 

207  E 3rd  Street  Phone  2-9461 

Tucson,  Arizona 

Barfield  Convalescent  Hospital 
and  Sanitorium 

Approved  by  A.M.A.— A.H.A. 

Arizona  Hospital  Association 
Association  of  Western  Hospitals 

2100  E.  Speedway  Phone  5-1521 

Tucson,  Arizona 
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SANITORIUM  DIRECTORY— (Cont'd.) 


EVELYN  DODD  REST  HOME 

THIS  SPACE  FOR  SALE 

• CONVALESCENT 

FOR  INFORMATION  AND  RATES 

write  to 

• QUIET-HOME-LIKE 

• NURSING  CARE 

ARIZONA  MEDICINE 

• EXCELLENT  FOOD 

401  Heard  Bldg. 

1608  East  Dale  Drive  Phone  5-4185 

Phone  2-4884 
PHOENIX,  ARIZONA 

Phoenix,  Arizona 

SCHMID'S  HAVEN  OF  REST 

GENERAL  CARE 
(Non-Contagious) 

2107  South  15th  Place— Phone  4-2802 
Phoenix,  Arizona 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

401  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 

DRUGGIST  DIRECTORY 

STANDARD  DRUG  CO. 

ROHRER-BLOOM  DRUG  CO. 

PRESCRIPTIONS 

(Walgreen  Agency) 

14  N.  San  Francisco  Street 

PRESCRIPTIONS  PHARMACISTS 

Phone  200 

Phone  40 

Flagstaff,  Arizona 

Gurley  and  Montezuma 
Prescott,  Arizona 

DESERT  DRUGS 

FLAGSTAFF  PHARMACY 

PRESCRIPTIONS  DRUGGISTS 

DRUGGISTS  - CHEMISTS 

Kingman,  Arizona 

Flagstaff,  Arizona 

CITY  REXALL  DRUGS 

THIS  SPACE  FOR  SALE 

PRESCRIPTIONS  DRUGGISTS 

ARIZONA  MEDICINE 

“It  Pleases  Us  to  Please  You” 

Phone  2-4884 

Kingman,  Arizona 

SPACE  FOR  SALE 

SPACE  FOR  SALE 

Phone  2-4884 

Phone  2-4884 
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DRUGGISTS'  DIRECTORY 


THE  INTERNATIONAL 
PHARMACY 

Ethical  Prescription  Pharmacy 
Phone  302 

212  Main  Street  Yuma,  Arizona 

JOHNSON'S  DRUG  STORE 

PRESCRIPTIONS 

“Service  you  will  like” 

Corner  Speedway  and  Park  Avenue 
Phone  2-8865  Tucson,  Arizona 

R & B DRUG  STORE 

Prescription  Pharmacists 
Phone  363 

Yuma,  Arizona 

STONE  AND  3RD  PHARMACY 

Let  us  serve  you  and  your  patient 
Phone  3-6041 

749  N.  Stone 

(Cor.  3rd  and  Stone)  Tucson,  Arizona 

DENMAN  AND  THOMPSON 

“The  Friendly  Store” 

Health  Sundries 

Gila  Bend,  Arizona 

WILSON  PHARMACY 

PRESCRIPTIONS 
El  Mirage,  Arizona 

FOX  DRUG  STORE 

PRESCRIPTIONS 
(Directions  in  Spanish) 

2nd  and  Jefferson  Phone  3-0830 

Phoenix,  Arizona 

ENSMINGER  PHARMACY 

RELIABLE  PRESCRIPTIONS 
121  North  Cortez 

Phone  188  Prescott,  Arizona 

HODGES  PHARMACY 

The  REXALL  Store 
Phone  7982  Eloy,  Arizona 

HAMILTON'S  DRUG 

The  REXALL  Store 
Benson,  Arizona 

PALMER'S  PHARMACY 

MORTON  PALMER,  R.Ph.G 

1027  East  6th  Street 
Tucson,  Arizona 

FLORES  PHARMACY 

(FARMACIA  FLORES) 

“Your  Nyal  Service  Drug  Store” 

W.  Congress  and  Meyer  Sts.  Phone  3-3362 

Tucson,  Arizona 

JONES  DRUG  COMPANY 

DEPENDABLE  Rx  SERVICE 
Two  Convenient  Locations 
111  East  Congress  - Phone  2-6437 
1225  South  Cherry  - Phone  3-3164 
Tucson,  Arizona 

GRAVETT  PHARMACY 

“Dependable  Prescription  Service” 

Phone  2-9513  337  N.  16th  Street 

Phoenix,  Arizona 

LA  CONCHA  DRUG  STORE 

MONTE  DAVILA,  Prop. 

415  South  Meyer  - Phone  2-4191 

Tucson,  Arizona 

SPACE  FOR  SALE 

Phone  2-4884 
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DRUGGISTS7  DIRECTORY 


CAMPBELL  DRUG  COMPANY 

1007  No.  7th 
“Right  Now  Delivery” 

Phone  3-1992 
Phoenix,  Arizona 


EVERYBODY'S  DRUG  COMPANY 

Prescription  Druggists 
Phone  4587 
Mesa,  Arizona 


KASH  DRUG  COMPANY 

3610  No.  7th 
Phone  5-3531 
Phoenix,  Arizona 


HOWARD'S  Rx  PHARMACY 

Professional  Prescription  Service 
Phone  8-3694  312  W.  McDowell  Rd. 

Phoenix,  Arizona 


WOOD'S  PHARMACY 

Prescription  Pharmacists 
100  Washington  Street 
Peoria,  Arizona 


McDowell  pharmacy 

545  E.  McDowell  Rd.  Phone  2-3137  - 3-4332 
Phoenix,  Arizona 


SHARPE  & PULLINS 

Prescriptions 
229  E.  Glendale 
Phone  Glendale  298 
Glendale,  Arizona 


MESA  DRUG  COMPANY 

(Walgreen  Agency) 

Prescriptions 

101  Main  Street  Phone  5679 

Mesa,  Arizona 


Physicians  and  Surgeons  Pharmacy 

PRESCRIPTIONS 

753  E.  McDowell  Road  Phone  4-8434 

Phoenix,  Arizona 


MURRAY'S  PHARMACY 

PRESCRIPTION  DRUGGISTS 
Phone  28 
Superior,  Arizona 


BOWMAN  DRUG  COMPANY 

PRESCRIPTIONS 
Phone  533 
Goodyear,  Arizona 


LAIRD  & DINES 

The  REXALL  S tore 


Reliable  Prescription  Service 
Tempe  422  Mill  Ave.  & 5th 

Tempe,  Arizona 


unrifi  iktc 

PROFESSIONAL  PHARMACY 

Where  Pharmacy  Is  a Profession 

39  East  Monroe  Street 
6 Doors  East  of  Professional  Bldg. 
Phone  3-3470 
PHOENIX,  ARIZONA 


MAC  ALPINE  DRUG  CO. 


The  'R&xaJUL  Store 


This  label  is  your  guarantee  of  accurate 
prescription  compounding 

FREE  DELIVERY  PHONE  4-2606 

2303  No.  7th  St.  Phoenix,  Arizona 
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NEUROLOGY  and  PSYCHIATRY 

OTTO  L.  BENDHEIM,  M.D. 

NEUROLOGY  and  PSYCHIATRY 

1515  North  Ninth  Street 
PHOENIX,  ARIZONA 

Certified  by  American  Board  of 
Psychiatry  and  Neurology 

CHARLES  W.  SULT#  Jr.,  M.D. 
RICHARD  E.  H.  DUISBERG,  M.D. 

Diplomates  of  the  American  Board 

NEUROLOGY,  PSYCHIATRY  AND 
ELECTROENCEPHALOGRAPHY 

419  Professional  Building  Phoenix,  Arizona 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

401  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 

MILTON  H.  ERICKSON,  M.D. 

PSYCHOTHERAPY  AND  PSYCHIATRY 
Certified  by  American  Board  of 
Psychiatry  and  Neurology 

32  West  Cypress  Street  Phone  2-4254 

Phoenix,  Arizona 

NEUROLOGICAL  SURGERY 

JOHN  A.  EISENBEISS,  M.D. 

Certified  by  American  Board  of 
Neurological  Surgery 

Lois  Grunow  Memorial  Clinic 
926  E.  McDowell  Road 
Phoenix,  Arizona 

JOHN  RAYMOND  GREEN,  M.D. 

Certified  by  the  American  Board 
of  Neurological  Surgery 

1010  Professional  Building 
Telephone  8-3756 
PHOENIX,  ARIZONA 

UROLOGY 

MERRIWETHER  L.  DAY#  M.D. 

F.  A.  C.  S. 

Diplomate  of  The  American 
Board  of  Urology 

LADDIE  L.  STOLFA,  M.D. 

Lois  Grunow  Memorial  Clinic 
926  East  McDowell  Road 
Tel.  4-3674  Phoenix 

w.  G.  SHULTZ,  M.D.,  F.  A.  C.  S. 

Diplomate  of  The  American 
Board  of  Urology 

1010  N.  Country  Club  Road 
Telephone  5-2609  Tucson,  Arizona 

PAUL  L.  SINGER,  M.D.,  F.  A.  C.  S. 

Certified  American  Board  of 
UROLOGY 

1313  N.  Second  Street  Phone  3-1739 

PHOENIX,  ARIZONA 

DONALD  B.  LEWIS,  M.D. 

UROLOGY 

123  So.  Stone  Ave.  phone  4500 

Tucson,  Arizona 
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UROLOGY— (Cont'd.) 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 

ROBERT  H.  CUMMINGS,  M.D. 

write  to 

Diplomate  of  the 

ARIZONA  MEDICINE 

American  Board  of  Urology 

401  Heard  Bldg. 

808  Professional  Building 

Phone  2-4884 

15  East  Monroe  Phone  4-3577 

PHOENIX,  ARIZONA 

Phoenix,  Arizona 

INTERNAL  MEDICINE 


ROBERT  S.  FLINN,  M.D. 

DANIEL  H.  GOODMAN,  M.D. 

INTERNAL  MEDICINE 

INTERNAL  MEDICINE  CARDIOLOGY 

CARDIOLOGY  and  ELECTROCARDIOGRAPHY 

ELECTRO  CARDIOGRAPHY 

1118  Professional  Building 
Phone  4-1078 

607  Heard  Bldg.  Phone  4-7204 

Phoenix,  Arizona 

Phoenix,  Arizona 

JESSE  D.  HAMER,  M.D. 

F.  A.  C.  P. 

INTERNAL  MEDICINE 
CARDIOLOGY 

Suit  910  Phoenix 

15  E.  Monroe  St.  Arizona 


KENT  H.  THAYER,  M.D. 
F.  A.  C.  P. 

INTERNAL  MEDICINE 
Diplomate  of  the 

American  Board  of  Internal  Medicine 

ROBERT  H.  STEVENS,  M.D. 


INTERNAL  MEDICINE  ALLERGY 

1313  N.  Second  St.  Phone  4-8841 

Phoenix,  Arizona 


FRANK  J.  MILLOY,  M.D. 

JOSEPH  BANK,  M.D. 

F.  A.  C.  P. 

Diplomate.  of 

American  Board  of  Internal  Medicine 

INTERNAL  MEDICINE 

American  Board  of  Gastroenterology 

611  Professional  Building 

JOHN  W.  FINDLEY,  Jr.,  M.D. 

Phone  4-2171 

GASTROENTEROLOGY,  GASTROSCOPY 

Phoenix,  Arizona 

800  North  First  Avenue  Phone:  4-7245 

PHOENIX,  ARIZONA 

ROBERT  E.  RIDER,  M.D. 

INTERNAL  MEDICINE 
ELECTROCARDIOGRAPHY 

Del  Sol  Hotel  Bldg.  Phone  26 

Yuma,  Arizona 


W.  PAUL  HOLBROOK,  M.D, 
F.A.C.P. 

DONALD  F.  HILL,  M.D.,  F.A.C.P. 
CHARLES  A.  L.  STEPHENS,  Jr.,  M.D. 

Tucson,  Arizona  Phone  5-1511 
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HOSPITAL 

WALTER  V.  EDWARDS,  Jr.,  M.D. 

Lawrence  Memorial  Hospital 
Cottonwood,  Arizona 

H.  B.  LEHMBERG,  M.D. 

J.  T.  O'NEIL,  M.D. 

Casa  Grande  Clinic  Phone  4495 

Casa  Grande,  Arizona 

PHYSICAL  MEDICINE 

ALLERGY 

M.  E.  FULK,  M.D. 

GLENDALE  CLINIC  HOSPITAL 
Clinic  Open  Daily:  9 a.m.  to  6 p.m. 

Sundays  and  Holidays  by  Appointment 
245  East  A Avenue  Phone  240 

Glendale,  Arizona 

E.  A.  GATTERDAM,  M.D. 

ALLERGY 

15  E.  Monroe  St.,  Professional  Bldg. 
Office  Hours:  11  A.  M.  to  5 P.  M. 
Phoenix,  Arizona 

CHEST  DISEASES 

AND  SURGERY 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 

write  to 

GEORGE  D.  BOONE,  M.D.,  F.A.C.S. 

DISEASES  AND  SURGERY  OF  THE  CHEST 

ARIZONA  MEDICINE 

401  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 

601  East  Sixth  Street  Telephone  4-1561 

TUCSON,  ARIZONA 

PROCTOLOGY 

CLINIC 

WALLACE  M.  MEYER,  M.D. 

PROCTOLOGY 

903  Professional  Bldg. 

Phone  2-2822  - 3-4189 
Phoenix,  Arizona 

MESA  MEDICAL  CENTER 

MARK  H.  WALL,  M.D. 
FRANKLIN  B.  LANEBACK,  M.D. 
J.  EDWIN  KEPPEL,  M.D. 

206  East  Main  St. 

Mesa,  Arizona 
Office  Phone  4350 

BUTLER  CLINIC 
D.  E.  NELSON,  M.D. 
F.  W.  BUTLER,  M.D. 

501-505  Fifth  Avenue 
SAFFORD,  ARIZONA 

SUN  VALLEY  CLINIC 

34  North  Macdonald 
MESA,  ARIZONA 
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ORTHOPEDIC  SURGERY 


GEORGE  L.  DIXON,  M.D. 
PHILIP  G.  DERICKSON,  M.D. 

ORTHOPAEDIC  SURGERY 


Diplomate  of  the  American  Board 
of  Orthopaedic  Surgery 

744  N.  Country  Club  Road  Telephone  5-1533 
TUCSON,  ARIZONA 


GEO.  A.  WILLIAMSON,  M.D., 
F.A.C.S. 

LEO  L.  TUVESON,  M.D. 

ORTHOPAEDIC  SURGERY 

800  North  First  Ave.  Telephone  2-2375 

PHOENIX,  ARIZONA 


ROBERT  E.  HASTINGS,  M.D., 
F.A.C.S. 

ALFRED  O.  HELDOBLER,  M.D. 

Diplomates  American  Board  of  Orthopaedic 
Surgery 

ORTHOPAEDIC  SURGERY 
1811  East  Speedway 
TUCSON,  ARIZONA 


PHYSICIANS 


JAMES  LYTTON-SMITH,  M.D. 
RONALD  S.  HAINES,  M.D. 
JOHN  H.  RICKER,  M.D. 
STANFORD  F.  HARTMAN,  M.D. 

926  East  McDowell  Road 
Phoenix,  Arizona 


SURGEONS 


GEORGE  B.  IRVINE,  M.D. 

W.  G.  PAYNE,  M.D. 

PHYSICIANS  AND  SURGEONS 

8 West  Fifth  Street  Phone  526 

Tempe,  Arizona 

ANESTHESIOLOGY 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

401  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 


LOUISE  BEWERSDORF,  M.D. 
F.  A.  C.  A. 

ANESTHESIOLOGY 

208  West  Glenrosa 
Phone  5-4471  - 8-2392 
Phoenix,  Arizona 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

401  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 


DERMATOLOGY 


GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 

Phone  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 


KENNETH  C.  BAKER,  M.D. 

DERMATOLOGY 

Telephone  3-0602  729  N.  Fourth  Ave. 

Tucson,  Arizona 
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OBSTETRICS  and  GYNECOLOGY 


HARRY  J.  FELCH,  M.D. 

Physician  and  Surgeon 

Residence  Office 

325  W.  Granada  703  Professional  Bldg. 

Phoenix,  Arizona  15  E.  Monroe  Street 

Residence  3-1151  Office  3-1151 

CLARENCE  B.  WARRENBURG,  M.D. 

Diplomate  of  American  Board  of 
Obstetrics  and  Gynecology 

Grunow  Clinic 

926  E.  McDowell  Road  Phoenix,  Arizona 

PATHOLOGICAL  LABORATORIES 

G.  0.  HARTMAN,  M.D. 

PATHOLOGICAL  LABORATORY 
20  E.  Ochoa  St.  Phone:  3-4861 

TUCSON,  ARIZONA 

PATHOLOGICAL  LABORATORY 

507  Professional  Building  Telephone  3-410o 

W.  WARNER  WATKINS  AND 
ASSOCIATES 

1313  North  Second  Street  Telephone  8-3484 

Phoenix,  Arizona 

EYE,  EAR,  NOSE 

and  THROAT 

DUNCAN  G.  GRAHAM,  M.D. 

EYE,  EAR,  NOSE  and  THROAT 
Certified  by  American  Board  of  Otolaryngology 

114  West  Pepper  Street 
Mesa,  Arizona 

JOHN  S.  MIKELL,  M.D. 

1811  East  Speedway 
Tucson,  Arizona 

EAR,  NOSE  AND  THROAT 
BRONCHOSCOPY 

< 

BERNARD  L.  MELTON,  M.D. 
F.A.C.S.,  F.I.C.S. 

EYE,  EAR,  NOSE  AND  THROAT 

Certified  by  American  Board  of  Ophthalmology 
Certified  by  American  Board  of  Otolaryngology 
Certified  by  International  College  of  Surgeons 

605  Professional  Bldg.  Phone  3-8209 

PHOENIX,  ARIZONA 

ARCHIE  E.  CRUTHIRDS,  M.D., 
F.A.C.S.,  F.I.C.S. 

EYE,  EAR,  NOSE  AND  THROAT 
Certified  by  American  Board  of  Otolaryngology 
American  Academy  of  Ophthalmology  and 
Otolaryngology 

1011  Professional  Bldg.  Phone  3-5121 

Phoenix,  Arizona 

D.  E.  BRINKERHOFF,  M.D.,  F.A.C.S. 

EAR,  NOSE  AND  THROAT 
Certified  by  American  Board  of  Otolaryngology 

ROBERT  D.  SMITH,  M.D. 

EYE,  EAR,  NOSE  AND  THROAT 
Lois  Grunow  Memorial  Clinic 
926  E.  McDowell  Rd.  Phone  4-3807 

Phoenix,  Arizona 

H.  FIELDING  WILKINSON,  M.D. 

Organic  Diseases  and  Psychogenic  Disorders  of 
Eye,  Ear,  Nose  and  Throat 

Refractions  (Fitting  of  Glasses) 

39  West  McDowell  Road  Phone  8-3167 

Phoenix,  Arizona 
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SURGERY 

ALFRED  D.  LEVICK,  M.D. 

PROCTOLOGY 

1 137  West  McDowell  Road 
Phones  8-2194  - 3-4189 
Phoenix,  Arizona 

LOUIS  P.  LUTFY,  M.D. 

SURGERY  and  GYNECOLOGY 
301  West  McDowell  Rd.  Phone  3-4200 

Phoenix,  Arizona 

H.  D.  KETCHERSIDE,  M.D. 

SURGERY  and  UROLOGY 

DONALD  A.  POLSON,  M.D. 

GENERAL  SURGERY 
Certified  by  the  American  Board  of  Surgery 
800  North  First  Avenue 
Phone  4-7245 
Phoenix,  Arizona 

DELBERT  L.  SECRIST,  M.D., 
F.A.C.S. 

123  South  Stone  Avenue 
Tucson,  Arizona 

Office  Phone  2-3371  Home  Phone  5-9433 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

401  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 

W.  R.  MANNING,  M.D.,  F.A.C.S. 

SURGERY 

Diplomate  American  Board  of  Surgery 

620  North  Country  Club  Road  Phone  5-2687 

Tucson,  Arizona 

CHILDREN  S DISEASES 

GENERAL  PRACTICE 

WILLIAM  F.  SCHOFFMAN,  M.D. 
CECILIA  H.  SHEMBAB,  M.D. 
JAMES  L.  COFFEY,  M.D. 

DOCTORS  BUILDING 

316  West  McDowell  Road  Telephone  4-7287 

Phoenix,  Arizona 

RAYMOND  1.  McGILVRA,  M.D. 

GENERAL  PRACTICE 
307  E.  Indian  School  Road 
Office  Phone  5-0750 

Office  Hours:  10-12  and  2-5  By  Appointment 

Phoenix,  Arizona 

DANIEL  W.  KITTREDGE,  JR.,  M.  D. 

GENERAL  PRACTICE 
Phone  269 
606  N.  Beaver 
Flagstaff,  Arizona 

M.  G.  FRONSKE,  M.  D. 

GENERAL  PRACTICE 
Phones: 

Office  99;  Residence  155 

10  N.  Leroux  St. 

Flagstaff,  Arizona 
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GENERAL  MEDICINE 

J.  REICHERT,  M.D. 

General  Practice 

CARDIO  VASCULAR  DISEASES 
ELECTROCARDIOGRAPHY 

303  West  McDowell  Rd.  Office  Phone  4-7028 

Phoenix,  Arizona 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 

write  to 

ARIZONA  MEDICINE 

401  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 

RADIOLOGY 

GOSS  - DUFFY  LABORATORY 

X-RAY  AND  CLINICAL  DIAGNOSIS 

316  West  McDowell  Road 
Phoenix,  Arizona 

PATHOLOGICAL  LABORATORY 

507  Professional  Building  Telephone  3-4105 

MEDICAL  CENTER  X-RAY 
LABORATORY 

1313  North  Second  Street  Telephone  8-3484 

W.  Warner  Watkins,  M.D.  R.  Lee  Foster,  M.D. 

John  W.  Kennedy,  M.D. 

Diplomates  of  American  Board  of  Radiology 
Phoenix,  Arizona 

DRS.  HAYDEN,  PRESENT,  WELSH 
AND  HILEMAN 

Diplomates  of 

American  Board  of  Radiology 
DIAGNOSTIC  ROENTGENOLOGY 

23  East  Ochoa 
Tucson 

MARCY  L.  SUSSMAN,  M.D., 
F.A.C.R. 

Diplomate  of  American  Board  of  Radiology 

801  North  Second  Ave. 

Telephone  8-1027 
Phoenix,  Arizona 

JOHN  FOSTER,  M.D. 

Diplomate  of  American  Board  of  Radiology 
Diagnostic  Roentgenology  X-Ray  Therapy 

Radium  Therapy 
MEDICAL  ARTS  BLDG. 
DIAGNOSTIC  LABORATORY 

543  E.  McDowell  Road  Phone  8-1601 

Phoenix,  Arizona 

DOUGLAS  D.  GAIN,  M.  D. 

Diplomate  of  American  Board  of  Radiology 
Certified  in  Both 
THERAPY  AND  DIAGNOSIS 
ST.  MONICA’S  HOSPITAL 

Phoenix,  Arizona 

1200  South  Fifth  Avenue  — Ph.  4-7336 

SPEECH  PATHOLOGY 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

401  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 

ROBERT  N.  PLUMMER,  Ph.D. 

SPEECH  PATHOLOGY 
including 

Lip  Reading  and  Speech  for  the  Deaf 
Professional  Member 

American  Speech  and  Hearing  Association 
Medical  Arts  Bldg.  Phone  3-2051 

Phoenix,  Arizona 
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THE  ORTHOPEDIC  CLINIC 

For  the  Treatment  of  Fractures,  Diseases  and  Surgery  of 
the  Bones  and  Joints 

ORTHOPEDIC  SURGERY 

W.  A.  BISHOP,  Jr.,  M.D.,  F.A.C.S.  ALVIN  L.  SWENSON,  M.D. 

Diplomates  of  the  American  Board  of  Orthopedic  Surgery 

ARTHRITIS 

DeWITT  W.  ENGLUND,  M.D. 

1313  North  Second  Street  Phone  8-1586 

Phoenix,  Arizona 


PATHOLOGY 


This  is  to  announce  that  tissues  for  diagnosis  are  accepted  by  the  following 
physicians  who  practice  in  Arizona,  are  not  exclusively  governmentally  employed, 
and  are  qualified  as  pathologic  anatomists: 


J.  D.  BARGER,  M.D. 

Maricopa  County  Hospital 
3435  W.  Apache 
Phoenix,  Arizona 

RALPH  H.  FULLER,  M.D. 

St.  Mary’s  Hospital 
Tucson,  Arizona 

GEORGE  O.  HARTMAN.  M.D. 

20  East  Ochoa  Street 
Tucson,  Arizona 


LOUIS  HIRSCH-  M.D. 

Tucson  Medical  Center 
Tucson,  Arizona 

MAURICE  ROSENTHAL.  M.D. 

St.  Monica’s  Hospital 
Phoenix,  Arizona 

O.  O.  WILLIAMS,  M.D. 

425  North  Fourth  Street 
Phoenix,  Arizona 


HAROLD  WOOD.  M.D. 

1033  East  McDowell  Road 
Phoenix,  Arizona 


RADIOLOGY 


TUCSON  TUMOR  INSTITUTE 

LUDWIG  LINDBERG.  M.D.  JAMES  H.  WEST.  M.D.,  F.A.C.R. 

Diplomates  of  American  Board  of  Radiology 

RADIUM  AND  X-RAY  THERAPY 


721  North  4th  Ave. 


TUCSON,  ARIZONA 


UNIVERSITY  OF  CALIFORNIA 
Medical  Center  Library 

THIS  BOOK  IS  DUE  ON  THE  LAST  DATE  STAMPED  BELOW 

Books  not  returned  on  time  are  subject  to  a fine  of  50c  per  volume  after 
the  third  day  overdue,  increasing  to  $1.00  per  volume  after  the  sixth  day. 
Books  not  in  demand  may  be  renewed  if  application  is  made  before  ex- 
piration of  loan  period. 
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